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THE  TREATMENT  OF  FRONTAL  SINUS  SUPPURATION.* 

Dr.  Howard  A.  Lothrop,  Boston,  Mass. 

The  treatment  of  any  lesion  should  aim  to  overcome  the  cause 
and  results  of  its  existence.  Frontal  sinus  suppuration  is  caused, 
primarily,  by  infection,  but  its  obstinacy  and  continuance  are  due 
also  to  certain  pathologic  changes  occurring  in  the  wall  of  the  sinus. 

Attacks  of  acute  intlammation  may  subside  without  after-effects 
but,  if  repeated,  certain  morphologic  changes  result  which  are  fol- 
lowed by  prolonged  suppuration.  These  changes  affect  the  drain- 
age of  the  sinus  and  the  integrity  of  its  lining ;  hence,  any  oper- 
ative measures  should  aim  to  supply  ample  drainage  and  restore, 
so  far  as  possible,  the  integrity  of  the  lining  of  the  sinus.  The 
amount  of  exudate  is  a  variable  factor  influenced  by  the  virulence 
of  the  infection,  the  obstruction  at  the  ostium  frontale,  and  the 
changes  in  the  mucosa.  The  latter  may  be  comparatively  smooth, 
or  there  may  be  great  thickening  from  excess  of  connective  tissue 
formation  or  abundant  polypoid  masses.  The  chief  factor  in  the 
prolongation  of  sinus  suppuration  is  inadequate  drainage  occurring 
in  a  more  or  less  partially  closed,  mucous  membrane  lined,  bony 
cavity.  Such  conditions  could  never  take  place  on  a  flat  mucous 
surface. 

Hence,  the  logical,  conservative  treatment  of  this  condition  de- 
mands the  establishment  of  adequate  drainage  and,  in  certain  cases, 

*Read  before  the  New  York  Academy  of  :Medicine,  Section  on  Larvn- 
golog-y  and  Rhinology,   May   24,   1916. 
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local  treatment  of  the  sinus  lining.  On  the  other  hand,  the  symp- 
toms may  sometimes  be  overcome  by  destructive  measures ;  i.  e., 
the  obliteration  of  the  sinus. 

Symptoms:  It  is  not  my  purpose  to  consider  the  signs  and 
symptoms  but,  suffice  it  to  say,  that  the  pain  and  tenderness  indi- 
cate roughly  the  degree  of  tension  of  the  exudate,  the  amount  of 
which  depends  upon  several  factors,  such  as  the  size  of  the  sinus, 
the  virulence  of  the  infection,  and  the  secondary  sinus  wall  changes. 

Healing  of  suppurating  cavities :  \Mien  we  consider  the  sub- 
ject of  suppuration  in  different  parts  of  the  body,  certain  facts  are 
indisputable.  Abscess  cavities  in  soft  tissues  heal  only  when  such 
cavities  are  obliterated,  as  a  result  of  the  processes  of  repair,  e.  g.. 


Figure  1.  Anterior  view  frontal  region;  projected  outline  of  opening 
into  sinus  through  which  all  extranasal  operating  is  performed  on  both 
sinuses:  n,  nasal  bone;  np,  nasal  process;  s,  septum;  1,  lachrymal  bone. 


furuncle,  cellulitis,  residual  abscesses  in  the  peritoneal  cavity,  etc. 
Thoracic  empyema  will  persist  either  until  the  lung  again  fills  the 
cavity  or  until  the  chest  wall  is  made  to  approach  the  lung  by  some 
extensive  plastic  operation,  as  is  sometimes  necessar}-  in  very 
chronic  cases.  Healing  ensues  in  these  two  instances  only  as  the 
suppurating  cavity  is  gradually  obliterated. 

In  the  case  of  the  frontal  sinus  we  have  to  deal  with  a  natural 
bony  cavity  lined  with  epithelium.  Suppuration  in  such  a  cavity 
will  cease  if  it  is  obliterated  or  if  all  causes  of  suppuration  are 
overcome;  hence,  in  frontal  sinus  suppuration  treatment  may  be 
directed  towards  obliteration  of  the  cavity,  or  restoration  of  drain- 
age, or  a  combination  of  both. 

History :  Let  us  consider  first  some  of  the  various  methods 
of  treating  these  cases.     We     may     operate     intra-nasally,  extra- 
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nasally,  or  we  may  combine  these  two  methods  of  approach.  Many 
cases  recover  under  any  of  these  methods,  but  there  is  a  consider- 
able percentage  which  it  has  been  difficult  to  cure ;  hence,  the  oc- 
casion of  the  more  radical  methods  that  have  been  devised.  The 
ideal  method  should  combine  efficiency,  safety,  absence  of  deform- 
ity, and  preservation  of  the  sinus. 

1.     Intra-nasal  methods:     Many  sinuses  can  be  probed  and  then 
irrigated,  but  irrigation  is  of  little  practical  value  and  such  cases 


Figure  2.  Nasal  septum,  also  the  dense  bone  below  frontal  sinus  (F)  in 
the  median  line;  n,  nasal  bone;  ns,  nasal  spine  of  frontal  bone;  eg,  crista 
g-alli.;  cp,  cribriform  plate;  S,  Sphenoidal  sinus;  pp,  perpendicular  plate; 
c,   triangular  cartilage;   v,   vomer. 


would  probably  resolve  spontaneously.  On  the  other  hand,  one 
cannot  be  absolutely  certain  that  the  probe  enters  the  sinus  and 
not  the  anterior  ethmoid  cell,  as 'represented  by  a  so-called  frontal 
bulla. 

The  sinus  opens  into  the  middle  meatus  through  the  ethmoid 
cells,  in  one  way  or  another,  and  the  passage  may  be  narrow  on 
account  of  these  cells  or  because  of  the  position  of  the  anterior 
end  of  the  middle  turbinate.  As  a  preliminary  step  in  all  cases, 
the  front  portion  of  this  turbinate  should  be  generously  removed 
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and  the  neighboring,  thin-walled  ethmoid  cells  broken  down.  This 
may  sufhce  for  cure  and,  therefore,  nothing  further  be  required. 
It  will  fail  if  obstruction  to  drainage  persists  or  if  the  sinus  is 
filled  with  granulations  or  polyps. 

There  are  operations  devised  for  breaking  through  the  nasal 
floor  of  the  sinus  from  below  by  means  of  burr  drills  and  rasps, 
often  combined  with  shields  to  protect  the  posterior  sinus  wall.  Un- 
doubtedly, much  of  the  sinus  floor  may  be  removed  bv  this  method 


J'igine  3.  Xasal  septum  seen  in  Figure  2  after  removal  of  floor  of  both 
sinuses,  looking-  into  the  right  sinus.  The  median  projection  of  the  crista 
gaJli  and  cribriform  plate  region  is  shown,  also  the  portion  removed  by 
burrs  from  the  perpendicular  plate  of  the  ethmoid,  thus  allowing  easy 
access  to  both  sinuses  through  either  nostril. 


and  many  favorable  results  be  obtained  but  there  are  serious  ob- 
jections to  very  radical,  intra-nasal  methods.  One  can  never  be 
sure  of  the  local  anatomy  without  direct  inspection  or  know  just 
where  the  end  of  the  instrument  is  cutting  and  such  operating  calls 
for  the  highest  degree  of  skill.  Even  then,  in  the  absence  of  direct 
inspection,  there  is  doubt  as  to  the  thoroughness  of  bone  removal 
and  there  is  always  an  element  of  danger  and  uncertainty.  Fur- 
thermore, the  sinus  itself  cannot  be  properly  inspected  and,  if  neces- 
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sary,  treated.  If  a  field  of  operation  is  not  open  to  inspection  and 
the  various  steps  carried  out  with  precision,  it  is  to  that  extent 
"Wind  operating.'' 

However,  either  as  a  means  of  cure  or  as  a  preHniinary  step  for 
more  radical  measures,  the  front  portion  of  the  middle  turbinate 
and  the  adjacent  cells  should  be  removed. 

2.  Extra-nasal  methods:  These  are  generally  combined  with 
certain   intra-nasal   operating.     The   external   opening   serves   as   a 


Pig-ure  4.  Outer  wall  of  right  nasal  fossa.  Arrow  passes  from  sinus  to 
infundlbulum,  between  ethmoid  bulla  (B)  and  unciform  process  (u).  Por- 
tion of  middle  turbinate  removed:  ag,  agger  nasi  cell  at  front  of  middle 
turbinate. 


means  of  exposing  the  sinus  cavity  both  for  inspection  and  for  the 
purpose  of  enlarging  the  opening  into  the  nose.  The  Ogston-Luc 
method  is  a  step  in  the  right  direction  for  the  external  opening 
is  not  large  enough  to  give  rise  to  deformity  but  frequently  the 
nasal  opening  proved  to  be  too  small  and  subsequently  filled  with 
soft  tissue.     There  was  no  aim  here  to  destroy  the  sinus. 

The  Kunt  method  was  an  attempt  to  destroy  the  sinus  by  letting 
the  facial  wall  collapse,  while  the  Jansen  metliod  sought  the  same 
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object  by  removal  of  the  orbital  wall  and,  still  more  radical  was 
Riedel's  operation  which  removes  both  facial  and  orbital  walls.  All 
of  these  operations  produced  unnecessary  deformity.  Of  course 
many  cures  followed  but  failure  was  due  either  to  inability  to  de- 
stroy the  sinus  or  to  inefficient  drainage  if  any  sinus  remained. 

These  methods  have  been  largely  given  up  for  the  more  recent 
Killian  technic.  This  combines  both  the  attempt  to  destroy  the 
sinus  and  to  establish  efficient  drainage.     Its  advantages  are  that 


Figure  5.  Outer  wall  of  nasal  fossa  seen  in  Figure  4  after  removal  of 
dense  bone  forming  floor  of  right  sinus  leaving  a  thin  anterior  wall; 
u,  unciform  process  broken  off  in  vicinity  of  ethmoid  cells  opposite  the 
lachrymal  bone. 


the  sinus  can  be  thoroughly  and  safely  explored  and  the  ethmoid 
region  exposed  to  treatment,  and  the  results  are  said  to  be  better 
than  those  of  any  of  the  above  methods.  The  disadvantages  of 
this  method  are  the  following:  An  unnecessary  deformity  results 
depending  upon  the  skill  of  the  operator  and  the  size  of  the  sinus. 
The  contents  of  the  orbit  are  frequently  injured,  including  the 
lachrymal  apparatus,  the  superior  oblique  muscle,  and  the  supra- 
orbital  nerve  and   vessels.     Soft   parts   are   bruised   and   there   is 
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much  subsequent  edema  and  sometimes  considerable  sepsis.  The 
great  objection  to  this  method  is  that  the  wall  of  bone,  comprising 
the  upper  portions  of  the  lachrymal  bone  and  nasal  process  of  the 
superior  maxilla  and  the  adjacent  portion  of  the  frontal  bone,  is 
removed.  This  allows  the  soft  parts  to  sink  in  and,  later,  be  drawn 
in  by  scar  tissue,  thereby  shutting  off  the  distal  portion  of  the  sinus 
which  prevents  cure.  It  must  be  remembered  that  all  of  the  sinus 
is  Iv  the  frontal  bone,  hence,  any  narrowing  at  the  level  of  its  floor 
is  disadvantageous.  In  all  of  the  very  chronic  cases  Nature  tends 
to  lessen  the  size  of  the  sinus  by  filling  in  the  narrow  angles  and 
borders  with  permanent  scar  tissue.  Therefore,  at  operation  this 
should  not  be  removed.     For  the  above  reasons  the  Killian  technic 


Figure  6.  Looking  up  at  the  lower  surface  of  the  frontal  bone  disarticu- 
lated at  the  level  of  the  naso-frontal  suture;  upper  portion  of  ethmoid 
bone  in  situ;  n  and  np,  broad  serrated  area  for  articulation  with  thick- 
ened ends  of  nasal  bones  and  nasal  processes  of  superior  maxillae;  ns, 
nasal  spine;  nc,  nasal  crest;  F,  hiatus  frontalis;  1,  articulation  for  lachry- 
mal bone;  op,  os  planum;  pp,  perpendicular  plate;  op,  cribriform  plate 
external  to  which  is  a  line  representing  the  upward  prolongation  of  the 
middle  turbinate,  still  more  externally  are  the  ethmoid  cells,  e;  O,  roof 
of  orbit.  Dotted  line  shows  area  forming  floor  of  both  sinuses  to  be 
removed. 


leaves  much  to  be  desired  in  an  operation  for  the  cure  of  these 
obstinate  cases. 

An  operation  for  chronic  cases:  The  writer  has  practiced  for 
the  last  four  years  a  technic  which  aims  to  be  both  conservative 
and  radical,  incorporating  certain  modifications  from  time  to  time. 
It  is  believed  to  be  indicated  in  all  chronic  cases  requiring  any  very 
radical  or  any  external  operation.  It  is  a  safe  method  in  the  hands 
of  anyone  competent  to  do  frontal  sinus  surger)\  The  convales- 
cence is  short,  but  little  after-treatment  is  required,  and  most  of 
our  cases  have  been  discharged  as  cured  in  a  few  weeks.  In  a 
series  of  thirty  cases,  under  the  care  of  Dr.  O.  A.  Lothrop  or  my- 
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self,  there  was  one  fatality  due  to  a  pulmonary  embolus  which  was 
secondary  to  a  mastoiditis  operated  upon  shortly  before  the  frontal 
sinus  operation.  This  death  must,  therefore,  have  only  a  remote 
connection  with  the  last  operation.  One  case  was  opened  a  second 
time  because  of  persisting  nasal  discharge  and  the  sinus  was  found 
full  of  polyps.  In  this  instance  the  sinus  was  not  carefully  curetted 
at  the  first  operation.  The  amount  of  curetting  must  always  de- 
pend upon  the  condition  of  the  soft  parts  when  exposed  to  view  at 
operation.  Membrane  which  tends  to  form  polyps  should  be  care- 
fully curetted,  as  should  exuberant  granulations,  but,  as  a  rule,  the 


Figure  7.  I'luiil  wall  of  buLh  sinu.sos  and  of  upper  na.-^al  fossae  r<.-nioved 
showing-  dense  mass  of  bone  behind  the  base  of  nose  forming  median 
portion  of  floor  of  sinuses:  n,  end  of  nasal  bone;  np,  nasal  process;  s,  sep- 
tum of  frontal  sinus  and   of  nose.     Arrows  pass   through  ostia  to  nose. 


mucous  membrane  inflammation  subsides  when  the  outlet  for  drain- 
age is  adquate.  It  is  unwise  to  curette  the  sinus  wall  so  as  to  ex- 
pose the  bone  for  its  nutrition  is  endangered  thereby.  In  many  of 
the  cases  the  patients  have  not  complained  of  any  nasal  discharge 
dating  from  operation  and  in  most  instances  it  has  ceased  in  the 
course  of  a  few  weeks.  The  relief  from  pain  is  immediate  and 
there  remains  for  a  few  days  only  such  tenderness  as  is  incidental 
to  the  operation.  The  most  troublesome,  previously  existing  fis- 
tulae  are  closed  at  once  and  in  no  case  has  a  new  external  fistula 
developed.     The    swelling   of    soft   parts    is    a   minimum   and,    at 
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most,  is  limited  to  a  little  edema  of  the  upper  lid,  insufficient  to 
close  the  eye.  In  the  later  operations  of  our  series,  supra-orbital 
anesthesia  has  been  avoided.  In  all  cases  both  sinuses  have  been 
utilized  in  order  to  obtain  all  the  floor  space  the  anatomy  will 
allow,  regardless  of  whether  the  sinusitis  was  single  or  double. 
About  one-third  of  the  cases  had  trouble  on  both  sides.  In  no 
instance  has  any  complication  occurred  in  the  previous  healthy  side 
and,  in  the  presence  of  satisfactory  drainage,  we  do  not  believe 
such  would  occur.  \\'e  have  known  of  acute  sinusitis  following 
simple  exploration  of  a  healthy  sinus  where  the  wound  of  entrance 


Fig"UM-  N.  .■^aii;.'  I'uiMii  .-IS  .-iiiiWii  ill  Figure  7  alu-;  im-iik  ■  \  :i  1  Willi  burr 
drills  and  rasps,  looking-  into  the  nasal  fossae;  pp,  perpendicular  plate 
deeply  notched.  A  probe  entering  either  naris  would  pass  readily  into 
either  sinus. 


was  closed  and  the  trouble  was  consequent  on  infected  blood  clot 
retained  in  the  otherwise  undisturbed  sinus.  Furthermore,  it  is 
probable  that  the  healthy  mucous  membrane  from  the  normal  sinus 
epidermizes  the  diseased  one.'  Our  results  demonstrate  the  wis- 
dom and  harmlessness  of  utilizing  the  floor  of  both  sinuses  in  all 
cases,  irrespective  of  the  presence  of  single  or  double  sinusitis.  The 
efficacy  is  much  increased  and  the  technic  made  easier,  all  being 
accomplished  by  means  of  a  single  small  external  opening  combined 
with  intra-nasal  manipulations,  so  that  at  all  times  the  cutting  in- 
strument is  in  view.  ' 
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The  essential  feature  of  this  technic  is  the  removal  of  the  entire 
nasal  floor  of  both  sinuses,  laterally  from  lachrymal  to  lachrymal 
bone  and,  antero-posteriorly,  from  the  thinned  bone  at  the  region 
of  the  naso- frontal  suture  back  to  the  posterior  wall  of  the  sinus 
near  the  crista  galli,  together  with  the  interfrontal  and  the  under- 
lying inter-nasal  septa. 

Anatomy.  In  previous  articles  {Annals  of  Surgery,  June.  11)14, 
and  Journal  of  the  American  Medical  Association,  July  10,  1915), 
the  essential  anatomy  has  been  carefully  considered  and  some  cases 
reported  ;  hence,  these  matters  will  be  only  briefly  mentioned  here. 


Figure  9.  Lateral  Koentgenosrani  .«howine:  dense  none  i-)  at  tlie  I'ase 
of  a  large  frontal  sinus,  and  the  relative  distance  from  the  base  of  the 
nose  to  the  crista  galli   (eg);   3,  ciibriform  plate;  O,   orbit;   S.   sella  turcica. 

The  ostium  frontale  is  situated  in  the  floor  of  the  sinus  toward 
the  posterior  angle  and  there  should  be  no  exploration  behind  or 
internal  to  this  point  on  account  of  the  posterior  wall  and  cribriform 
plate.  Around  this  opening  are  thin  walls  making  anterior  ethmoid 
cells  and  these  are  readily  broken  through.  As  shown  in  the  var- 
ious cuts,  there  is  always  thick  and  dense  bone  representing  the 
upper  thickened  ends  of  the  nasal  bones  and  nasal  processes  of  the 
maxillae,  and  the  region  where  the  interfrontal  septum  and  median 
plate  of  the  ethmoid  and  frontal  spine  come  together.  This  makes 
a  confluent  mass  at  the  floor  of  the  sinus,  not  only  in  the  median  line 
but  extending  laterally  in  front  of  the  ethmoid  cells  just  referred  to. 
All  of  this  is  to  be  removed  by  burrs  or  rasps.     It  is  so  far  for- 
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ward  and  around  a  corner,  so  to  speak,  that  it  is  not  open  to  intra- 
nasal inspection.  For  this  reason  it  is  unwise  to  remove  this  dense 
bone  without  observing  everv^  movement  of  the  instrument  through 
an  opening  from  above.  The  part  is  accessible  only  to  rasps  and 
burr  drills,  particularly  those  with  curved  shanks. 

X-ray:  An  antero-posterior  and  a  lateral  view  should  be  taken 
prior  to  operation.  Although  of  some  value  in  aiding  diagnosis,  the 
chief  object  is  to  outline  the  sinus.     The  front  view  gives  the  height 


Figure  10.  Anteroposterior  roentgenogram  showing  the  height  and 
lateral  extent  of  the  sinuses:  O,  orbits  between  the  Inner  boundaries  of 
\vhich  is  the  nasal  floor  of  the  sinuses,  all  of  which  is  to  be  removed; 
eg,  crista  galli;  C,  level  of  cribriform  plate;  s,  nasal  septum,  mt,  middle 
turbinate;    E,    ethmoid   cells;    A,   antrum. 


and  breadth  and  the  lateral  view  shows  the  distance  between  the 
base  of  the  nose  and  the  crista  galli.  X-ray  portrayal  is  of  con- 
siderable importance. 

Transillumination  is  of  minor  importance  and  adds  but  little  in- 
formation. 

Technic  of  operation :  As  previously  mentioned,  the  anterior 
end  of  the  middle  turbinate  and  adjacent  ethmoid  cells  have  already 
been  removed  with  the  hope  of  obtaining  a  cure  and,  on  failure  of 
this,  the  following  operation  is  advised: 


12  lotiirop:    frontal  sinus  suppuration. 

A  solution  of  cocain  (4  per  cent)  in  adrenalin  (1  to  GOOO)  is 
applied  on  a  pledget  of  cotton  to  the  upper  anterior  portion  of  the 
nasal  cavity  just  before  administering  a  general  anesthetic  and 
this  is  not  removed  until  the  beginning  of  the  operation.  Ether  is 
the  choice  of  anesthetic,  started  in  the  usual  way  but  continued  dur- 
ing the  operation  through  a  curved,  metal  tube  reaching  to  the 
pharynx,  so  as  not  to  interfere  with  the  operator. 

Patient  in  a  semi-upright  position.  Eyebrow  not  shaven.  Pos- 
terior nares  plugged  from  the  pharynx,  thus  avoiding  hemorrhage 
posteriorly.  This  is  preferable  to  introducing  tampons  through  the 
anterior  nares. 

An  incision  is  made  in  the  eyebrow  down  to  the  bone  starting 
just  internal  to  the  supra-orbital  foramen,  which  can  be  felt,  and 
running  median  in  the  brow  for  about  one  inch.  The  supra-orbital 
nerve  should  not  be  divided.  Elevate  periosteum  and  remove  an 
oval  piece- of  bone,  entering  the  sinus  with  small  chisels,  exploring 
with  a  probe,  and  then  enlarging  the  opening  with  bone  forceps 
so  that  it  is  about  three-fourths  of  an  inch  long  horizontally.  The 
inner  end  of  the  opening  is  in  the  facial  wall,  a  little  external  to 
the  front  angle  of  the  sinus.  The  orbital  soft  parts  or  any  bone 
below  the  orbital  margin  are  not  to  be  disturbed.  The  sinus  is 
then  cleared  of  pus,  granulations  or  polyps.  Pass  a  probe  through 
the  ostium  frontale.  situated  near  the  posterior  angle  of  the  sinus, 
down  into  the  nose  and  leave  it  in  position  until  the  cell  structure 
around  it  has  been  broken  with  small  curettes  passed  down  from 
above  and  an  appreciable  enlargement  made  into  the  nose.  One  of 
the  smaller  curved  rasps,  devised  by  Dr.  O.  A.  Lothrop,  may  be 
passed  into  the  nose  and  the  tip  made  to  appear  in  the  sinus  and 
by  careful  motions,  keeping  the  tip  constantly  in  view,  the  en- 
largement is  continued,  in  a  general  way  forward  from  the  ostium, 
from  time  to  time  cutting  laterally  on  both  sides.  On  no  account 
is  any  bone  to  be  removed  posterior  or  internal  to  the  ostium,  for 
obvious  reasons.  Presently,  larger  rasps  and  the  burr  drills  are  in- 
troduced from  below  and  can  be  used  at  the  discretion  of  the  oper- 
ator. Most  of  the  work  is  accomplished  with  the  burrs,  just  as  a 
dentist  reams  out  the  cavity  of  a  tooth,  the  burr  always  in  sight 
through  the  external  opening.  The  opposite  sinus  is  opened  either 
by  carefully  pushing  a  pointed  instrument  through  the  interfrontal 
septum  or  by  burring  away  the  lower  front  comer  of  this  sep- 
tum. The  object  is  to  remove  the  dense  bone  at  the  base  of  the 
nose  in  front  and  laterally,  nearly  down  to  the  periosteum,  as 
shown  in  the  cuts.     This  bony  mass  is  made  up  of  the  thickened 
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upper  ends  of  the  nasal  bones  and  nasal  processes  of  the  maxilla 
and  the  adjacent  portions  of  the  interfrontal  septum  and  the  middle 
plate  of  the  ethmoid.  With  the  large  burr  a  considerable  part  of 
the  ethmoid  plate,  situated  just  below  the  sinus,  is  removed  but 
not  extending-  quite  to  the  upper  border  of  the  triangular  cartilage. 
Remove  all  the  interfrontal  septum  and  any  septa  that  partially 
subdivide  the  sinuses.  Break  through  a  frontal  bulla  if  one  is 
present.  After  the  median  partition  has  been  burred  through,  it 
will  be  of  advantage  to  work  through  both  nostrils,  using  care  not 
to  injure  the  mucous  membrane  of  the  septum  when  introducing 
or  removing  the  instruments.  The  excavation  is  complete  only 
when  all  the  bone  in  this  region  has  been  made  thin,  as  shown  in 
the  cuts.  A  finger  placed  externally  over  the  lachrymal  bones 
will  serve  as  a  good  guide  against  their  injury  while  using  the 
burr.  Finally,  according  to  the  indications,  as  much  of  the  ethmoid 
mass  may  be  removed  as  is  deemed  wise,  using  burrs  and  curettes. 
The  antrum  may,  likewise,  be  opened  into  the  nose,  as  is  some- 
times indicated.  The  burrs  used  are  those  devised  by  Tilley  and 
Ballenger  for  antrum  work,  those  possessing  the  curved  shank  be- 
ing most  serviceable.  Hemorrhage  ceases  long  before  the  excava- 
tion is  completed.  Either  sinus  is  then  readily  accessible  from 
either  nostril.  At  the  end,  note  that  the  sinus  wall  is  clean  and 
smooth.  Curette  deeper  for  granulations  and  polyps  but  do  not 
denude  healthy  bone  of  its  periosteum.  Do  not  disturb  mucous 
membrane  which  is  simply  inflamed.  The  duration  of  the  average 
operation  should  not  be  more  than  one  hour. 

The  external  wound  is  to  be  closed  at  once  and  no  drain  left  in 
Lh.e  nose.  Apply  a  sterile  gauze  dressing  for  the  first  twenty-four 
hours,  then  a  simple  cocoon.  Do  not  irrigate  the  sinus  or  Dose 
until  several  days  after  the  operation,  for  the  parts  will  drain 
themselves.  No  hemorrhage  has  followed  our  operations.  It  is 
wise  (o  keep  the  patient  in  bed  from  one  to  a  few  days,  accord- 
ing to  circumstances.  Until  the  injured  parts  are  healed  there  is  a 
certain  amount  of  exudate,  which  is  rarely  troublesome  and  wbich 
scon  becomes  insignificant.  The  scar  of  incision  is  in  the  eyebrow 
and  should  be  scarcely  perceptible  and  the  bony  opening  is  too  nar- 
row to  allow  depression. 

101  Beacon  Street. 


THE    RELATION    OF    OBSTRUCTION    OF    THE    EUSTACHIAN 

TUBE  TO  LOCAL  AND  SYSTEMIC  CONDITIONS   AND  TO 

PROGNOSIS  REGARDING  RESTORATION  OF  HEARING. 

Dr.  Clari;nce;  Edward  Ide,  Los  Angeles,  Cal. 

This  study  is  based  on  the  observation  of  ninety  cases  selected 
because  of  the  prominence  among  their  symptoms  of  obstruction  of 
the  Eustachian  tube. 

Obstruction  of  the  Eustachian  tube  may  be  temporary,  due  to 
boggy  swelling  or  inflammation ;  or  permanent,  due  to  formation  of 
scar  tissue  with  contraction.  The  causes  of  the  obstruction  are 
swelling  of  the  mucous  membrane  (congestion  or  inflammation), 
the  pressure  of  hypertrophied  lymphoid  tissue  around  the  tube, 
hyperplasia  (fibrosis)  and  the  formation  of  scar  tissue  in  the  heal- 
ing of  ulcerations. 

The  location  of  the  obstruction  may  be  at  the  Eustachian  fossa 
(lymphoid  tissue,  granulation  tissue,  papilloma,  edema),  at  the 
mouth  of  the  tube  (fibrosis,  scar  tissue),  in  the  course  of  the  tube 
(valve-like  webs  or  pockets),  or  at  the  isthmus  (contraction  by 
scar  tissue). 

The  obstruction  may  be  a  sequel  of  vasomotor  paresis  (acidosis), 
ulceration,  chronic  infection  or  irritation   (tonsils  or  teeth). 

It  may  be  relieved,  at  the  fossa,  by  curettage;  at  the  mouth,  by 
incision  with  the  salpingotome  and  dilatation  by  bougies :  in  the 
course  of  tJie  tube  and  at  the  isthmus,  by  electrolysis  and  the  use 
of  bougies. 

I  have  been  prompted  to  write  on  this  subject  because  of  the 
large  number  of  patients  who  come  for  treatment  and  state  that 
they  have  been  told  that  they  are  beyond  help  when,  as  a  matter 
of  fact,  they  can  be  helped. 

However,  conclusions  regarding  Eustachian  tube  obstruction 
cannot  be  drawn  from  brief  observation  of  cases.  They  must  be 
the  fruit  of  a  thorough  knowledge  of  each  case  and  this  applies 
especially  to  prognosis. 

Of  the  90  cases  presenting  marked  Eustachian  obstruction,  33 
of  them  may  be  classed  as  acute  and  57  as  chronic.  Of  the  acute 
cases  21  were  males  and  12  were  females.  Of  the  chronic  cases 
27  were  males  and  30  females. 
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The  ages  ranged  in  the  acute  cases  from  7  to  58  years ;  in  the 
chronic  cases  from  10  to  80  years. 

In  3  of  the  33  acute  cases  no  cause  for  the  obstruction  could 
be  ascertained  (9  1-11  per  cent).  The  other  30  cases  had  some 
relation  to  other  local  conditions  and  the  general  health  through 
association  with,  or  as  sequellae  of,  various  conditions. 

As  direct  exciting  causes  the  following  are  given  in  the  33  cases : 

Cases  Percent 

"Colds"  (infection  and  toxemia)  with  purulent  epipharyngitis  6  18  2/11 

Grippe  with  purulent  epipharyngitis 13  39  1/3 

Sea   and    plunge    bathing 4  12  4/33 

Otitis   media   purulenta    acuta 4  12  4/33 

Otitis   media   catarrhalis   acuta 1  3  1/33 

Tonsillitis    (acute) 1  3  1/33 

Gout 1  3  1/33 

Focal   infection   in    teeth 1  3  1/33 

Ingestion  of  quinin _ 1  3  1/33 

Analyzing  these  cases  still  further,  they  may  be  classified  as 
follows : 

Cases  Percent 

Without  discoverable  cause ^ 3  9  1/11 

"Colds"   (toxemia)   with  purulent  epipharyngitis  alone 4  12  4/33 

"Colds"  with  Ot.  Med.  Pur.  Ac.  and  mastoiditis :.. 1  3  1/33 

"Colds"   with   diseased   tonsils 1  3  1/33 

Grippe  with  purulent  epipharyngitis  alone '6  18  2/11 

Grippe   with   Ot.   Med.   Pur.   Ac 2  6  2/33 

Grippe  with  Ot.  Med.  Pur.  Ac.  and  inflamed  adenoids 1  3  1/33 

Grippe  with  Ot.  Med.  Pur.  Ac.  and  focal  infection  in  teeth 1  3  1/33 

Grippe  with  diseased   tonsils 1  3  1/33 

Grippe  with  di.sea.sed  tonsils  and  focal  infection  in  teeth 1  3  1/33 

Grippe  with  inflained  adenoids  and  impacted  wisdom  tooth 1  3  1/33 

Sea   bathing   alone 1  3  1/33 

Sea  bathing  causing  labyrinthitis 1  3  1/33 

Sea  bathing  with  deviated  septum 1  3  1/33 

Sea  bathing  with  Ot.  Med.  Pur.  Ac - 1  3  1/33 

Ot.  Med.   Pur.   Ac.   alone 2  6  2/33 

ot.  Med.  Pur.  Ac.  with  diseased  tonsils 1  3  1/33 

ot.  Med.  Pur.  Ac.  with  syphilis 1  3  1/33 

ot.  Med.   Cat.   Ac.   alone 1  3  1/33 

Diseased   tonsils   alone... 1  3  1/33 

Gout  alone  - 1  3  1/33 

Focal    infection   alone 1  3  1/33 

Ingestion  of  quinin  and  diseased  tonsil : 1  3  1/33 

There  were  present  as  predisposing  causes  : 

Cases  Percent 

Deviated  septum   in 1  3  1/33 

Diseased  tonsils  in 5  1-5  5/33 

Diseased    adenoids    - ' 2  6  2/33 

Focal   infection    in    teeth -..  2  6  2/33 

Impacted   wisdom   tooth — 1  3  1/33 

Syphilis - 1  3  1/33 

Gout -- 1  3  1/33 

It  will  be  noted  that  but  one  acute  case  was  associated  with  ob- 
struction of  the  corresponding  naris  by  a  deviated  septum.  For- 
merly a  larger  percentage  of  the  cases  would  have  been  laid  at  the 
door  of  nasal  obstruction ;  but  since  we  have  learned  to  look  for 
other  causes  the  cases  listed  as  due  to  obstruction  of  the  nares 
have  lessened  in  number. 

The  abnormal  conditions  of  the  teeth  listed  as  predisposing 
causes  among  the  acute  cases  were  alveolar  abscess  (focal  infec- 
tion), pyorrhea,  impacted  wisdom  tooth.     As  to  symptomatology, 
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the  chief  complaint,  in  these  acute  cases,  as  given  by  the  patient, 
was  as  follows : 

Cases 

"Cold  in  the  ears" ; 4 

"Grippe  in  the  ears" 1 

Stuffiness  of  the  ears  alone 4 

Stuffiness    and    deafness 1 

Deafness  and  stuffiness ,. 2 

Stuffiness    and    tinnitus 1 

Stuffiness  and  soreness  of  the  ears 1 

Stuffiness,  deafness  and  pus  from  naso-pharynx 1 

Pain   in   the  ear    alone 1 

Pain   in   the  ear  and    discharge 1 

Pain   in   the   ear  and  irritable  throat 1 

Pain   in  the   ear  and   heaviness    of    ear 1 

Pain   in   the   ear,   deafness  and  autophony 1 

Pain   in   the   ear  and    tonsillitis 1 

Pain   in   the  ear,   stuffiness  and   heavy,   dead   feeling 1 

Pain  behind  ear,  discharge  arid  deafness 1 

Discharge  from   ear,   pain  and  deafness 1 

Deafness    and    autophony 1 

Deafness  and   tinnitus 1 

Autophony  and  discharge - 1 

Tonsillitis 1 

Throat  and  ear  trouble  and  stiffness  of  neck — 1 

Dizziness,  deafness,  pressure  and  pain 1 

Nausea,  headache  and  vomiting - 1 

When  Eustachian  tube  obstruction,  due  to  swelling  of  the  mucous 
membrane,  is  present,  the  common  cold  will  be  recovered  from 
sooner,  the  incident  head  distress  lessened  and  the  hearing  con- 
served by  treating  the  Eustachian  tubes  locally  in  each  case. 

In  cases  of  Eustachian  obstruction  accompanying  influenza,  ulcera- 
tion of  the  lining  of  the  tube  often  takes  place.  This,  if  untreated, 
results  in  contraction  of  the  lumen  of  the  tube  by  cicatricial  tissue 
during  the  healing  process.  A  large  number  of  the  chronic  cases 
are  to  be  referred  to  this  cause. 

In  these  cases  with  ulceration  of  the  tube  the  cotton  on  the  Eu- 
stachian applicator  is  blood  stained  by  passage  over  the  ulcerated 
areas,  on  its  way  through  the  tube  to  the  middle  ear.  The  appli- 
cator also  often  finds  pockets  in  the  wall  of  the  tube,  or  valve-like 
webs  of  membrane. 

The  presence  of  adenoids  in  the  nasopharynx  determines  an 
increase  in  and  swelling  of  the  lymphoid  tissue  surrounding  the 
proximal  end  of  the  Eustachian  tube  with  consequent  closure  of  the 
tubal  opening.  Inflamed  adenoids  are  found  in  patients  as  old  as 
66  to  75  years.  Since  the  employment  of  the  nasopharyngoscope 
as  a  routine  measure  in  the  examination  of  each  patient  coming 
to  us,  the  fact  has  been  forced  upon  our  attention  that  a  large 
percentage  (perhaps  50  per  cent)  of  adults  have  the  remains  of 
adenoids  in  their  nasopharynges  which  in  many  cases  swell  and 
harbor  infection  whenever  an  attack  of  "cold"  or  influenza  super- 
venes. 

In    the   Transactions   of   the   American   Laryngological    Associa- 
tion for  June,  1915,  Dr.  Jas.  E.  Logan,  of  Kansas  City,  is  quoted 
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as  declaring- :  "Xothing  has  been  said  of  one  source  of  focal  infec- 
tion which,  to  my  mind,  is  very  important — the  vault  of  the 
pharynx." 

This  remark  applies  also  to  hypertrophied  or  diseased  tonsils.  In 
fact,  all  parts  of  AValdeyer's  ring  are  intimately  related,  because  of 
likeness  of  structure,  and  intimately  associated  by  means  of  direct 
links  of  lymphoid  tissue,  so  that  any  pathological  condition  will 
influence  similar  tissue  around  the  fossa  of  the  Eustachian  tubes 
and  the  inner  surface  of  the  tube  itself  to  the  isthmus.  Directly 
by  continuity  of  tissue,  and  through  lymph  and  blood  vessels,  as 
well  as  reflexly  through  nerves,  pathological  conditions  of  the  teeth 
and  jaws  will  tend  to  affect  the  Eustachian  tubes.  In  every  case 
of  acute  or  chronic  Eustachian  catarrh,  recent  developments  show 
the  necessity  of  investigating  the  condition  of  the  teeth.  In  this 
series  of  acute  cases  12  4-oo  per  cent  were  associated  with  dis- 
eases of  the  teeth  ;  while  another  l-">  -^-33  per  cent  were  associated 
with  diseased  tonsils.  This,  therefore,  constitutes  27  3-11  per 
cent  or  more  than  one-fourth  of  all  <the  cases.  It  must  be  acknowl- 
edged that  this  is  a  fair  proportion. 

If  there  be  doubt  in  any  mind  as  to  the  causative  relation  be- 
tween disease  of  the  tonsil  and  pathological  conditions  in  neigh- 
boring organs  and  tissues,  I  would  call  attention  to  a  case  of  men- 
ingitis following  tonsillitis  reported  by  E.  Siemerling."'  The  pa- 
tient was  a  boy  of  lo  and  the  meningitis  developed  in  connection 
with  a  febrile  sore  throat.  The  meningitis  was  evidently  serous, 
for  recover}'  followed  after  two  months  of  treatment.  If  a  serous 
meningitis  can  be  thus  set  up  by  diseased  tonsils  through  the  lymph 
or  blood  current,  or  both,  it  is  certainly  not  far-fetched  to  believe 
that  the  condition  of  the  Eustachian  tubes  can  be  and  is  deeply 
affected  by  the  condition  of  the  tonsils. 

Cases  in  which  diseased  teeth,  alveolar  sockets  or  impacted  wis- 
dom tooth  buds  are  found  will  present  reddened  anterior  faucial 
pillars,  thus  tending  to  show  that  irritation  or  infection  by  way  of 
lymphatics  and  blood  vessels,  or  by  continuity  of  tissue  travels  to- 
ward the  Eustachian  tubes.  In  the  Transactions  of  the  American 
Laryngological  Association,  June,  l!)lo.  Dr.  Otto  Freer,  of  Chicago 
is  quoted  as  saying:  "The  lymphatics  usually  tell  the  story  of  focal 
infection."  In  one  case  of  the  writer's,  after  tonsillectomy,  the 
patient,  after  many  examinations,  radiographs  of  the  jaws  (which 
revealed  seven  tooth  sockets  diseased  by  pyorrhea)  and  repeated 
visits  to  the  dentist,  was  found  to  have  an  abscess  of  the  lower 
right  wisdom  tooth   socket  which  had  existed  long  enough  to  ab- 

T.      Deutsche  mediz.   Woch.,   Nov.    20,   XXXIX.,    No.    47,   pp.   22S1-2328. 
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sorb  one  of  the  roots  of  the  tooth  in  its  entirety,  and  that  without 
any  local  pain.  Later  another  abscess  -developed  in  a  left  lower 
molar.  The  pain  had  been  neuralgic  in  character,  distributed  over 
the  areas  supplied  by  the  terminal  filaments  of  the  fifth  cranial 
nerve  over  the  scalp. 

The  tooth  conditions  to  be  sought  for  are  impacted  wisdom 
tooth  buds,  slowly  erupting  wisdom  teeth,  abscess  of  tooth  sockets, 
pressure  by  tooth  roots  on  the  inferior  maxillary  nerve  in  its  canal 
in  the  mandible,  pyorrhea  with  absorption  of  alveolar  edge,  mal- 
posed  teeth,  tooth  in  antrum. 

The  Eustachian  tube  involvement  accompanying  mastoiditis  is 
but  a  part  of  the  condition  which  causes  the  involvement  of  the 
mastoid  bone. 

General  conditions,  such  as  gout  and  syphilis,  general  infection 
from  a  focal  point,  or  drugs  such  as  quinin  or  the  salicylates  are 
liable  to  affect  the  Eustachian  tubes,  as  they  affect  other  parts  of 
the  auditory  apparatus. 

As  an  example  of  the  manner  in  which  diseased  teeth  will  cause 
local  and  general  infection  and  aft'ect  both  the  Eustachian  tube  and 
distant  organs,  thus  obscuring  the  diagnosis  and  making  of  a  prog- 
nosis difficult,  the  following  case  is  described : 

Mrs.  C.  B.  S.,  referred  by  a  colleague,  March  27,  1914 ;  age 
3(i.  Decidedly  cachectic  in  appearance  and  very  feeble.  The  pa- 
tient states  that  she  has  a  sensitive  large  intestine,  especially  the 
transverse  colon.  For  four  weeks  the  patient  was  in  bed  with 
nausea,  not  preceded  by  headache.  The  headache  followed  the 
nausea.  A  gall-bladder  operation  had  been  considered.  ]\lore 
recently  she  had  vomiting,  not  projectile  in  character.  The  patient 
came  for  examination  to  determine  whether  the  cause  of  the  nau- 
sea and  vomiting  lay  perhaps  in  the  ears  or  eyes.  In  December, 
after  motoring  in  a  strong  wind,  the  patient  had  pain  in  the  left 
ear.  This  persisted  for  two  weeks.  She  also  reports  having  pain 
in  the  left  eye  when  driving  in  the  wind.  The  patient  had  scarlet 
fever  when  G  years  of  age  and  typhoid  fever  when  about  15 
vears  of  age. 

Examination — Revolving  test  to  the  right  shows  prompt  nystag- 
mus of  20  seconds'  duration ;  to  the  left,  30  seconds'  duration.  The 
test  develops  pronounced  vertigo. 

The  left  Eustachian  tube  is  decidedly  occluded  and  does  not  ad- 
mit either  an  Eustachian  applicator  or  sound.  The  left  drum  is 
normal  in  appearance.  The  right  Eustachian  tube  is  patulous. 
The  right  drum  shows  congestion  along  the  handle  of  the  malleus. 
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The  external  auditory  canals  are  tender  and  easily  irritated  by 
the  speculum.  Pressure  of  the  speculum  in  the  right  canal  causes 
a  red  color  reflex  in  the  right  eye. 

A  much  diseased  wisdom  tooth  is  found  in  both  right  and  left 
mandibles. 

The  patient  has  been  having  pain  in  the  region  of  the  left  ear 
anterior  to  the  external  auditory  canal.  She  hears  all  the  tuning 
forks  including  the  Dench.  Weber  equal.  Rhine  positive.  Schzi'a- 
bach  (C^-2.j6  d.  v.j  right  ear:  bone  conduction,  8  seconds;  air 
conduction,  13  seconds.  Left  ear:  bone  conduction,  5  seconds;  air 
conduction,  17  seconds.  With  C--512  d.  v.,  right  ear:  bone  con- 
duction, 12  seconds;  air  conduction,  25  seconds.  Left  ear:  bone 
conduction,  10  seconds ;  air  conduction,  17  seconds.  Both  air  and 
bone  conduction  shortened.  Whole  gamut  of  Galton  whistle  ap- 
preciated.    Hearing  by  acoumeter  and  loud  watch  normal. 

Treatment  of  this  case  continued  from  March  27  to  April  25.  On 
March  30  the  patient  reported  that  the  one  treatment  on  March  27 
had  afforded  her  much  relief.  This  treatment  had  consisted  of 
opening  and  medicating  the  tubes.  On  ]\Iarch  30  the  left  Eustach- 
ian fossa  was  curetted  and  this  curettement  was  repeated  on  April 
4.  Electrolysis  was  used  in  the  left  tube  on  April  10.  Each  of 
these  procedures  was  followed  by  bougieing  of  the  tube. 

On  April  7  the  left  lower  wisdom  tooth  was  extracted  and  the 
oral  surgeon  found  the  alveolus  diseased.  As  late  as  September 
spicules  of  bone  were  still  coming  away  from  the  socket. 

The  patient  was  discharged  as  cured  the  latter  part  of  April. 

At  the  patient's  first  visit  the  eyes  had  been  refracted  under 
hematropin.  The  fundi  were  normal  under  ophthalmoscopy.  Ret- 
inoscopy  gave:  O.D.  plus  .50  spherical;  O.S.  plus  1.50  spherical, 
total  error.  Prescribed  O.D.  plus  .50  spherical ;  O.S.  plus  1.00 
spherical.     There  was  no  muscular  imbalance. 

On  September  10,  the  patient's  husband  reported  that  there  had 
been  no  trouble  since  April,  all  nausea  having  disappeared  at  the 
latter  time.  His  wife  had  gained  ten  pounds  in  weight  which 
brought  her  weight  up  to  the  normal  figure  of  130  pounds. 

Here  is  a  case  in  which  a  diseased  mandible  had  caused  locally 
disease  of  the  corresponding  Eustachian  tube  with  the  resulting 
symptoms,  and  with  further  pressure  effect  on  the  labyrinth.  The 
effect  on  the  health  consisted  in  a  general  infection  aft'ecting  es- 
pecially the  gall  bladder.  Such  symptoms  as  had  appeared  had 
called  attention  to  the  abdominal  organs  until  her  physician  had. 
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by  process  of  elimination,  reduced  the  areas  to  be  investigated  down 
to  the  eyes  and  ears.  The  point  in  this  case  is  that  if  the  lady 
had  not  been  advised  to  have  an  examination  of  her  ears,  an  opera- 
tion on  the  gall  bladder  would  have  been  performed,  especially  as  the 
radiographic  plate  showed  apparent  disease  in  that  location.  The 
gall  bladder  had  been  infected  from  the  teeth  as  the  focal  infec- 
tion. 

In  one  acute  case,  G.  B.,  age  16,  at  the  first  examination  Septem- 
ber 30,  1913,  the  turning  test  showed  very  tardy  and  short  lived 
nystagmus.  On  October  9,  after  treatment  had  opened  the  tube, 
the  turning  test  elicited  prompt  response  of  normal  duration.  In 
such  a  case,  no  doubt,  the  closure  of  the  Eustachian  tube  brings 
about  such  a  change  in  air  pressure  as  to  aft'ect  the  labyrinth.  If 
one  has  the  temerity  to  make  a  prognosis  from  the  first  examina- 
tion he  will  find  that  proper  treatment  will  soon  render  the  prog- 
nosis invalid.  Closure  of  the  Eustachian  tubes  magnifies  the  symp- 
toms resulting  from  pathological  conditions  in  the  middle  ear. 
Hearing  tests  are  much  dependent  on  the  condition  of  the  tubes. 
The  ratio  between  bone  and  air  conduction  can  be  profoundly  af- 
fected by  Eustachian  obstruction.  Opening  of  the  tubes  changes 
this  ratio  toward  normal. 

It  is  hardly  likely  that  Eustachian  tubes  will  remain  permanent- 
ly normal  when  diseased  tonsils  remain  in  their  neighborhood.  In 
spite  of  the  claim  that  tonsils  have  been  enucleated  wholesale 
without  due  reason,  the  writer  believes  that  many  septic  tonsils, 
which  ought  to  be  removed,  are  still  left  in  situ.  Some  patients 
reject  tonsillectomy  because  they  have  read  the  writings  of  those 
who  oppose  even   a   reasonable  percentage   of   tonsillectomies. 

Study  of  these  acute  cases  shows  that  there  are  some  cases  of 
simple  closure  of  the  Eustachian  tube  which  may  be  easily  relieved 
by  treatment  witji  the  Eustachian  catheter,  applicator  and  bougie ; 
that  an  attack  of  influenza  or  ordinary  "cold"  determines  secondarv' 
tubitis  and  otitis  media  when  the  surrounding  tissues  are  patho- 
logical, as,  for  instance,  when  there  are  diseased  teeth,  tonsils  or 
adenoids ;  that  patients  who  return  with  exacerbations  of  tubal  ob- 
struction are  apt  to  have  diseased  teeth,  tonsils  or  adenoids ;  that 
when  a  case  of  otitis  media  with  obstruction  of  the  Eustachian 
tubes  presents  itself  it  is  not  enough  to  prescribe  hot  ear  douches, 
or  these  with  nasal  douches,  but  the  Eustachian  tube  must  be 
opened  to  furnish  drainage,  and  the  cause  of  the  condition  pres- 
ent should  be  sought  in  infection  from  the  nose,  adenoids,  tonsils 
or  teeth. 
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In  some  of  the  cases  considered  in  this  series  acute  boggy  closure 
of  the  Eustachian  tubes  appears,  on  analysis,  to  be  non-infectious, 
and  merely  a  local  manifestation  of  an  acidosis  or  gouty  condition. 
These  patients  present  sometimes  a  rhinorrhea.  Patients  have  come 
to  the  writer  who  had  been  treated  locally  in  the  nose  and  throat 
two  or  three  times  a  week  for  long  periods  of  time,  when,  by  a 
process  of  elimination,  the  real  cause  was  found  to  be  an  acidosis, 
demanding  general  internal  and  dietetic  treatment. 

Swimming  and  diving  in  plunges  containing  infectious  water,  or 
the  water  of  which  forces  infectious  material  into  the  tubes,  is  at 
the  bottom  of  a  fair  percentage  of  these  cases,  some  even  showing 
irritation  of  the  labyrinth. 

Regarding  results  of  treatment  in  this  series  of  33  acute  cases 
careful  search  for  the  real  cause  and  careful  treatment  brought 
about  a  cure  in  all  of  them. 

•  Of  the  fifty-seven  chronic  cases,  two  were  cases  of  simple  ob- 
struction of  the  Eustachian  tube  without  discoverable  complica- 
cation   ('Sy2  per  cent). 

In  24  there  was  chronic  catarrhal  otitis  media,  including  the 
dry  or  hyperplastic  variety   (42  1-9  per  cent). 

In  14  there  was  deviation  of  the  nasal  septum,  one  of  these 
cases  showing  complete  closure  of  the  right  naris  by  old  fibrous 
tissue  adhesions,  the  result  of  former  treatment,  probably  cauter- 
ization  (24^  per  cent). 

Ten  were  secondary  to  abnormal  conditions  of  the  tonsils  (17^ 
per  cent). 

Six  cases  were  regarded  as  due  to  intestinal  toxemia  (10}^  per 
cent). 

Five  were  secondary  to  abnormal  conditions  of  the  teeth  (8  4-5 
per  cent). 

Five  had  inflamed  adenoids   (8  4-5  per  cent). 

Four  had  labyrinthitis,  one  with  the  Meniere  symptom  complex 
(7  1-57  per  cent). 

Four  were  regarded  as  due  to  gout  (7  1-57  per  cent). 

Three  had  adhesions  in  the  fossa  of  Rosenmueller  (5  15-57  per 
cent). 

Two  had  damaged  labyrinths  due  to  injury — powder  explosion 
and  kick  of  horse — (3^^  per  cent). 

Two  had  taken  large  doses  of  quinin   (3^  per  cent). 

Two  had  mastoiditis  (3^  per  cent). 

One  had  chronic  nasal   sinusitis    (14-5  per  cent). 
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In  one  case  the  condition  was  traced  to  swimming  in  plunges 
(1  4-5  per  cent). 

The  cases  associated  with  diseased  teeth  or  tonsils  in  this  list 
amount  to  26  3-10  per  cent.  Add  to  this  the  24^  per  cent  fur- 
nished by  the  acute  cases  and  the  total  is  50^/2  per  cent,  or  more 
than  one-half  of  the  cases.  Adding  the  15  per  cent  due  to  ade- 
noids the  grand  total  from  these  three  conditions  is  65  per  cent. 
This  simply  argues  for  a  lowering  of  resistance  in  the  Eustachian 
tube  by  constant  infection  or  irritation  from  those  neighboring 
organs,  the  pharyngeal  tonsils,  the  teeth  and  Luschka's  tonsil. 

As  to  the  predisposing  causes  presented  by  these  chronic  cases: 
Fourteen  were  associated  with  nasal  obstruction  by  deviated  sep- 
tum. Ten  were  associated  with  diseased  tonsils.  Five  were  as- 
sociated with  abnormal  conditions  of  the  teeth,  as  ectopia,  pyorr- 
hea or  impacted  wisdom  tooth  buds.  Five  were  associated  with 
diseased  adenoids.  Four  were  associated  with  nasal  obstruction 
by  massive  turbinate.  Four  cases  were  gouty.  Two  cases  ac- 
companied mastoiditis.  One  case  accompanied  nephritis.  One  case 
accompanied  hereditary  sclerosis.      One  case  had  atrophic  rhinitis. 

The  abnormal  conditions  of  the  teeth  which  occurred  in  five 
cases  included  the  following:  One  boy,  aged  19,  had  the  lower  left 
wisdom  tooth  impacted  against  the  neck  of  the  second  molar,  two 
upper  wisdom  teeth  erupting  slowly,  and  the  upper  right  canine 
tooth  buried  in  the  jaw,  lying  horizontally  above  the  roots  of  the 
two  bicuspids,  its  cusp  pointing  forward.  One  woman,  aged  35, 
had  never  erupted  any  wisdom  teeth.  In  one  man,  aged  26,  radio- 
graphs showed  his  lower  right  bicuspid  impacted  below  the  in- 
cisors and  lying  lingually  to  their  roots.  In  addition  his  left  lat- 
eral upper  incisor  was  painful,  the  right  submaxillary  ganglion 
tender,  the  upper  left  second  molar  had  been  giving  trouble  and 
there  was  tenderness  at  the  left  infra-orbital  foramen.  One  wom- 
an, aged  75,  had  chronic  pyorrhea.  One  woman,  aged  23,  had  four 
slowly  erupting  wisdom  teeth.  The  two  lower  were  in  good  posi- 
tion, the  two  upper  erupting  labially. 

As  exciting  causes  in  the  chronic  list  should  be  given :  Toxemia, 
probably  intestinal,  6  cases ;  influenza,  6  cases ;  sinusitis,  1  case ; 
chronic  focal  infection,  1  case;  attenuated  syphilis  (probably),  3 
cases. 

Twenty-four  cases  presented  those  symptoms  which  lead  to  a 
diagnosis  of  chronic  catarrhal  otitis  media,  either  the  moist  va- 
riety or  the  dry  hyperplastic  form  which  is,  however,  not  catarrhal 
accordinsT  to  the  true  sense  of  the  term  catarrh. 
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General  symptoms  in  the  chronic  cases  were  as  follows :  One 
case  presented  vertigo,  deafness  and  mental  confusion.  This  indi- 
cated a  neurotic  base.  One  other  case  appeared  to  be  purely  neu- 
rotic. One  case  had  subjective  deafness  from  inattention.  Her 
hearing  was  fair  under  tests.  One  case  had  syncopal  attacks 
which  were  relieved  by  restoring  the  tubes  to  a  normal  condi- 
tion. Four  cases  presented  labyrinthitis.  In  one  of  these  cases 
there  were  characteristic  attacks  of  the  Meniere  syndrome,  result- 
ing in  typical  neurasthenia.  This  patient  had  consulted  a  gastro- 
enterologist  believing  that  the  symptoms  pointed  to  the  stomach, 
intestines  or  liver  as  the  chief  seat  of  trouble.  Symptoms  of  neu- 
rosis or  neurasthenia  are  complicated  and  magnified  by  Eustach- 
ian obstruction.  Another  labyrinth  case,  in  which  the  chief  com- 
plaint was  tinnitus  proved  secondary  to  focal  infection  from  puer- 
peral  septicema. 

The  chief  complaint  as  given  by  the  patients  was  as  follows : 

Ca-SPR 

Deafness : It 

Deafness  and   tinnitus   * n 

Deafness  and  stuffiness 2 

Deafness,  stuffiness  and  purulent  discharge — -  1 

Stuffiness  of     ears _ 7 

Stuffiness  and   earache  1 

Stuffiness  and  deafness -  1 

Stuffiness,  deafness  and  tinnitus , 1 

Stuffiness  and  hyperesthesia  of  the  tubes 1 

Stuffiness,  deafness,  vertigo,  mental  confusion 1 

Tinnitus    Cbecoming    insane) _ 6 

Tinnitus  and   deafness 2 

Tinnitus  and  apoplectiform  attacks  of  labyrinthitis - 1 

Tinnitus  and  autophony   .- 1 

Tinnitus  and   syncopal  attacks  ^vith  spasm  of  tensor  tympani 1 

Tinnitus  and   vertigo 1 

Pain  and   stuffiness ; 1 

Throat   colds 1 

Purulent  discharge -... 1 

Nasal  obstruction  and  stuffiness  of  ears - - - 1 

As  an  example  of  the  effect  of  slowly  erupting  wisdom  teeth 
on  the  Eustachian  tubes  and  hearing,  the  following  case  is  re- 
ported: Mrs.  A.  E.  M.,  age  23,  June  10,  1914.  Chief  complaint 
is  deafness.  The  patient  had  pulsating  tinnitus  which  has  ceased. 
For  two  years  there  has  been  gradual  loss  of  hearing.  The  pa- 
tient says  "colds"  settle  in  her  ears.  Examination  shows  no  rhi- 
nitis now.  Her  mother  has  been  hard  of  hearing  for  10  to  12 
years;  a  sister,  37  years  of  age,  has  been  hard  of  hearing  for  6  or 
7  years.  The  patient  had  typhoid  malaria  at  the  age  of  4  years. 
Pertussis  in  childhood.  Eruption  of  her  wisdom  teeth  began 
two  years  ago.  It  is  to  be  noted  that  failure  of  hearing  began 
two  years  ago  also. 

Examination :  Drums  are  gray  and  slightlv  retracted,  but  vi- 
brate well  with  the  otoscope.    U'eber  is  localized  to  the  right.  Rinne, 
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positive  on  the  right  and  the  left  for  C^  and  C'* ;  negative  for  other 
forks.  Dench  fork  not  heard.  Schwabach  with  C- ;  right,  bone 
conduction,  21  seconds ;  air  conduction,  8  seconds ;  left,  bone  con- 
duction, 13  seconds;  air  conduction,  10  seconds.  Accoumeter:  right, 
10  feet;  left,  17  feet.  Watch,  right,  2^^  feet;  left,  3  feet.  Turning 
test  gave :  to  right,  nystagmus  of  brief  duration ;  to  left,  of  longer 
duration,  but  not  up  to  normal.  The  patient  has  four  wisdom  teeth 
erupting.  Both  Eustachian  tubes  closed  with  boggy  swelling,  the 
right  less  so  than  the  left. 

Diagnosis:  Deafness  due  to  boggy  closure  of  Eustachian  tubes. 
No  good  evidence  of  a  true  otitis  media.  Catarrhalis  chronica. 
Amenable  to  improvement. 

In  this  case  there  was,  no  doubt,  an  hereditary  tendency  to  ear 
involvement.     No  symptoms  of  otosclerosis. 

After  ten  days'  treatment  the  hearing  was  better  and  both  Eu- 
stachian tubes  took  a  No.  5  bougie  easily.  By  July  11,  eruption  of 
the  wisdom  teeth  had  progresed,  the  upper  right  being  farthest  ad- 
vanced, the  lower  right  next,  the  lower  left  next,  the  upper  left 
least.  The  Eustachian  tubes  were  easily  inflated  and  a  bougie  could 
be  introduced  readily.  Treatment  was  continued  until  both  tubes 
were  patulous  and  the  Eustachian  applicator  could  be  introduced 
for  the  full  length. 

December  12,  101.5,  the  patient  reported  good  hearing,  the  wisdom 
teeth  having  completely  erupted ;  the  two  lower  were  in  good  posi- 
tion ;  the  uppers  pointed  labially.  No  tinnitus.  Colds  do  not  settle 
in  the  ears.  Radiograms  of  the  jaws  and  extraction  of  wisdom  teeth 
had  been  urged  but  the  patient  preferred  to  wait  for  the  eruption 
of  the  teeth.  Persistent  treatment  brought  about  steady  improve- 
ment of  the  Eustachian  tubes.  Complete  recovery  followed  the 
completion  of  eruption  of  the  wisdom  teeth.  Extraction  of  the  lat- 
ter would  have  brought  about  more  speedy  relief. 

As  an  example  of  a  case  in  w^hich  a  very  poor  prognosis  might 
have  been  made  without  any  qualms  of  conscience,  but  in  which 
treatment  brought  about  desirable  results,  the  following  is  described  : 
F.  C.  H.,  age  31,  referred  May  28,  1914.  The  patient  was  in  tears 
because  practically  absolute  loss  of  hearing  for  conversation  was 
threatening  to  cost  him  his  position.  In  May.  1013,  while  in  Seattle, 
his  ears  felt  stuffy,  the  hearing  changed  and  there  was  much  ver- 
tigo. These  symptoms  would  perhaps  indicate  an  attack  of  right 
serous  labyrinthitis,  but  there  is  temptation  or  tendency  to  some- 
times take  too  much  for  granted.  A  patient  reports  a  sudden  or  an 
acute  attack  characterized  bv  vertigo  and  deafness.     We  diagnose 
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damage  to  the  labyrinth,  thinking  perhaps  there  is  no  probabiUty  of 
cure,  when  careful  examination  will  show  the  attack  to  be  due  to  oc- 
clusion of  the  Eustachian  tubes,  relief  of  which  will  assure  the  pa- 
tient useful  hearing.  For  the  last  year  the  patient  could  not  hear, 
for  instance,  a  neighbor's  piano,  which  his  wife  could  hear  easily. 
He  had  mercurial  treatment  when  a  youngster.  W'assermann  test 
proved  negative. 

Examination:  Drums  retracted,  gray,  lack  of  light  reflex;  vi- 
brate with  Siegel  otoscope.  Appearances  do  not  suggest  otosclerosis. 
Tonsils  moderately  enlarged.  Nasopharynx  moist ;  right  Eustachian 
fossa  shows  enlarged  veins  when  examined  with  the  nasopharyngo- 
scope.  The  left  tube  inflates  with  strident  sound ;  right  one  with 
softer  soufle.  Both  narrow  at  the  isthmus.  The  left  tube  takes  Xos. 
3,  4  and  5  sounds  to  the  isthmus  ;  the  right  Xo.  3  only. 

Weber  to  left  with  C  and  C\  equal  with  other  forks.  Rinne  posi- 
tive to  right  ear ;  negative  to  the  left.  Schzvahach  with  C\  right  ear  ; 
bone  conduction,  5  seconds ;  air  conduction,  7  seconds ;  left  ear, 
bone  conduction,  .")  seconds  ;  air  conduction,  -i  seconds  ;  C-  fork  is 
heard  by  both  right  and  left  ears  by  bone  and  air  conduction ;  C^  by 
air  conduction  only ;  right  and  left,  C*,  ditto ;  C',  ditto.  Dcnch 
fork  is  heard  by  both  ears  by  air  conduction.  Galton  whistle  heard 
from  3  to  12  at  short  distance.  Accoumeter,  right  ear,  bone  con- 
duction only;  left  ear,  21  inches.  Watch,  negative  on  both  sides. 
Turning  test,  to  right,  prompt,  but  brief,  nystagmus ;  to  left,  no 
nystagmus:  slight  dizziness.  Whispered  loice  not  heard;  conversa- 
tional loice,  less  than  a  foot,  right  and  left  ears. 

June  22.  The  patient  reports  better  hearing  for  last  two  days, 
except  early  in  the  morning.  Both  tubes  take  bougies  Nos.  3,  4 
and  5  as  far  as  the  isthmus.  C"^  fork  heard  by  air  conduction  and 
by  bone  conduction  ;  C''  fork  by  air  conduction  and  by  bone  conduc- 
tion, right  ear ;  air  conduction  only,  left  ear.  The  patient  hears  the 
whistle  from  1  down. 

June  23,  hears  512  vibrations  by  air  conduction  and  teeth  ;  2,048 
vibrations  by  air  conduction,  teeth  and  skull.  Accoumeter,  right,  ^ 
inch ;  left  4  inches.  Watch,  .contact  left  ear.  The  patient  thinks 
that  the  pressure  of  the  otoscope  in  the  canal  of  the  right  ear  causes 
a  feeling  of  coolness  in  the  right  eye.  This  sensation  called  atten- 
tion to  the  fifth  nerve.  Radiogram  of  the  jaws  shows  no  impacted 
wisdom  tooth  buds. 

June  25.  The  patient  reports  periods  of  better  hearing  and  in- 
flation on  swallowing.  Electrolysis  to  right  tube  and  isthmus  to- 
day.   June  26.    Reports  clear  hearing  last  night  at  (i  :30,  and  yester- 
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day  afternoon  he  was  able  to  hear  the  voice  of  a  friend  who  was 
talking  over  the  'phone.  Electrolysis  to  left  tube  to-day.  Right 
tube  inflates  readily  and  takes  bougies  easily.  High  frequency  cur- 
rent to  both  ears. 

June  29.  Broke  adhesion  in  the  right  fossa  of  Rosemmueller. 
July  2.  Acoumeter  at  4  inches,  right  ear ;  G  inches,  left  ear. 
July  4.  C,  128  and  256,  positive  by  both  air  conduction  and  bone 
conduction,  both  ears ;  512  and  1024,  by  air  conduction  and  teeth ; 
2048  by  air  conduction  and  bone  conduction,  right  and  left.  Dench, 
positive,  right  and  left.  Whistle  heard  the  whole  gamut  by  right 
and  left.  Heard  wife's  voice  at  10  feet ;  another  person's  voice  at 
8  feet. 

At  this  time  the  patient  was  obliged  to  return  to  his  home  in  Can- 
ada. On  January  16,  he  wrote :  "I  am  mighty  glad  to  be  able  to 
say  that  my  hearing  is  considerably  improved  over  what  it  was  on 
my  return.  For  about  three  weeks  after  my  return  it  was  not  at 
all  good  ;  then  a  change  for  the  better  set  in.  During  September  and 
October,  it  was  at  its  best.  There  are  periods  when  I  hear  extreme- 
ly well  and  other  periods  when  I  do  not  hear  so  well.  However.  I 
am  vastly  improved  over  the  time  when  treatment  was  undertaken." 
On  May  22,  1i)15,  this  patient  returned  for  further  treatment. 
Examination  showed  the  nares  normal ;  tonsils  mushy  (septic)  ;  right 
Eustachian  tube  patulous  ;  right  drum  vibrates  with  the  Siegel  oto- 
scope and  has  better  color  than  when  seen  last  (is  slightly  opaque )  : 
left  Eustachian  tube  inflates  but  takes  neither  applicator  nor  bougies. 
This  course  of  treatment  consisted  of  electrolysis  to  both  tubes, 
each  twice,  dilatation  with  bougies  at  each  visit,  and  tonsillectomy. 
Rapid  improvement  followed  these  procedures,  so  that  at  the  time 
of  the  patient's  departure  for  the  North  he  heard  the  conversational 
voice  at  24  feet,  and  the  whispered  voice  at  8  feet.. 

Examination  of  this  patient  by  a  colleague  in  San  Francisco,  late 
in  June,  showed  improvement  in  the  right  ear  of  nine  to  one,  in 
the  left  ear  twelve  to  eight  over  the  condition  existing^  in  May  when 
the  patient  was  on  his  way  South.  July  17,  1915,  the  man  wrote: 
"Invariably  it  is  commented  that  there  is  a  change  for  the  bet^er.  I 
was  delighted  over  a  week  ago,  because,  for  the  first  time  T  heard 
the  postoffice  clock  strike,  about  a  block  away  from  the  office,  where 
our  heaviest  traffic  is.  .  .  .  On  another  occasion,  while  type- 
writing, with  my  mind  thus  occupied,  one  of  our  men  came  in, 
speaking  the  moment  he  opened  the  door,  and  to  his  astonishment, 
I  answered  his  question.     The  distance  is  approximately  20   feet, 
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this  paralleling  the  occasion  when  I  heard  Miss  T —  speak  from 
your  desk." 

This  case  is  described  in  detail  in  order  to  lay  stress  on  the  fact 
that  at  the  time  of  the  first  examination  a  poor  prognosis  would 
have  been  given,  had  I  not  refused  to  make  one  until  becoming  bet- 
ter acquainted  with  the  situation.  I  believe  the  tonsillectomy  was 
highly  necessary  in  the  case,  in  fact,  it  was  probably  indicated  at 
the  patient's  first  visit  in  1914,  but  the  tonsils  at  that  time  appeared 
innocuous,  simply  slightly  hypertrophied  (when  the  floor  of  the 
Eustachian  fossa  has  dilated  veins  coursing  over  it  the  indication 
is  to  study  the  tonsils  and  teeth  for  sources  of  infection  or  irrita- 
tion). That  electrolysis  opened  the  isthmi  in  this  case  accounts  for 
much  of  the  improvement.  The  w^riter  employs  electrolysis  with 
Duel's  set  daily  with  increasingly  gratifying  results.  The  set  is  kept 
at  hand  connected  with  the  battery,  so  it  can  be  used  as  readily  as 
are  the  sounds  and  bougies. 

In  spite  of  the  fact  that  the  tuning  fork  tests  were  not  greatly 
modified  in  this  case,  the  fact  remains  that  the  hearing  was  greatly 
improved  for  practical  purposes,  the  patient  retaining  his  position, 
where  he  is  very  useful  to  his  employers.  Syphilis  had,  no  doubt, 
damaged  the  cochlea  in  childhood.  However,  opening  the  Eustach- 
ian tubes  and  removing  sources  of  infection  and  irritation  in  their 
neighborhood  enabled  the  man  to  make  the  best  use  of  such  func- 
tion as  remained  to  the  cochlea. 

As  to  the  extremes  to  which  irritation  from  the  teeth  can  go : 
Dr.  Jas.  David  McCoy,  of  this  city,  related  to  the  waiter  the  case 
of  a  young  lady  who  suffered  excruciating  head  pain,  diagnosed 
as  neuralgia.  This  increased  progressively  until  the  patient  was  pro- 
nounced insane  and  confined  in  a  sanatorium.  Fortunately,  she  fell 
into  the  hands  of  one  who  radiographed  her  jaw^s.  Impacted  wis- 
dom teeth  were  found.  Removal  of  these  brought  about  a  complete 
cure  of  the  attacks  of  pain,  and  the  mental  condition  which  they 
produced. 

The  pain  from  impacted  teeth  is  thus  sometimes  severe.  At  other 
times,  instead  of  pain,  there  is'  the  condition  of  trismus,  a  stifif  feel- 
ing of  the  jaws  with  ache  or  pain  anterior  to  the  external  auditory 
canal.  In  other  cases  the  ache  or  pain  is  located  in  the  ears  or  ex- 
ternal auditory  canals.  In  still  others  it  is  referred  to  the  mastoid 
region.  The  writer  in  another  paper*  has  described  ear  reflexes 
from  diseased  or  malposed  teeth  as  they  had  presented  themselves 
to  him  during  the  course  of  some  years  in  daily  practice. 

♦Laryng-oscope,  February,  1914. 
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Failure  of  ordinary  routine  treatment  to  relieve  symptoms,  by  re- 
moving Eustachian  obstruction,  should  lead  to  search  for  septic 
tonsils,  diseased  or  malposed  teeth,  adenoids,  or  some  abnormal 
systemic  condition.  The  knowledge  of  a  case  has  recently  come  to 
the  writer  in  which  an  otologist  treated  a  patient  by  inflation,  for 
troublesome  tinnitus,  during  the  course  of  two  years.  At  the  end 
of  this  time  another  otologist  discovered  that  the  woman  had  a 
blood  pressure  so  high  that  the  sphygmomanometer  could  not  reg- 
ister it  all. 

As  to  the  results  of  treatment  in  this  series  of  00  cases.  Records 
show  a  cure  in  all  the  acute  cases.  In  nine  of  the  fifty-seven  chronic 
Cases  there  is  no  record  of  complete  relief  having  been  obtained : 

In  one  case  the  patient  refused  to  have  impacted  teeth  removed. 
One  was  tubercular  and  had  low  recuperative  power.  One  gave  good 
results  in  response  to  hearing  tests,  but  claimed  she  could  hear  no 
better;  this  being  due  to  lack  of  attention  on  her  part.  One  case 
accompanying  labyrinthitis  did  not  persist  in  treatment.  One  case 
was  no  doubt  true  otosclerosis.  Two  cases  had  an  acidosis,  or  dia- 
thesis, which  brought  about  exacerbations  of  bogginess  of  tissues 
of  the  nasopharynx  and  tubes.  In  one  case  the  deafness  had  existed 
since  childhood  and  the  other  ear  was  damaged  by  the  kick  of  a 
horse.  In  one  case  the  condition  was  secondary  to  a  labyrinthitis 
due  to  metastasis  during  puerperal  infection.  Three  cases  of  the 
chronic  series  presented  absolute  closure  of  the  mouth  of  the  Eu- 
stachian tubes  necessitating  an  incision  through  Yankauer's  specu- 
lum, with  Yankauer's  salpingotome.  using  Holmes'  nasopharyn- 
goscope,  curettage  of  the  Eustachian  fossa  and  gradual  dilatation  of 
the  tubes  by  electrolysis  and  bougies.  These  cases,  I  take  it.  had 
resulted  from  ulceration,  the  resulting  healing  process  closing  the 
tube  by  scar  tissue.  In  many  instances  the  Eustachian  applicator, 
when  passed  ever  so  carefully,  comes  out  with  the  cotton  stained 
with  blood.  This  is  to  be  interpreted  as  a  state  of  rawmess  or  ulcer- 
ation within  the  depths  of  the  tube.  Eight  of  the  chronic  cases 
w^ere  curetted  in  the  Eustachian  fossa  with  Holmes'  curettes,  and  in 
five  electrolysis  was  used  with  Duel's  bougies. 

In  each  case  of  suspected  Eustachian  obstruction  examination 
should  include  that  with  the  nasopharyngoscope.  Eustachian  cath- 
eter, Eustachian  applicator  and  Eustachian  sounds. 

Treatment  of  Eustachian  obstruction  calls  for  the  use  of  the  Eu- 
stachian catheter,  applicator  and  bougies,  and  vaccines,  as  a  routine, 
with  the  frequent  addition  of  curettage  of  the  fossa  and  electrolysis 
of  the  tube  when  ordinary  treatment  fails  to  give  relief.     Cases  ex- 
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periencing  frequent  exacerbation  of  closure  of  the  tube  need  treat- 
ment by  electrolysis  for  more  permanent  effect  than  is  produced  by 
the  ordinary  routine  office  treatment.  The  writer's  rule  is  that  in 
any  case  where  the  isthmus  of  the  tube  will  not  take  the  Xo.  2 
Yankauer  Eustachian  bougie,  electrolysis  should  be  used. 

Dilatation  of  the  Eustachian  tube  with  bougies  is  just  as  rational 
as  the  use  of  bougies  in  the  urethra — and  furthermore,  the  indica- 
tion for  such  procedure  is  identical — contraction  of  a  tube  by  fibrous 
tissue  resulting  from  inflammation  with  ulceration  and  the  subse- 
quent healing  process.  In  cases  of  collapse  of  the  mouth  of  the 
tube  it  is  found  that  incision  with  the  salpingotome,  curettage  of  the 
fossa,  with  subsequent  frequent  passage  of  the  bougies  produces  good 
results.  The  writer  believes  that  collapse  of  the  mouth  of  the  Eu- 
stachian tube  is  frequently  due  to  the  use  of  the  Politzer  method  of 
inflation,  especially  when  performed  by  the  patient  at  home.  The 
writer  never  employs  the  Politzer  method,  experience  having  con- 
vinced him  that  inflation  with  the  Eustachian  catheter  is  far  more 
scientific  and  productive  of  far  more  satisfactory  results,  and  never 
prescribes  the  use  of  Politzeration  by  the  patient  at  home. 

Closure  of  the  mouth  of  the  Eustachian  tube  by  a  firm  ring  of 
fibrous  tissue  is  in  many  instances  the  sequel  of  ulceration  with  re- 
sultant healing  and  contraction,  to  be  relieved  by  incision  and  bougie- 
ing. 

The  writer  has  come  to  believe  since  the  introduction  of  Holmes' 
nasopharyngoscope,  that  formerly  the  Eustachian  catheter  w^as  not 
in  the  mouth  of  the  tube  and  that  in  consequence  the  middle  ear  was 
not  properly  inflated,  when  we  thought  it  was.  This  simply  means 
that  any  procedure  is  better  performed  in  the  light,  under  the  eye. 
than  in  the  dark  by  touch. 

Given  a  series  of  cases  of  ordinary,  or  greater,  degree  of  deaf- 
ness, or  associated  with  tinnitus,  what  does  examination  of  these 
cases  show  as  to  the  prognosis  for  the  restoration  of  hearing?  Can 
we  make  a  prognosis  of  any  degree  of  reliability  in  such  cases  with- 
out first  treating  the  Eustachian  tubes?  Prognosis  ought  not  to  be 
made  until  the  tubes  are  opened.  Our  hearing  tests  applied  for  the 
purpose  of  ascertaining  the  condition  of  the  hearing  apparatus  prop- 
er, or  internal  ear,  are  much  modified  by  closure  of  the  Eustachian 
tubes.  Cases  come  to  us  in  which  definite  prognoses  by  good  men 
have  been  made  which  were  entirely  at  variance  v/ith  the  possibili- 
ties of  relief  or  cure,  as  proved  by  the  outcome  of  treatment.  For 
instance,  'Sir.  ].  B.  K.,  age  7<),  came  for  treatment  January  10,  1914. 
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He  had  received  his  last  treatment  in  New  York  in  September  for 
a  condition  which  had  developed  in  the  preceding  month.  His  com- 
plaint was  loss  of  hearing.  A  diagnosis  of  chronic  catarrhal  otitis 
media  had  been  made  and  a  poor  prognosis  had  been  given,  with 
the  information  that  only  occasional  inflation  was  demanded.  Ex- 
amination showed  the  following :  JVeber,  to  the  left.  Rinne,  posi- 
tive. Schwabach  with  C^,  right,  bone  conduction,  23  seconds ;  air 
conduction,  33  seconds ;  left,  bone  conduction,  20  seconds ;  air  con- 
duction, 30  seconds  ;  C*,  C^,  C^,  louder  by  air  conduction ;  C*,  louder 
by  bone  conduction.  Dench  fork  positive,  right  and  left,  more  faint- 
ly to  right.  Whistle,  whole  gamut.  Acoumetcr,  left,  6  feet;  right, 
12  feet  plus.  Watch,  right,  6  inches  ;  left,  48  inches.  External 
canals  are  almost  occluded  by  exostoses.  Both  Eustachian  tubes  are 
obstructed  by  boggy  closure,  taking  No.  3  sound,  however.  Tin- 
nitus had  been  a  prominent  symptom. 

Treatment  of  the  tubes  comprised  applications  with  Yankauer  ap- 
plicator, bougieing,  electrolysis,  inflation  of  middle  ears,  high  fre- 
quency current  until  both  tubes  took  No.  .5  bougie  and  both  isthmi 
took  No.  3. 

This  patient  is  almost  totally  blind,  so  he  was  much  disturbed  at 
the  prospect  of  losing  his  hearing.  Because  he  was  75  years  of  age, 
it  was  not  necessary  to  make  a  bad  prognosis.  It  did  not  require  a 
long  course  of  treatment  so  that  hearing  of  the  conversational  voice 
was  brought  up  to  the  standard.  March  29,  1915,  a  year  later,  the 
right  ear  was  found  to  be  losing  bone  conduction  for  C*,  C^  and  C- 
forks.  These  were  transmitted  to  the  left  side.  Weber  was  still  to 
left.     Hearing  still  highly  serviceable. 

The  writer  believes  it  possible  to  find  the  cause  of  Eustachian  ob- 
struction outside  the  ears  in  a  large  percentage  of  cases.  Fallacious 
rules  for  guidance  have  prevailed  in  the  past  because  the  conditions 
discovered  at  the  first  examination  were  due  to  a  combination  of 
influences — Eustachian  obstruction,  infection  by  lymphatics  or  blood 
vessels,  reflexes  or  infection  from  the  teeth,  tonsils  or  adenoids,  or 
some  abnormal  systemic  condition. 

Before  we, pronounce  any  case  incurably  deaf  it  behooves  us  to 
search  carefully  for  neighboring  or  general  causes,  and  to  put  the 
Eustachian  tubes  in  normal  condition,  because  a  remnant  of  hearing 
which  is  practically  valuable  for  daily  intercourse  with  one's  fellow 
man  can  be  nullified  by  closure  of  the  Eustachian  tube  or  by  dis- 
ease in  neighboring  organs.  In  some  cases,  although  the  existing 
deafness  is  originally  due  to  Eustachian  disease,  opening  the  tubes 
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does  not  improve  the  hearing  because  the  condition  has  existed  too 
long.  In  such  cases  we  can  improve  the  results  of  our  tests  and 
still  the  patient  will  not  hear  because  he  is  subjectively  deaf,  or  is 
incapable  of  giving  due  attention  or  interest.  A  certain  percentage 
of  cases  of  Eustachian  obstruction  are  easily  relieved.  Eustachian 
obstruction  proves  rebellious  to  treatment  because  disease  of  neigh- 
boring structures  such  as  the  teeth,  tonsils,  or  adenoids  affects  the 
tubes,  either  directly  by  continuity  of  tissue,  or  reflexly.  The  per- 
centage of  cases  ultimately  found  not  to  be  amenable  to  improve- 
ment will  be  small,  provided  we  search  carefully  for  the  cause  and 
remove  it. 

To  tell  a  patient  that  he  will  need  inflation  of  the  tubes  once  a 
month  or  so  for  the  rest  of  his  life,  and  that  such  treatment  will  be 
beneficial,  is  to  confess,  in  many  instances,  that  one  is  unable  to  find 
the  true  cause  of  the  trouble  or  to  carry  out  a  line  of  treatment 
that  would  bring  about  a  cure  or  more  immediate  relief. 

Fibrous  narrowing  of  the  Eustachian  isthmi  is  the  result  of  ulcer- 
ation of  the  mucous  membrane  lining  the  tube,  with  resultant  heal- 
ing and  contraction. 

The  writer's  observation  convinces  him  that  many  general  practi- 
tioners undertake,  through  cupidity,  to  treat  cases  which  ought  to 
be  referred  to  the  specialist. 

We  cannot  isolate  our  specialty.  In  all  our  work  the  patient's 
general  condition  must  be  kept  in  mind.  The  general  practitioner 
cannot  afford  to  forget  that  there  are  those  who  have  given  special 
study  to  their  particular  branches  of  medicine  and  surgery.  A  splen- 
did example  is  the  gastroenterologist  who  eliminates  the  conditions 
included  under  the  head  of  his  specialty  and  then  refers  his  patient 
for  examination  of  the  eyes  and  ears  in  the  search  for  the  cause  of 
vertigo,  nausea,  vomiting,  headche,  etc. 

Is  sufficient  weight  placed  upon  the  general  eff'ects  of  Eustachian 
obstruction?  One  woman  in  this  list  of  cases,  who  had  suft'ered 
from  tinnitus  for  25  years  became  insane.  Her  age  was  48.  She 
was  born  in  Russia  and  had  been  in  this  country  25  years.  At  one 
time  before  coming  to  this  countr}^  she  had  a  fall  which  fractured 
her  left  jaw,  and.  I  believe,  damaged  her  left  labyrinth,  for  she 
had  pronounced  tinnitus  the  day  following  the  fall.  Her  general 
health  has  always  been  good.  Had  been  treated  at  Konigsberg,  had 
a  mastoid  operation  12  years  ago  in  Boston;  three  years  later,  or 
nine  years  ago.  had  another  mastoid  operation.  Had  also  been 
treated  in  many  dispensaries  and  had  been  told  that  nothing  more 
could  be  done  for  her. 
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Examination  showed  the  drums  to  be  retracted  and  transparent. 
The  Eustachians  to  the  isthmi  were  patulous,  but  the  isthmi  them- 
selves were  very  narrow.  There  were  adhesions  across  the  left  fossa 
of  Rosenmueller.  Weber  to  left.  Schwabach  with  C-  fork,  right, 
air  conduction,  8  seconds  ;  bone  conduction,  18  seconds  ;  left,  air  con- 
duction, 8  seconds;  bone  conduction,  12  seconds.  Rinne.  with  2048, 
air  conduction  greater  than  bone  conduction,  right  and  left  (bone 
conduction  reduced  in  left )  :  with  1U24,  bone  conduction  greater  than 
air  conduction,  right;  air  conduction  greater  in  left;  with  .")12,  bone 
conduction  greater  than  air  conduction,  right ;  air  conduction  greater 
in  left;  wdth  25G,  bone  conduction  positive;  air  conduction  negative, 
right  and  left ;  with  1'<!S,  bone  conduction  positive ;  air  conduction 
negative,  right  and  left. 

This  test  shows  the  left  ear  to  be  slightly  the  better,  and  this 
is  the  ear  in  which  the  tinnitus  was  so  annoying,  and  which  was 
damaged  by  the  fall. 

Dench  fork,  negative,  right  and  left.  Whistle,  right  ear  from  2 
down;  left,  from  4^  down.  Acoumeter,  2  inches,  right  and  left. 
Blood  pressure,  110. 

The  adhesions  in  Rosenmueller's  fossa  were  broken  with  the 
finger.  Both  Eustachian  isthmi  were  opened  with  electrolysis.  After 
three  days  the  tinnitus  was  absent  almost  half  the  day.  It  was  better 
by  day,  worse  by  night. 

This  woman's  only  complaint  was  of  tinnitus.  Opening  of  the  Eu- 
stachian tubes  produced  at  least  temporary  improvement,  even  in 
this  desperate  case,  but  the  woman  was  soon  pronounced  insane. 
This  again  shows  to  what  extremity  the  constant  hammering  on 
nerves  can  bring  a  patient..  I  believe  the  woman  was  driven  insane 
by  head  noises.  I  also  believe  that  something  could  have  been 
done  to  relieve  her,  even  if  that  something  went  to  the  extreme 
of  destroying  the  labyrinth. 

In  the  diagnosis  of  these  cases  all  aids  were  sought,  including  lab- 
oratory tests,  radiograms,  etc. 

Suite  1120  Brockman  Building. 
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BILATERAL  POLYPOID  HEMANGIOMA  OF  NASAL  SEPTUM.* 

Dr.  James  G.  Callison,  New  York  City. 

Before  presenting  the  patient,  I  wish  to  say  just  a  word  as  to 
the  nature  of  the  hemangiomata.  Brooks,  in  his  "General  Special 
Pathology,"  gives  probably  the  clearest  description.  They  are  di- 
vided into  two  general  classes,  angioma  cavernosum  and  simplex. 
Cavernous  angioma  consists  of  numerous  large,  intimately  connected 
blood  spaces  which  occupy  the  position  of  the  capillaries  and  merge 
into  wide,  tortuous  and  frequently  sacculated  veins.  The  size 
and  form  of  the  spaces  is  very  variable.  They  are  lined  with 
delicate  endothelium,  and  consists  of  a  basement  structure  com- 
posed of  ordinary  connective  tissue.  In  this  arc  sometimes 
found  also  elastic  fibres  and  smooth  muscle.  The  tumors  are  of 
greater  or  less  density  according  to  the  amount  of  this  tissue 
present. 

Angioma  simplex  (teleangiectasis)  consists  of  wide,  partly 
newly-formed  capillaries,  the  walls  of  which  are  altered.  The 
arteries  and  veins  also  may  be  involved,  though  the  alteration  of 
the  capillaries  predominates.  Ordinarily  it  does  not  appear  in 
tumor  form,  but  as  a  dififuse,  flat  growth.  This  is  the  ordinary 
"port-wine"  birth  mark.  The  two  forms  are  both  usually  con- 
genital, and  merge  into  each  other  without  any  sharp  dividing 
line,  while  the  cavernous  angioma  merges  into  the  so-called 
erectile  tissue. 

In  addition  to  these  forms  of  true  angioma,  text-books  on  nose 
and  throat  diseases  speak  of  the  "bleeding  septal  polyp,"  spring- 
ing from  Kiesselbach's  area,  just  below  the  center  of  the  triangular 
cartilage  of  the  septum.  In  these  the  numerous  blood  vessels, 
lined  with  simple  endothelium  and  showing  no  muscular  coat 
and  but  little  adventitia  proper,  are  small  and  lie  in  a  stroma 
of  very  lowly  organized  connective  tissue  containing  large  num- 
bers of  lecocytes,  including  man}'  h'mphocytes,  endothelioid  and 
plasma  cells.  These  seem  to  be  a  type  of  abortive  granulation 
tissue  or  varix. 

The  tumor  in  the  patient  I  wish  to  present  is,  as  the  micro- 
scopical description  below  and  the  accompanying  micro- 
photographs  demonstrate,   more  closely  allied  to  the  group  of 

*Read  before  the  New  York  Academy  of  Medicine,  Section  on  Laryn- 
gology and  Rhinology,  May  24,   1916. 
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angioma  cavernosum.    This,  in  its  turn,  is  only  slightly  removed 
from  erectile  tissue,  into  which  it  imperceptibly  fades. 

The  patient,  ]Mrs.  S.  P.,  Russian,  married,  is  the  mother  of  two 
children,  23^4  and  4  years  old  respectively ;  no  miscarriages.  She 
was  first  seen  at  the  clinic  of  the  Manhattan  Eye,  Ear  and 
Throat  Hospital  on  May  6,  1916,  complaining  of  crusting  in  her 
nose  and  severe  frontal  headache,  unrelieved  by  glasses,  from 
which  she  has  suffered  for  the  past  five  years  or  more.     As  she 


Figure  1.  Longitudinal  section  of  one  of  the  polypoid  excrescences 
showing  numerous  blood  vessels,  base  of  attachment  and  purulent  infiltra- 
tion near  surface.     Magnified  30   diameters. 


is  a  Russian  Jewess  and  speaks  little  English  the  history  was  dif- 
ficult to  get  and  unreliable.  On  examination  there  was  pus  on 
the  floor  of  the  nose,  in  the  middle  meatus,  and  a  slight  flow  of 
pus  falling  over  the  middle  turbinate.  That  in  the  middle 
meatus  was  scant,  dry  and  crusted.  All  the  internal  nasal  struc- 
tures presented  the  advanced  grade  of  trophy  characteristic  of 
chronic  sinus  infection. 

On  both  sides  of  the  septum,  at  the  junction  of  the  crest  of 
the  vomer  and  the  triangular  cartilage,  were  a  number  of  ex- 
crescences ranging  in  size  from  a  pea  down.     These  were  pe- 
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dunculated,  smooth,  dark  red  in  color  and  bled  on  the  slightest 
touch.  So  far  as  these  growths  were  concerned  the  history  was 
negative. 

Transillumination  showed  all  the  sinuses  that  could  be  reached 
free  from  shadows.  The  x-ray  shows  a  thick  membrane  in  the 
frontals  and  ethmoids,  and  granulations  or  pus  in  the  left  antrum. 
The  Wassermann  reaction  was  negative. 

Some  of  the  polypoid  excrescences  anteriorly  on  the  right  side 
wei'e  removed  for  microscopic  examination  with  surprisingly  little 


Figure  2.     Same  magnified  160  diameters. 


bleeding.  Sections  of  this  show  a  tissue  containing  large  blood 
spaces  with  incompletely  developed  walls.  These  spaces  are  lined 
with  a  single  layer  of  indefinite  endothelium,  and  many  of  them 
have  what  appears  to  be  smooth  muscle  and  a  poorly  developed 
adventitia.  In  the  central  part  of  the  nodes  the  intervascular  space 
is  filled  with  edematous  areolar  tissue  with  few  cellular  elements. 
Nearer  the  surface,  where  the  epithelial  covering  is  bathed  with  pus 
and  there   is   a  slow  but  continuous   absorption  of   toxic   material 
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there  is  a  dense  infiltration  with  leucocytes,  among  which  are  many 
lymphoid,  endothelioid  and  plasma  cells.  This  condition  is  so  ad- 
vanced in  places  that  it  approaches  in  appearance  granulation  tissue. 
The  epithelium  is  everywhere  intact,  as  is  the  basement  rriembrane, 
although  the  latter  is  much  thinned. 

Diagnosis :  Bilateral  hemangioma  of  nasal  septum,  frontal 
sinusitis  and  ethmoiditis  on  the  right,  pan  sinusitis  on  tlie  left. 

As  to  the  treatment,  the  bilateral  appearance  of  these  polypoid 
growths  is,  in  my  opinion,  evidence  of  their  origin  in  the  joint  be- 
tween the  crest  of  -the  vomer  and  the  triangular  cartilage.  To  efifect 
a  cure  it  would  seem  to  be  necessary  to  obliterate  this  joint  by  a 
submucous  resection.  However,  while  caring  for  the  surgically 
more  important  sinus  infection,  I  shall  probably  try  the  cautery 
experimentally. 

Before  closing,  I  wish  to  answer  one  point  of  the  discussion  be- 
fore it  arises.  That  is  as  to  the  efifect  of  the  irritation  of  the 
sinus  infection  on  the  hemangioma.  I  believe  that  practically  all 
hemangiomata  are  laid  down  during  the  embrj^ological  development 
of  the  body.  There  may  be  and  probably  is  some  further  devel- 
opment during  later  life.  They  are  essentially,  however,  congeni- 
tal afifairs.  This  view  is  strongly  supported  by  the  histological  de- 
velopment of  the  present  tumor.  The  central,  norphologically  older 
part  of  the  polypoid  mass  is  entirely  free  from  evidence  of  irri- 
tation, and  has  blood  spaces  with  some  attempt  at  the  formation  of 
walls.  Toward  the  surface,  where  chemical  irritants  may  be  ab- 
sorbed, there  is  every  evidence  of  secondary  reaction. 
'  20fi  East   Seventeenth   Street. 


Importance  of  Bacillus  Carriers  in  the  Propagation  of  Diphtheria. 

G.  F.  RuEDiGER,  Illinois  Med.  Jour.,  Oct.,  1916. 
The  author  concludes  that  bacillus  carriers  who  have  been  re- 
cently exposed  to  diphtheria  frequently  transmit  an  infection  to 
others  which  gives  rise  to  clinical  diphtheria  although  the  carrier 
may  never  show  any  clinical  symptoms  of  the  disease.  These  tem- 
porary carriers  are  of  greatest  importance  in  keeping  up  an  epi- 
demic. Nose  and  throat  cultures  should  be  taken  from  every  "con- 
tact" and  all  those  who  give  a  positive  culture  should  be  isolated. 

P.  F. 


PRIMARY  EPITHELIOMA  OF  THE  FRONTAL  SINUS. 
REPORT  OF  IWO  CASES.=^ 

Dr.  D.  S.  Dougherty,  Xew  York  City. 

Malignant  disease  of  the  accessory  sinuses  is  not  of  frequent 
occurrence,  and  when  present  is  usually  the  result  of  an  invading 
process  of  extrinsic  origin.  Owing  to  its  situation  and  anatomical 
relations,  the  frontal  sinus  is  even  less  apt  to  be  the  seat  of  new 
growths  than  are  others.  The  following  cases  of  primary  epithe- 
lioma of  the  frontal  sinus  are  therefore  of  especial  interest  and  are 
particularly  worthy  of  recording. 

Case  1 :  P.  S.,  male,  age  48,  born  in  Italy,  was  admitted  to  the 
City  Hospital,  February  G,  1914,  with  the  following  history:  For 
about  a  year  he  had  had  severe  frontal  headaches,  pain  in  the  right 
eye,  and  photophobia.  Two  weeks  prior  to  admission,  he  had  been 
operated  upon  in  the  surgical  service  of  a  general  hospital,  but  had 
obtained  no  relief.  He  still  suffered  from  the  headache  and  pain 
in  the  eye,  and  had  occasional  spells  of  dizziness.  The  operative 
wound  in  the  forehead  had  never  entirely  healed. 

Inspection  showed  a  fairly  well  nourished  man  of  good  physique 
but  poor  mentality,  understanding  but  little  English ;  face  drawn 
and  anxious  in  expression,  with  soriie  bulging  of  right  eye.  Above 
the  right  eye  was  a  horizontal  scar,  starting  just  over  the  outer 
canthus  of  the  eye  and  meeting  in  the  median  line,  and  a  perpen- 
dicular one  extending  from  the  hair  to  the  root  of  the  nose.  At 
this  intervention,  was  a  suppurative  fistulous  opening,  and  there 
was  another  one  directly  over  the  arch  of  the  brow.  The  dis- 
charge, a  thin,  ichorous  pus,  had  slightly  excoriated  the  surrounding 
epithelium. 

Physical  Examination  :  Heart,  kmgs,  and  kidneys,  negative.  Eye 
ground,  negative  :  pupils  equal  and  prompt  in  reaction.  No  sub- 
jective symptoms  other  than  the  headache  and  pain. 

It  was  found  to  be  impossible  to  wash  out  the  sinus  through  the 
openings,  and  on  inserting  a  probe  it  seemed  to  meet  some  soft, 
resisting  body. 

On  February  14.  the  sinus  was  opened  under  general  anesthe-ia. 
In  place  of  the  usual  incision,  the  lines  of  the' old  ones  were  fol- 

*Read  before  the  New  York  Academy  of  Medicine,  Section  on  Laryn- 
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lowed,  except  that  the  perpendicular  one  was  made  much  shorter. 
On  retracting  the  flap,  a  small  circular  opening  in  the  external  plate 
was  seen.  This  was  enlarged  and  the  wall  was  wholly  removed. 
The  cavity  of  the  sinus  was  found  to  be  filled  with  a  dark,  granu- 
lomatous mass  which  was  removed  with  the  curette  and  sent  to  the 
laboratory.  The  inferior  and  posterior  walls  were  necrotic ;  the 
posterior  being  entirely  eroded,  with  considerable  exposure  of  the 
dura. 

The  necrosed  bone  was  removed,  the  cavity  carefully  but  thor- 
oughly curetted,  washed  out,  and  packed  with  iodoform  gauze.  Open 
drainage  was  established,  it  being  deemed  unwise  to  occasion  fur- 
ther trauma  by  draining  intranasally. 

There  were  no  post-operative  complications ;  the  headache,  pain, 
and  vertigo  disappeared,  and  the  patient  was  about  the  ward  for 
several  weeks,  apparently  making  an  uneventful  recovery,  when 
without  any  preliminary  symptoms,  he  became  unconscious  and  died 
in  twenty-four  hours.  There  had  been  no  temperature  changes  ex- 
cept post-operative  and  just  before  death. 

Report  of  tissue  removed  at  operation :  Epithelioma.  Scrapings 
from  skin,  negative. 

Autopsy  report :     Purulent  meningitis. 

Case  2 :  A.  S.,  inale,  age  oO,  Russian,  was  admitted  to  the  hos- 
pital January  8,  191 H.  The  patient  gave  a  history  of  having  suf- 
fered from  headache  and  vertigo  for  several  months,  and  having 
been  operated  upon  three  months  previously  for  frontal  sinusitis. 
Since  the  operation  the  headache  and  vertigo  had  continued,  ac- 
companied by  severe  pain  over  the  right  eye.  Had  also  had  a 
continuous  discharge  of  pus  from  the  wound. 

Physical  examination  was  practically  negative :  eyes,  normal ; 
temperature,  98.4 ;  pulse.  9G.  The  patient  was  well  developed  and 
seemingly  not  acutely  ill. 

Inspection  of  the  operative  area,  showed  a  partially  healed  Kil- 
lian  incision  with  fistulous  openings  at  the  center  and  inner  angle, 
copiously  discharging  a  thick,  foul-smelling  pus.  The  edges  of 
these  were  ulcerated  and  where  the  discharge  had  excoriated  the 
fold  of  the  upper  eyelid  was  a  small  mass  of  granulations. 

The  ulcer  on  the  upper  lid  was  excised,  and  microscopic  exami- 
nation revealed  epithelioma. 

On  February  M,  under  general  anesthesia,  the  wound  was  re- 
opened and  the  sinus  was  found  to  be  filled  with  a  partly  disin- 
tegrated mass  which  extended  into  and  filled  the  right  frontal  lobe. 
This  was  removed  and  the  cavities  were  carefullv  curetted,  cleaned 
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with  a  weak  permanganate  solution,  and  loosely  packed  with  iodo- 
form gauze.  The  wound  was  left  partly  open.  On  February  16, 
the  gauze  was  removed,  and  as  some  slight  discharge  remained, 
the  wound  was  gently  irrigated  and  a  cigarette  drain  inserted. 

The  pathologist  reported  that  the  tissue  removed  at  the  time  of 
operation  was  squamous  celled  epithelioma. 

The  patient  was  at  no  time  confined  to  his  bed,  and  complained 
of  no  discomfort.  There  was  no  impairment  of  the  intellect,  no 
dullness  or  apathy, — the  only  apparent  unfavorable  feature  of  the 
case  being  a  rather  rapid  extension  of  the  ulcerative  process  on  the 
eyelid  to  the  adjacent  tissues. 

About  March  1,  symptoms  denoting  possible  extension  into  the 
anterior  central  convolution  began  to  develop.  It  was  first  noticed 
that  he  had  some  difficulty  in  his  walk  and  in  the  finer  movements 
of  his  hands.  Two  days  later,  March  3,  he  was  seized  with  a 
convulsion  especially  marked  by  severe  spasmodic  twitching  of  the 
left  side.  This  was  followed  by  total  paralysis  of  that  side  and  by 
coma  lasting  five  hours.  He  then  in  some  degree  regained  con- 
sciousness, noticing  his  surroundings  and  taking  nourishment  when 
offered,  but  unable  to  speak,  write,  or  hear  spoken  words.  The 
left  paralysis  continued,  but  the  right  side  was  not  affected.  This 
condition  continued  for  three  days,  death  occurring  on  [March   T. 

During  the  convulsive  and  comatose  stages  the  temperature  fluc- 
tuated in  sharp  curves  from  97  to  102,  the  pulse  rate  ranging 
from  96  to  100. 

The  autopsy. findings  confirmed  the  operative  and  pathological; — 
Epithelioma  of  the  frontal  lobe  with  extension  of  the  degenerative 
process.  The  ulceration  was  so  extensive  as  to  preclude  exactness 
in  location  and  prevent  preservation   of  the   specimen. 

77  West  Fiftieth  Street. 


Hay=Fever;  Its  Cause  and  Prevention.  Wm.  Scheppegrell, 
Jour.  A.  M.  A.,  March  4,  1916. 
The  susceptibility  of  persons  to  the  presence  of  cats,  horses  and 
other  animals  should  be  distinguished  from  true  pollinosis.  ^lany 
of  these  cases  are  psychic  in  character  but  when  actual  reaction  takes 
place  it  is  probably  due  to  some  skin  emanations.  The  general  re- 
sults of  treatment  of  hay-fever  so  far  have  not  been  satisfacton.'  and 
the  author  is  skeptical  as  to  the  value  of  pollantin  and  other  vaccine 
and  immunizing  methods.  P.  F. 


HEMIPLEGIA  FOLLOWING  TONSILLECTOMY.* 

Dr.  G.  F.  Gracey,  Plainfield,  N.  J. 

This  case  occurred  in  the  New  York  Eye  and  Ear  Infirmary 
in  the  service  of  Dr.  Kenefick.  The  patient  was  a  PoHsh  boy, 
nineteen  years  of  age,  employed  as  a  porter  in  the  institution.  Par- 
ticular effort  was  made  to  elicit  a  history  of  epileptic  seizures  or 
convulsions  in  early  life,  but  nothing  was  found  in  the  previous 
history  that  had  any  bearing  on  the  course  of  the  case.  For  at 
least  two  months  he  had  been  complaining  of  indefinite  pains,  of 
sore  throat,  headache,  and  particularly  of  constipation,  and  had 
been  treated  by  Dr.  Dixon,  receiving  the  same  attention  as  the 
other  hospial  help  while  doing  his  usual  work.  He  was  never 
confined  to  bed,  so  that  these  symptoms,  while  they  may  be  im- 
portant, were  not  severe  enough  to  give  him  any  great  inconven- 
ience. They  usually  disappeared  after  a  brisk  cathartic.  Finally, 
about  February  1,  he  came  to  Dr.  Dixon  complaining  of  sore  throat 
and  hoarseness  and  was  referred  to  the  house  surgeon  for  more 
extended  examination.  Examination  of  the  nose  and  accessory 
sinuses  was  practically  negative,  but  there  was  present  a  chronic 
granular  pharyngitis,  enlarged  tonsils  of  the  follicular  type,  crypts 
filled  with  cheesy  exudate,  and  a  subacute  laryngitis.  There  was  no 
lymphatic  involvement  and  so  far  as  ascertained,  no  acute  process 
was  present.  The  patient  was  placed  on  mild  treatment  for  the 
throat,  and  it  was  recommended  that  the  tonsils  be  removed  at  a 
later  date,  on  the  basis  that  they  were  the  exciting  factors.  Per- 
mission was  obtained  from  the  superintendent,  and  the  patient  was 
admitted  to  the  ward  in  Dr.  Kenefick's  service. 

Urine  examination  was  negative.  Physical  examination  was 
negative  except  for  an  indefinite  soft  systolic  murmur  at  the  cardiac 
apex,  not  transmitted  and  not  variable.  There  was  apparently  no 
contra-indication  to  operation.  Temperature,  97  ;  pulse,  80 ;  res- 
piration, 20. 

On  February  4,  the  tonsils  were  removed  under  gas-ether  anes- 
thesia, the  dissection  method  being  employed.  The  tonsils  were 
large  and  adherent  in  places.  The  only  incident  during  the  oper- 
ation was  that  at  one  time  the  patient  came  out  from  under  the 
influence  of  the  anesthetic  and  coughed  considerably.  This  de- 
layed the  operation  time  slightly  until  he  was  well  under  again, 
and  caused  more,  though  not  excessive,  hemorrhage  than  ordinarily. 

*Read  by  invitation  before  the  New  York  Academy  of  Medicine,  Section 
on    Laryngolog-y    and    Rhlnology,    May    24,    1916. 

40 


gracey:  hemiplegia  following  tonsillectomy.  41 

Perhaps  not  more  than  fifteen  minutes  in  all  were  consumed  in  the 
actual  operation,  and  the  patient  left  the  table  in  good  condition. 
In  the  ward  about  half  an  hour  after  the  operation,  there  was  con- 
siderable venous  bleeding  from  the  right  tonsillar  fossa,  but  this 
was  easily  controlled  by  one  of  the  resident  staff,  who  employed 
pressure  in  the  fossa  with  a  sponge  saturated  with  adrenalin  and 
bismuth  subnitrate.  The  next  morning  there  was  no  bleeding ;  tem- 
perature, i)9.8 ;  pulse,  92  ;  respiration,  20.  The  patient  spent  a  com- 
fortable day. 

During  the  next  day  (February  (3)  he  complained  of  headache. 
This  was  attributed  to  constipation,  and  the  patient  was  given  a 
saline.  The  next  morning  the  headache  had  disappeared,  and  the 
patient  took  it  upon  himself,  very  lightly  clad,  to  go  up  on  the  roof 
garden  in  a  cold  wind,  and,  as  afterwards  developed,  he  was  also 
indiscrete  in  his  diet.  That  night  at  11:30  he  had  a  chill  accom- 
panied by  pain  in  the  region  of  the  right  frontal  sinus.  The  tem- 
perature during  the  chill  was  105  degrees. 

Nasal  examination  on  the  morning"  of  February  S  showed  a  rather 
large  right  middle  turbinate  with  a  slight  mucous  discharge  from 
the  middle  fossa.  During  that  day  he  had  two  chills,  about  four 
hours  apart,  lasting  ten  minutes  each.  The  temperature  in  the 
latter  chill  reached  10fi.2°.  Nasal  treatment  was  continued,  and 
the  next  morning  ^February  9),  the  fifth  day  after  the  operation, 
he  seemed  much  better  (temperature,  100.6^),  until  in  the  after- 
noon, when  he  became  restless.  The  temperature  went  up  to  105°, 
and  he  had  a  convulsion  at  about  8  o'clock  at  night. 

The  next  day  /'February  10).  it  was  noticed  that  the  left  side, 
jjarticularly  the  arm.,  was  weak,  and  to  a  lesser  degree,  the  leg. 
Blood  count  showed  15,600  leucocytes,  with  practically  a  normal 
differential  count.  Blood  culture  taken  the  same  day  was  negative 
at  twenty-two  hours  and  at  seventy-two  hours.  The  throat  culture 
was  negative  to  Klebs-LoefHer  bacillus.  Lungs  negative :  cardiac 
murmur  about  the  same  as  before  operation. 

On  February  11.  seven  days  after  the  operation,  he  was  restless 
in  the  morning  but  became  stupid  in  the  afternoon.  The  nasal  con- 
dition had  completely  cleared  up ;  but  a  left-sided  paralysis  had 
fully  developed.  Tbe  reflexes  were  not  as  marked  as  compared 
with  the  sound  side,  but  there  was  some  spasticity ;  no  Koenig  or 
Babinski  signs.  Disturbances  of  sensation  were  present.  Fie  could 
move  the  toes  of  the  left  foot  and  raise  the  left  leg  slightly,  but 
the  rest  of  the  left  side  was  powerless.  Dr.  Ramsey  Hunt  made  a 
hurried   examination,   and   diagnosed   cerebral    embolism.     Lumbar 
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puncture  showed  181  cells  per  c.  mm.  Globulins,  plus ;  Fehlings, 
plus ;  culture,  negative.  Both  the  blood  and  the  spinal  fluid  gave 
a  negative  Wassennann. 

During  the  next  two  days  his  condition  became  increasingly- 
worse.  He  had  severe  headache,  was  restless  and  delirious  at 
times,  and  the  neck  became  stiff.  The  eyegrounds  were  negative. 
A  second  spinal  puncture  showed  111  cells  per  c.  mm. ;  otherwise 
the  same  as  on  the  previous  examination. 

On  February  9,  one  or  two  convulsions  were  recorded,  begin- 
ning with  a  twitching  and  sucking  of  the  lips ;  then  the  left  eye, 
tlien  the  muscles  of  the  face  became  involved,  the  seizure  extend- 
ing to  the  left  side  of  the  body,  the  left  arm  being  held  rigid  dur- 
ing the  convulsion ;  afterwards  it  was  paralyzed. 

The  next  day  there  were  five  convulsions,  each  lasting  ten  to 
thirty-five  minutes.  Sometimes  only  the  face  was  affected  and  at 
other  times  the  whole  body.  The  temperature  was  between  102 
and  103  degrees.  The  stiffness  of  the  neck  continued,  and  during 
the  next  day  (February  14)  the  condition  passed  from  semi-con- 
sciousness to  coma,  with  slight  convulsions.  The  breathing  became 
of  the  Cheyne-Stokes  type,  and  death  occurred  at  noon,  the  tenth 
day  after  the  tonsillectomy.  It  was  not  possible  to  obtain  a  post- 
mortem. 

In  the  absence  of  a  postmortem  only  a  probable  diagnosis  can 
be  made.  The  question  arises  whether  the  indefinite  complaints  for 
weeks  preceding  the  tonsillectomy  were  the  prodromal  symptoms  of 
a  meningitis  which  the  operation  precipitated.  Then  again  the 
hemorrhage  and  cough  during  the  operation  and  the  hemorrhage 
later  might  have  been  the  source  of  an  embolus.  Finally,  the  ex- 
posure on  the  third  day,  with  the  subsequent  frontal,  and  perhaps 
sphenoidal,  sinus  inflammation  may  have  been  the  source  of  an  in- 
fection through  some  open  venous  patliway. 

The  tinding  of  a  negative  spinal  fluid  culture  on  two  occasions 
by  reliable  workers  would  seem  to  rule  out  the  presence  of  a  gen- 
.  eral  meningitis.  An  extremely  probable  diagnosis  seems  to  be  an 
embolism  in  the  motor  area,  septic  or  non-septic  in  type,  probably 
the  former,  sufficient  to  produce  a  left  hemiplegia,  causing  irrita- 
tion in  the  motor  area,  as  shown  by  the  Jacksonian  type  of  con- 
vulsions, and  causing  an  adjacent  localized  meningitis  sufficient  to 
raise  the  cells  in  the  spinal  fluid  without  producing  a  general  menin- 
gitis due  to  any  discoverable  organism. 

fi04  Park  Avenue. 


A  CASE  OF  SEPTICEMIA  WITH  POLYARTHRITIS  AND  PUL- 
MONARY INFARCT  FOLLOWING  TONSILLECTOMY.* 

Dr.  William  A.  Scrutox,  New  York  City. 

The  subject  was  a  maid  about  twenty-eight  years  of  age.  She 
stated  that  notwithstanding  an  appearance  of  one  suffering  with  an 
anemic  condition,  her  general  health  had  always  been  satisfactory, 
save  for  attacks  of  tonsillitis  with  rheumatic  pains  in  various  joints 
when  wintering  in  tlie  Xorth. 

On  a  date,  not  exactly  fixed  in  my  record,  but  which  was  late 
in  January,  1915,  Miss  A.  came  under  my  direction  complaining  of 
stuffy  sensation  and  pain  in  her  left  ear.  She  had  just  been  through 
one  of  her  attacks  of  tonsillitis. 

Examination  of  the  tympanic  membrane  showed  the  usual  evi- 
dence of  an  O.  M.  A.  C. ;  post-nasal  examination  with  the  mirror 
revealed  a  small  fiat  adenoid  growth  and  some  mucus  clinging  to  the 
Eustachian  cushions  on  either  side  :  the  tonsils  were  hypertrophied 
and  contained  an  unusual  multiplicity  of  crypts.  The  left  ear 
showed  moderate  impairment  of  hearing  for  whispered  numbers.  Xo 
other  hearing  tests  were  made. 

Cleansing  of  the  tonsils  and  the  nasopharyngeal  tract  was  under- 
taken and  a  gentle  inflation  of  the  left  eustachian  tube  given ;  re- 
sponse was  entirely  satisfactory.  On  Feb.  5,  the  symptoms  had  sub- 
sided ;  however,  on  inspection  of  the  tympanic  membrane  a  slight 
injection  of  the  \essels  at  the  circumference  and  along  the  handle  of 
the  malleous  was  noted  as  persisting  and  inflation  demonstrated 
some  moisture  in  the  tube.  Having  on  previous  occasions,  in  simi- 
lar cases,  cleared  up  this  terminal  condition  by  means  of  applica- 
tions of  freshly  prepared  twenty  per  cent  arg}-rol  solution  with  the 
Yankauer  cotton  wound  wire.  v\'hich  was  inserted  well  into  the 
isthmus  of  the  Eustachian  tube,  I  determined  to  institute  this  pro- 
cedure in  this  case.  When  Miss  A.  returned  the  next  day,  it  was 
learned  that  pain  had  developed  a  few  hours  after  the  Eustachian 
application  was  made.  The  pain  grew  progressively  worse,  reach- 
ing the  degree  of  agony  during  the  night.  Examination  at  this 
time  showed  a  congested  bulging  tj^mpanic  membrane  with  tender- 
ness present  over  the  region  of  the  mastoid  antrum.  Admission  to 
the  hospital  ward  was  obtained  and  myringotomy  performed  under 
gas.  Xo  pus  was  demonstrated  at  the  time  of  myringotomy  but  a 
culture  of  blood  which  welled  up  from  the  incision  showed  a  pure 
culture  of  streptococcus  hem.olyticus.  The  O.  ]M.  P.  A.  responded 
kindly  to  hot  irrigation  treatment.     The  tympanum  was  pronounced 

*Read  before  the  Xew  York  Academy  of  Medicine,  Section  on  Laryn- 
g-ology   and   Rhinology,   March   22,   1916. 
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normal  within  ten  clays  and  did  not  again  become  a  factor  in  the 
case.  To  this  period,  the  temperature  had  not  at  any  registration 
been  above  100.2. 

Upon  request  of  the  patient,  and  the  occasion  seeming  propitious, 
I  performed  a  tonsillectomy  February  16,  by  means  of  the  Mosely 
snare  under  general  anesthesia.  The  operation  was  cleanly  done 
and  the  throat  at  no  time  thereafter  approached  the  usual  amount 
of  soreness  generally  expected.  In  the  light  of  what  follows,  this  is 
an  important  point  to  bear  in  mind. 

In  the  subsequent  development  of  this  report  time  will  be  reck- 
oned from  the  date  of  the  tonsillectomy  as  the  first  day,  thereby 
simplifying  the  chronological  presentation  of  the  leading  facts  and 
data. 

The  first,  second  and  third  days  w-ere  passed  in  fair  comfort ; 
the  temperature  remaining  between  100  and  101.  On  the  fourth 
day  the  temperature  reached  102  and  there  w'as  complaint  of  severe 
pain  in  the  back.  From  this  day  on  to  the  fourteenth  day  .the  plotted 
temperature  registrations  traced  a  typical  picture  of  low  grade  sepsis. 
On  the  fifteenth  and  sixteenth  days  there  were  sharp  rises  of  tem- 
perature in  the  afternoon  to  103.8  A  lysis  was  then  established 
which  continued  down  to  the  twenty-second  day  when  there  was 
another  sharp  rise  in  temperature  to  about  103.  followed  by  a  lysis 
which  brought  the  plotted  curve  back  to  approximately  fiat  on  the 
twenty-sixth  day. 

Throughout  the  period  just  mentioned,  various  joints  became 
\ery  painful,  not  bearing  pressure  or  movement,  but  there  was  no 
redness  or  noticeable  swelling ;  numerous  blood  counts  averaged 
the  total  leucocytes  at  14,000,  the  polynuclear  nutrophiles  at  7o  per 
cent,  the  erythrocyte  counts  and  the  hemoglobin  estimations  showed 
the  presence  of  a  marked  secondary  anemia.  Urin  analysis  showed 
a  small  amount  of  albumin,  hyalin  and  granular  casts  were  present. 

Blood  cultures  were  taken  as  follows : 

Fourteenth  day,  negative  after  48  hours. 

Twenty-sixth  day,  streptococcus  hemolyticus.  30  colonies  per  C.  C. 

Thirtv  eighth  day,  streptococcus  hemolvticus,  one  colonv  per  two 
C.  C.     '  ' 

On  the  sixteenth  day.  Dr.  Hutton  reported  subcrepitant  rales  over 
the  right  lower  lobe  of  the  lung.  His  previous  examinations  of  the 
chest  had  been  negative  save  for  some  hemic  heart  murmurs.  At 
this  time  the  patient  began  to  complain  of  pain  in  the  right  side 
of  the  chest  and  coughed  frequently  throwing  off  considerable  quan- 
tities of  brown  streaked  tenacious  mucus.  The  chest  examination 
on  the  17th  day  revealed  dullness  over  the  lower  portion  of  the  right 
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lower  lobe  ;  increased  fremetis  ;  diminished  breath  sounds  and  voice  ; 
loud  subcrepitant  rales  only  on  coughing  or  deep  inspiration.  A 
diagnosis  of  .pulmonary  infarct  was  made  and  verified  by  the  sub- 
sequent progress  of  the  chest  condition. 

W  hile  still  weak  the  patient  was  transferred  to  St.  Luke's  Hos- 
pital in  an  ambulance,  for  the  purpose  of  receiving  the  benefit  of 
outdoor  treatment  which  we  were  not.  equipped  to  carry  out.  She 
was  discharged  cured  in  two  weeks.  It  should  have  been  stated 
that  the  transfer  was  made  on  the  fifty-first  day. 

Conclusion:  Having  developed  an  O.  M.  P.  A.  as  a  result  of 
instrumentation  through  an  apparently  clean  field  in  which  there 
lurked  the  streptococcus  hemolyticus,  it  would  seem  to  be  poor 
judgment  to  proceed  with  tonsillectomy  in  so  short  a  lapse  of  time, 
without  first  taking  cultures  of  the  throat,  and  especially  the  tonsil 
crypts.  Cases  such  as  the  one  I  am  reporting  probably  never  would 
occur  if  preliminary  culture  and  cleansing  of  the  tonsil  crypts  with 
suction  and  antiseptic  applications  could  be  instituted  for  a  short 
period  of  time  preceding  operation ;  however,  it  is  impracticable  in 
most  instances  in  private  practice  and  invariably  so  in  public  prac- 
tice. 

I  note  that  the  great  majority  of  streptococcus  hemolyticus  septi- 
cemias with  which  I  have  been  in  personal  contact  during  the  early 
stages,  have  developed  painful  joints  with  no  redness  and  little  or 
no  swelling  and  a  temperature  curve  not  at  all  suggestive.  ]\Iany 
of  the  low  grade  t\'pe  do  not  get  beyond  the  polyarthritis  stage  and 
are  then  considered  cases  of  subacute  articular  rheumatism.  A 
peculiar  feature  is  that  in  all  of  the  cases,  no  matter  how  high  or 
low  the  degree  of  infection,  the  joint  symptoms  respond  to  the 
following  antirheumatic  treatment :  aspirin  grs.  5,  natron  bicarb, 
grs.  10  q.  4  h. ;  application,  with  gentle  friction,  of  oleum  gaultheria 
and  oleum  dulcis  1  :4  followed  by  binding  lightly  in  large  pads 
of  cotton.  I  am  quite  certain  that  most  of  my  colleagues  have 
knowledge  of  cases  in  which  tonsillectomy  was  performed  on  ac- 
count of  a  rheumatic  history,  and  seemed  to  precipitate  an  acute 
articular  attack.  These  are,  I  believe,  cases  of  septicemia ;  the  last 
Hash  from  the  cryptic  foci  of  infection  causing  the  symptomatic 
condition  known  to  the  profession  as   rheumatism. 

All  cases  complaining  of  joint  pains,  however  mild,  and  regard- 
less of  temperature,  following  operations  about  the  throat,  nose  and 
accessory  sinuses  including  the  middle  ear  and  mastoid  process, 
should  have  blood  cultures  taken  at  as  frequent  daily  intervals  as 
the  conditions  prevailing  will  permit  of  drawing  the  required  quan- 
tity of  blood. 

27  East  Fiftv-seventh  Street. 


THE  DIAGNOSIS  OF  SEROUS  LABYRINTHITIS.* 

Dr.  H.  B.  Graham,  San  Francisco. 

The  diagnosis  of  serous  labyrinthitis  is  made  on  the  following 
symptoms :  Succeeding  an  acute  or  chronic  middle  ear  suppura- 
tion, or  after  an  operation  for  the  same,  there  ensue  dizziness  with 
or  without  vomiting ;  nystagmus  to  the  sound  side ;  the  hearing  is 
decreased  to  the  perception  of  a  shout  or  is  lost  entirely,  the  caloric 
and  turning  reactions  are  present  or  may  be  lost,  the  fistula  symp- 
tom is  present.  In  other  words,  we  may,  with  the  exception  of  the 
fistula  symptom,  have  all  the  signs  of  a  diffuse  suppurative  laby- 
rinthitis and  be  unable  to  make  a  diagnosis.  The  life  of  the  patient, 
and  certainly  his  future  ability  to  hear,  may  depend  upon  the  diag- 
nosis ;  it.  therefore,  becomes  very  important  that  a  clear  idea  of  the 
condition  be  acquired  in  order  that  the  emergency  may  be  met. 

In  those  cases  where  we  can  easily  make  a  caloric  test  and  find  it 
present  we  have  a  clear  path ;  but  there  are  times  when  the  placing 
of  even  sterile  water  in  the  ear  after  an  operation  is  a  dangerous 
procedure.  The  dura  may  have  been  lacerated  or  a  sinus  opened : 
there  may  be  a  fistula  in  the  labyrinthine  wall  which  is  depending 
on  a  fibrin  covering  for  protection,  and  we  may  not  care  to  break 
down  the  barriers  against  infections  of  the  dura  or  labyrinth.  Here 
we  must  depend  entirely  upon  our  clinical  acumen  to  tell  us  when 
to  open  the  labyrinth  and  sacrifice  the  patient's  prospects  for  future 
hearing  in  order  to  save  his  life. 

There  are,  then,  two  classes  of  cases  where  we  must  depend 
upon  appearances  to  guide  us  to  the  most  successful  issue,  namely : 
those  cases  in  which  a  diagnosis  may  not  be  made  in  spite  of  our 
functional  tests  (deafness  and  non-reactive  labyrinth),  and  sec- 
ondly, those  where  it  is  inadvisable  to  make  these  tests.  In  either 
case  we  wait  on  the  clinical  course  for  guidance. 

The  dizziness  and  nystagmus  have  set  in  and  the  patient  is 
lying  on  the  sound  side  or  is  comfortable  on  either  side,  if  he  is  not 
compelled  to  move.  As  long  as  there  is  not  any  headache,  as  long 
as  the  fever  ranges  between  98.0°  and  99.0^,  the  pulse  remains 
around  normal,  and  there  is  no  marked  variation  in  the  blood  pic- 
ture, we  are  pretty  safe  in  letting  the  patient  alone.     But  should 

♦Read  before  the  Pacific  Coast  Oto-Ophthalmological  Society  at  Port- 
land,   Oregon,    June    23,    1916. 
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the  temperature  and  pulse  rise  rapidly,  accompanied  by  a  marked 
headache,  and  the  dizziness  take  on  a  stormy  character  with  vomit- 
ing, so  that  the  patient  is  unwilling  to  be  moved  at  all,  the  laby- 
rinth must  be  sacrified  and  drainage  established  even  as  far  as  the 
internal  canal. 

Case  I.  ^Irs.  Z\I.  had  had  a  discharge  from  the  right  ear  all  her 
life.  Two  months  previous  to  her  first  visit  to  me  on  x\ugust  23, 
1915,  she  had  had  a  polyp  removed  from  the  ear,  and  had  been  in 
bed  for  a  couple  of  weeks  following  the  removal  of  the  polyp  on 
account  of  dizziness  and  nausea.  The  dizziness  and  unsteady  gait 
had  remained,  but  in  a  less  degree.  \\'eber  to  the  right.  Rinne 
negative.  Schwabach  indefinite.  Fistula  symptom  positive.  Hearing 
poor  on  the  right  (whisper  and  watch  nil;  spoken  voice  at  four 
yards). 

At  operation  a  cholesteatomatous  mass  was  removed  from  the 
antrum  and  attic ;  there  was  a  fistula  in  the  horizontal  canal.  Fol- 
lowing the  operation  the  patient  was  nauseated,  dizzy,  had  a  ny- 
stagmus to  the  left,  was  totally  deaf,  and  the  temperature  was  100°. 
In  twelve  hours  the  patient  seemed  to  be  somewhat  more  comfort- 
able and  therefore  no  efifort  was  made  to  find  out  if  the  vestibular 
apparatus  were  intact.  For  the  next  three  days  the  temperature 
remained  about  99°,  and  the  nausea  and  dizziness  gradually  sub- 
sided until  on  the  seventh  day  the  nystagmus  and  dizziness  had 
disappeared  and  the  patient  left  the  hospital. 

One  week  later  the  patient,  tested  with  the  noise  apparatus,  was 
apparently  deaf.  The  wound  was  granulating  normally.  Four 
months  later  the  hearing  was  the  same  as  before  the  operation,  and 
two  months  later  she  could  hear  a  whisper  with  the  noise  appa- 
ratus. Recovery  was  uneventful  save  for  the  fact  that  about  four 
months  after  the  operation,  for  a  period  of  two  weeks,  there  was  a 
marked  tenderness  over  the  cerebellar  region,  with  dizziness  and 
errors  in  the  pointing  movements. 

Case  2.  ^Ivi.  de  G.  This  patient  had  complained  of  a  discharge 
from  the  right  ear  for  ten  years,  intermittent  headaches  for  one 
year  which  had  become  constant  in  the  last  two  months,  and  diz- 
ziness for  two  months.  The  Weber  was  to  the  right.  Rinne  nega- 
tive. Schwabach  slightly  short.  Hearing  for  spoken  words  was 
one  yard,  for  whisper  one-half  yard,  and  with  an  air  noise  in  left 
ear  she  could  hear  spoken  words  one  foot.  The  caloric  was  prompt. 
Fistula  symptom  absent.  There  was  a  perforation  in  the  attic  wall 
and  a  slough  filling  the  opening. 
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At  the  operation  the  dura  of  the  posterior  and  middle  fossa  was 
uncovered  for  small  areas.  The  horizontal  canal  eminence  was  in- 
tact and  the  stapes  region  normal. 

After  the  operation  there  was  a  pronounced  nystagmus  to  the 
right,  that  is,  toward  the  operated  ear,  for  five  days.  Patient  was 
deaf  on  this  side.  Temperature  from  99°  to  100°.  No  vomiting- 
Slight  headache.  Twenty- four  hours  after  the  operation  the  band- 
ages were  saturated  with  serum,  and  the  packing  of  iodoform 
gauze  was  removed  on  the  third  day  under  the  supposition  that  the 
iodoform  might  be  producing  an  irritation.  The  cavity  of  the  mid- 
dle ear  would  fill  with  fluid  as  fast  as  it  could  be  mopped  out ;  this 
lasted  for  a  week  or  ten  days  and  at  no  time  could  I  ascertain 
where  it  was  coming  from.  I  assume  that  it  was  cerebrospinal 
fluid.  Rigid  asepsis  was  observed  and  no  attempt  made  to  find  out 
if  the  vestibular  apparatus  were  intact,  therefore  a  positive  diag- 
nosis could  not  be  made. 

One  month  later  the  patient  was  apparently  deaf  in  the  right  ear 
and  was  dizzy  at  times  for  short  periods.  Two  months  after  the 
operation  there  was  no  dizziness ;  the  patient  heard  spoken  words 
at  room  distance  and  a  whisper  at  three  yards,  with  a  noise  appa- 
ratus she  heard  spoken  words  at  one  yard. 

I  assume  that  there  was  a  serous  labyrinthitis  in  this  case,  al- 
though the  path  of  infection  I  am  not  prepared  to  give,  neither  can  I 
explain  why  the  nystagmus  was  persistently  toward  the  operated 
ear.  That  I  was  justified  in  making  no  attempt  to  reach  an  accur- 
ate diagnosis  is  amply  shown  by  the  result  obtained.  Cases  like 
this  do  arise,  when  we  must  stand  ready  to  operate  upon  the  laby- 
rinth should  the  symptoms  increase  instead  of  decrease ;  but  cau- 
tion should  certainly  be  used  in  our  investigation  lest  w^e  remove 
our  barriers  and  turn  a  harmless  case  into  a  suppurative  laby- 
rinthitis or  meningitis. 

200  Post  Street. 
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NASAL  REFRACTURE. 

Dr.  L.  Lr.  Stanley,  San  Quentin,  Cal. 

In  almost  any  fistic  encounter  the  nose  is  the  most  accessible 
point  of  attack,  and  as  a  result  it  may  be  injured  to  greater  or  less 
degree  according  to  the  force  of  the  impact.  In  some  cases  the 
blow  is  not  si^fficient  to  fracture  the  nasal  process  of  the  superior 
maxilla  or  the  nasal  bones,  but  there  is  force  enough  to  dislocate, 
distort  and  bend  the  cartilage  of  the  septum,  the  vomer  and  eth- 


^^ 


Fig.    7.  Fig.   la. 

moid  SO  that  there  will  result  a  permanent  nasal  obstruction. 

In  other  cases  the  bones  are  broken  and  the  nose  is  deformed, 
the  bridge  being  turned  either  to  the  right  or  left.  If  this  con- 
dition is  soon  recognized  after  the  accident  and  the  fracture  is 
reduced,  there  may  be  no  permanent  deformity ;  but  without  at- 
tention the  result  will  be  disfiguring. 

An  examination  of  the  prisoners  sent  to  the  California  State 
Prison  at  San  Quentin  reveals  the  fact  that  14.5  per  cent  have 
deflected  septa,  and  5.8  per  cent  have  noses  which,  on  account  of 
some  injury,  are  not  straight,  but  inclined  to  one  side.  Some  have 
a  combination  of  both  conditions. 

The  submucous  resection  is  a  valuable  procedure  for  the  de- 
flected septum,   and  usually  good  breathing  space   is   provided  by 
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this  means.  There  are  several  methods  described  for  straight- 
ening the  nose  to  produce  good  cosmetic  results,  but  for  the  most 
part  these  operations  are  long,  painful,  tedious,  and  in  some  cases 
deforming  and  not  altogether  satisfactory. 

Not  having  had  good  results  with  the  ordinary  methods  for 
straightening  noses,  another  plan  was  devised.  It  is  believed  that 
to  refracture  a  nose,  very  little  more  force  is  required  than  that 
which  is  used  in  the  first  place  to  produce  the  original  break,  and 
if  this  force  is  applied  at  the  right  place  less  force  is  required, 
and  less  damage  will  be  done  to  the  structures  involved.  The 
method  of  procedure  is  as  follows: 


After  preliminary  preparation,  the  patient  is  placed  on  the  op- 
erating table  and  given  a  very  quick  ether  anesthetic.  As  soon  as 
the  patient  is  relaxed,  the  operator  places  against  the  convex  side 
of  the  nose,  a  round  piece  of  wood,  or  butTt'er.  six  inches  long 
and  one  inch  in  diameter.  The  end  placed  against  the  nose  is 
heavily  padded. 

Then  with  several  strokes  of  a  mallet  against  this  butter,  each 
stroke  being  progressively  heavier,  the  nose  is  re  fractured  and  is 
quickly  set  in  proper  position.  There  is  usually  some  ecchymosis 
following  very  soon,  but  by  holding  the  nose  firmly  with  the  thumb 
and  finger,  undue  swelling  is  prevented. 
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As  soon  as  the  nose  is  in  proper  position,  the  nasal  cavity  is 
quickly  packed  with  strips  of  narrow  bandages,  previously  boiled 
in  petrolatum.  This  is  packed  in  rather  tightly,  and  soon  the  bleed- 
ing from  the  nose  is  stopped. 

By  this  time  the  patient  will  have  emerged  from  the  anesthetic, 
and  will.be  able  to  co-operate  by  expectorating  any  blood  which 
may  have  run  down  his  throat. 

When  the  internasal  packing  is  in,  pieces  of  gauze,  cut  to  fit 
over  the  nose,  onto  the  cheeks,  and  up  to  the  forehead,  are  sat- 
urated with  liquid  collodion.     These  pieces  are  then  placed  over  the 
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nose  in  succeeding  layers,  each  one  being  allowed  to  harden  by 
means  of  a  current  of  air  which  evaporates  the  ether.  In  a  short 
time  the  splint  is  dry  and  the  nose  is  held  in  normal  position.  On 
the  second  day  the  internasal  packing  is  removed,  and  on  the 
fourth   or  fifth   day  the  collodion  gauze   splint   is  taken   ofif. 

The  nose  is  usually  found  to  be  straight  and  able  to  functionate 
better  than  before.  It  may  be  necessary  to  do  a  submucous  re- 
section subsequently.  There  is  usually  a  "black  eye"  which  per- 
sists  for  several   days.     The   results   have   been   satisfactorv. 


AN  IMPROVED  AURAL  CURETTE. 

Dr.  J.  A.  Hagemann,  Pittsburgh,   Pa. 

The  "ear-scoops"  suppHed  in  the  ordinary  aural  instrument  cases 
are  practically  identical  with  those  contained  in  the  old  Gross  pocket 
case.  Anyone  who  has  attempted  to  use  one  of  them  through  the 
lumen  of  an  aural  speculum  is  in  position  to  appreciate  the  advan- 
tages of  the  herewith  illustrated  instrument,  which  can  be  utilized 
either  as  an  aural  spoon  or  for  curettage.  The  angle  at  which  the 
spoon  is  set  lends  great  advantage. 

The  usual  aural  hook  is  simply  a  slender  rod  bent  at  a  right 
angle  near  the  extremity.  This  one  has  the  short  bent  portion  curved 
falciform,  in  manner  to  correspond  with  an  arc  of  the  external 
auditory  canal.  Where  a  bean  or  similar  globular  object  obturates 
the  canal,  one  may,  by  employing  a  lubricant,  and  closely  hugging 
the  meatal  wall,  slip  the  hook  past  the  foreign  body,  and  then,  by 


giving  the  instrument  a  quarter  turn,  place  the  curved  angular  tip 
in  such  position  that  its  withdrawal  will  bring  out  the  intruder. 
The  advantage  of  the  curved  over  the  straight  hook  is  twofold :  it 
permits  a  longer  hook  and  can  be  inserted  with  less  probability  of 
causing  trauma. 

That  the  prick  of  a  pin  is  more  startling  than  an  accidental  cut 
from  a  sharp  edge  of  a  piece  of  broken  glass  is  familiar.  The  ap- 
plication of  this  axiom  suggested  the  devising  of  a  tympanum  per- 
forator having  a  keen-edged  distal  end.  Even  when  a  local  anes- 
thetic is  employed  the  incision  with  the  sharp  pointed  bistoury  is 
often  lancinating.  The  glide  obtainable  with  this  knife  implies  an 
advantageously  longer  incision,  a  feat  which  cannot  be  unerringly 
accomplished  with  the  time-honored  instrument,  because  the  patient 
gives  the  usual  start  as  soon  as  the  point  touches  the  membrane. 

All  three  instruments  have  identical,  long,  slender  shanks,  which 
permit  the  hand  being  kept  out  of  the  line  of  vision,  afford  ample 
leverage  and  grant  the  best  conditions  for  graceful  manipulation. 
They  were  made  for  the  writer  by  Feick  Brothers  Co..  of  this  city. 

Highland  Building. 
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THE  RESPONSIBILITY  AND  NON-SUCCESS  IN  NASO- 
PHARYNGEAL SURGERY.* 

Dr.  James  E.  Reeder,  Sioux  City,  Iowa. 

No  doubt  but  what  you  all  have  had  this  statement  put  before 
you :  "Doctor,  my  child  was  operated  upon  about  six  months  ago  for 
the  removal  of  his  adenoids  and  tonsils,  but  we  have  failed  to  see 
any  benefit  from  it.  We  were  informed  that  he  would  discontinue 
to  breathe  through  his  mouth  and  his  hearing  would  be  much  im- 
proved.    What  have  you  to  say  about  it?" 

Concisely — you  have  failed  to  make  a  thorough  examination,  or 
the  patient  has  been  operated  upon  by  one  who  is  not  versed  in 
rhinology  as  he  should  be.  For,  as  you  know,  these  little  patients 
frequently  have  a  marked  hypertrophic  rhinitis  and  should  receive, 
if  possible,  both  before  and  after  operation,  a  course  in  treatment 
of  the  iodin-potassium  iodid  glycerin  solutions  or  at  the  time  of 
operation  one  of  the  several  submucous  operations  to  shrink  down 
the  erectile  tissue  of  the  inferior  turbinate,  without  sacrificing  any 
of  the  mucosa. 

You  hear  of  just  such  results  as  I  have  related  much  more  fre- 
quent now  than  two  or  three  years  ago.  What  does  it  mean?  It 
means  that  an  operation  which  has  far-reaching  benefits  when  indi- 
cated and  properly  carried  out,  is  being  rapidly  placed  in  disrepute 
with  the  laity. 

And  it  is  all  due  to  the  fact  that  there  is  not  enough  stress  ap- 
plied to  the  importance  of  our  operations.  Why  such  a  state  of 
afifairs  exists  it  is  hard  to  understand,  unless  through  fear  the  sur- 
geon may  lose  his  patient,  he  tries  to  impress  him  it  is  a  small  thing 
and  very  little  danger  connected  with  it.  This  is  a  gross  mistake,  for 
it  prompts  inferior  and  less  qualified  men  to  do  this  work,  which 
frequently  ends  disastrously. 

How  easy  it  appears  of  performance  to  see  a  successful  cataract 
extraction,  but  the  following. seven  days  is  often  more  trying  and 
the  brilliancy  of  the  operation  shorn  of  results  by  improper  after 
care. 

Just  how  urgent  the  removal  of  an  hypertrophy  or  the  correction 
of  a  deflected  septum  should  be,  I  think  our  conscience  is  called 
in  to  play  an  important  role. 

*Read  before  the  Northwestern  Ophthalmological,  Laryng-olosical, 
Rhinological   and   Otological    Society,   at   Omaha,   Neb.,    June    8,    1916. 
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It  is  not  always  the  question  of  an  immediate  improvement  or 
benefit  a  patient  is  looking  forward  to,  but  how  much  harm  is  going 
to  result  if  immediate  attention  is  not  given. 

You  have  all  had  cases  where  you  insisted  it  was  dangerous  to 
life  not  to  have  immediate  attention,  but  your  patient  has  survived 
to  continuously  remind  you  of  your  error. 

I  had  a  distressing  experience  about  six  months  ago.  I  was 
called  to  do  a  parencentesis  in  an  acute  otitis.  Patient  seemed  to 
be  doing  nicely  for  about  two  weeks,  when  the  discharge  suddenly 
increased.  There  was  slight  tenderness  over  the  tip  of  the  mas- 
toid, which  continued  for  about  eight  days.  A  skiagram  was 
taken  which  proved  positive ;  there  was  a  slight  drooping  of  the 
posterior  superior  canal  wall.  I  advised  a  mastoidectomy  ;  patient 
refused;. the  patient  is  in  excellent  health  to-day,  and  T  am  anything 
but  a  gentleman. 

If  the  removal  of  a  tonsil  is  such  an  easy  matter,  why  do  we  see 
so  many  bad  results?  I  am  sure  there  is  not  a  member  of  this 
society  that  will  not  agree  with  me  that  a  tonsillectomy  is  a  difficult 
procedure.  Aetius,  writing  in  the  early  part  of  the  sixth  centur}^, 
was  the  first  to  object  to  the  complete  removal  of  the  tonsils.  Quot- 
ing in  his  language:  "Those  who  extirpate  the  entire  tonsil  re- 
move at  the  same  time  structures  which  are  perfectly  healthy  and  in 
this  way  also  give  rise  to  serious  hemorrhage."  Yet  the  importance 
attached  to  a  proper  tonsillectomy  is  often  spoken  of  by  the  laymen 
and  general  practitioners  as  of  little  consequence  and  easy  of  per- 
formance. 

But  frequently  we  see  patients  who  have  not  been  benefited  and 
often  much  worse  than  previous  to  the  operation.  A  deformed 
palate,  a  dry  throat,  post-nasal  stenosis,  cicatrices,  tonsil  tissue 
buried  under  fibrous  bands,  all  this  we  encounter  following  ton- 
sillectomy. 

I  believe  many  of  the  bad  results  are  due  to  incomplete  anes- 
thesia, which  is,  indeed,  an  important  item  in  such  a  difficult  and 
often  trying  operation.  I  believe  there  would  be  fewer  deaths  from 
hemorrhage  if  a  nurse  who  has  had  special  training  along  this  line 
should  always  watch  the  patient  while  coming  out  of  the  anes- 
thetic. 

I  do  not  want  to  be  misconstrued  in  the  foregoing  as  being  criti- 
cal, but  I  would  like  to  see  our  specialty  placed  upon  a  much  higher 
plane  than  it  is.  which  can  be  done  by  preventing  the  untrained 
from  assuming  responsibilities  of  special  work,  just  as  the  non- 
graduate  can  no  longer  practice  general  medicine. 
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SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTIOX    OX    LARTXGOLOGY     VXD    RHIXOLOGY. 

May  2.',,  1916. 

Dr.  Henry  L.  Lyxah,  Chairman. 
Osteomyelitis   of  the    Sinuses  of   the    Nose   Complicating    Scarlet    Fever. 
Dr.  Hexry  L.  Lyxah. 
(To  'be  irablished  in  a  subsequent  issue  of  The  LaryxgoscopeJ 

Case  of  Frontal  Sinusitis  with  Orbital  Fistula.  Dr.  Fraxcis  White,  for 
Dr.  Harmox  Smith. 

Joseph  D.,  a  young  lad,  gave  a  history  of  having  had  grippe  four  months 
ago,  preceded  by  a  slight  discharge  from  the  nose;  two  days  later  he  had 
a  swelling  in  the  median  line.  After  two  or  three  days  this  swelling 
extended  down  under  the  left  eye,  and  shortly  after  that  it  passed  to 
the  other  side  and  closed  that  eye.  During  that  time  the  swelling  did 
not  vary  much  in  size.  Two  weeks  ago,  a  discharge  appeared  on  the 
upper  lid  of  the  left  side,  and  the  child  was  admitted  to  the  Manhattan 
Eye,  Ear,  and  Throat  Hospital.  The  x-ray  showed  the  following:  "Granu- 
lations or  pus  in  the  frontal  sinus.  Ethmoids  clear.  Thick  membrane  in 
right  antrum.  Peculiar-looking  roughness  at  anterior  wall  of  the  frontal 
sinus,  externally.     Suspicious  of  specific  condition." 

The  patient  was  put  upon  increasing  doses  of  K.  I.,  and  has  taken  20 
drops  t.  i.  d.,  and  under  this  treatment  has  improved  markedly.  He  has 
had  no  nasal  treatment  whatever. 

Wassermann,  negative. 

DISCUSSIOX. 

Dr.  Ard  said  that  he  had  a  similar  case  under  his  care  at  the  present 
time.  Some  time  ago  the  patient  had  consulted  his  family  physician  for 
a  swelling  under  the  right  eyebrow.  This  w^as  incised  and  a  fistula  re- 
mained. When  Dr.  Ard  saw  the  case  a  probe  could  be  passed  into  a 
cavity  that  was  apparently  the  frontal  sinus.  An  x-ray  was  taken  and 
from  the  appearance  of  the  plate,  Dr.  Dixon  doubted  the  presence  of  a 
frontal  sinus.  The  anterior  end  of  the  middle  turbinate  was  removed 
and  the  nasal  duct  enlarged;  after  that  the  discharge  lessened  and  on  two 
occasions  the  fistula  closed,  only  to  reopen.  An  external  operation  was 
decided  upon  and  the  usual  incision  made.  On  cutting  down  over  the 
frontal  sinus  a  large  sequestrum , of  bone  was  found  and  removed;  the 
frontal  sinus  was  present  and  packed  with  granulation.  After  thorough 
curretting  the  wound  was  sewed  up  except  the  lower  angle  where  a  small 
wick  of  gauze  was  placed.  A  free  opening  was  found  from  the  frontal 
sinus  into  the  nose.  Convalescence  has  been  uneventful  and  the  wound 
is  now  practically  well. 

Bilateral  Polypoid  Hemangioma  of  the  Nasal  Septum.  Dr.  J.  G.  Caixisox. 

(Published  in  the  present  issue  of  The  I^aryxgo.scope.J 
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Correction  of  Nasal  Deformity. Dr.  L.  M.  Hurd. 
The  patient,  a  boy,  was  presented  to  show  what  can  be  accomplished  by 
a  little  patience.  He  was  first  seen  by  Dr.  Hurd  in.  October,  1915,  having 
had  a  button  in  his  nose,  followed  by  a  loss  of  the  lateral  and  other 
internal  cartilage;  two  years  before,  he  had  had  paraffin  injected  into 
the  nose  and  the  paraffin  had  become  lumped  up.  Dr.  Hurd  attempted  to 
do  a  rib  transplantation,  but  the  second  day  a  haematoma  developed, 
which  became  infected  and  filled  with  pus.  At  first  Dr.  Hurd  thought  he 
would  try  to  take  out  the  bone  graft,  but  concluded  to  let  it  alone  and 
treated  it  with  bismuth  paste,  and  persisted  in  this  treatment  until  the 
end  of  February,  when  a  sequestrum  was  removed.  The  x-ray  showed  a 
perfectly  good  piece  of  bone  in  place.  In  March,  the  wound  was  well  and 
perfectly  dry.  Unfortunately,  the  x-ray  picture  had  been  mislaid.  The 
boy  when  first  seen  had  a  perfect  saddle  nose,  and  the  condition  now  Is 
much  better  than  before  the  operation.  The  bone  can  be  felt  in  place, 
distinctly.  It  was  altogether  a  matter  of  patience  and  the  use  of  bismuth 
paste. 

Presentation  of  Specimens — Naso-pliaryngeal  Fibroma;  Epithelioma  of 
the  Tonsil;    Osteo-sarcoma  of  the   Lower  Jaw.  Dk.  L.  M.  HrRD. 

The  epithelioma  of  the  tonsil  occurred  in  a  man,  aged  60  years,  other- 
wise perfectly  healthy;  he  had  not  noticed  any  trouble  up  to  two  months 
before  he  came  under  observation,  when  he  felt  some  pain  and  inter- 
ference with  swallowing  and  breathing. 

The  fibroma  of  the  naso-pharynx  occurred  in  a  boy  15  years  of  age. 
One  year  before  there  had  been  a  removal  by  a  physician  in  the  West, 
but  the  condition  promptly  recurred,  and  in  February  he  was  referred 
to  Dr.  Hurd,  who  removed  the  growth  by  divulsion.  There  was  very 
little  hemorrhage.  The  packing  was  removed  the  next  day,  February  16, 
and  on  February  21  the  boy  went  home.  The  growth  had  invaded  the 
sphenoids  and  the  right  nares.  The  pressure  had  caused  absorption  of  a 
great  part  of  the  sphenoidal  walls.  These  growths  are  hard  and  tough, 
and  difficult  to  get  out.  Both  nares  were  threaded  with  a  string,  to 
which  tampons  were  attached,  so  that  if  severe  hemorrhage  occurred 
they  could  be  pulled  up  and  used  to  plug  the  apex;  but  they  did  not  have 
to  be  used  for  this  purpose  and  were  taken  out  the  next  day  without  any 
hemorrhage. 

The  patient  who  had  the  osteo-sarcoma  of  the  lower  jaw  came  to  the 
Xose  and  Throat  Hospital  on  September  2,  with  the  history  of  having 
had  a  lower  tooth  removed,  but  that  the  area  had  not  healed.  The  dental 
surgeon  at  the  hospital  had  a  radiograph  made,  and  as  a  white  area 
showed  there,  he  thought  that  the  man  had  a  cyst  of  the  jaw.  On  October 
10  they  curetted  out  what  they  thought  was  a  cyst,  but  it  continued  to 
grow,  and  when  Dr.  Hurd  saw  the  case  in  consultation  there  was  a 
mass  running  doAvn  below  the  jaw  as  large  as  half  an  orange.  The  patient 
was  seventy  years  old  and  not  in  very  good  condition,  so  he  was  operated 
upon  under  local  anesthesia.  He  was  given  U  grain  of  morphine  and 
gr.  1-100  hyoscine,  one  an  hour  before  the  operation;  and  after  he  was 
on  the  operating  table  the  third  branch  of  the  trigeminus  was  injected 
at  the  foramen  ovale  and  the  cervical  nerves  along  transverse  processes, 
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also  the  edge  and  base  of  the  tongue.  The  man  was  perfectly  awake,  but 
was  a  little  drowsy.  The  incision  was  made,  the  external  carotid  ligated 
and  the  glands  of  the  neck  removed,  as  well  as  the  left  half  of  the  lower 
jaw.  The  man  had  no  feeling  at  all  during  the  operation.  The  only 
thing  he  objected  to  was  when  something  was  held  in  his  mouth.  When 
the  packing  was  taken  out  the  next  day,  he  gave  a  good  loud  yell,  show- 
ing that  if  he  had  been  hurt  during  the  operation  he  would  have  made 
it  known. 

DISCUSSION. 

Dr.  Abi!ah.\m  said  that  he  had  had  a  case  similar  to  that  presented  by 
Dr.  Hurd — a  tertiary  case,  operated  upon  last  September.  Wassermann 
test  Avas  postive,  and  the  patient  was  treated  for  syphilis  with  salvarsan, 
receiving  five  or  six  injections;  after  getting  two  or  three  negative  tests, 
it  was  decided  to  operate.  A  piece  of  the  rib  was  placed  in  the  nose  for 
the  saddleback  deformity.  Since  October  to  the  present  time  there  has 
been  a  fistula,  and  by  probing  one  could  readily  detect  the  free  bone. 
An  x-ray  also  showed  the  free  bone.  With  a  curette,  the  tract  was  en- 
tered, and  a  sequestrum  similar  to  that  shown  by  Dr.  Hurd  was  re- 
moved.    Another  x-ray  would   be   taken  later. 

Dr.  FAtxKXEB  said  that  he  had  had  some  experience  in  the  injection 
of  the  nerve  for  trifacial  neuralgia,  and  had  so  treated  a  great  many 
cases  which  he  intended  to  report  later.  The  difficulty  is  to  get  within 
the  sheath  of  the  nerve.  In  using  alcohol,  he  puts  in  the  needle  and 
injects  a  drop  or  two  of  1  per  cent  cocaine,  and  gets  almost  immediate 
anesthesia;  but  unless  the  anesthesia  is  almost  immediate  he  does  not 
consider  that  he  is  in  the  nerve  sheath. 

By  working  on  the  cadaver  he  can  usually  get  in  the  sheath  of  the 
nerve  but  if  he  stops  work  on  the  cadaver  he  cannot  do  it. 

He  had  learned  some  things  very  definitely — alcohol  injection  is  no 
good  unless  you  inject  it  within  the  sheath  of  the  nerve.  For  this  pur- 
pose he  employs  a  special  needle  with  a  very  abrupt  bevel,  and  unless 
he  succeeds  in  getting  almost  immediate  anesthesia  with  the  cocaine, 
he  does  not  inject  the  alcohol,  but  tries  it  on  another  occasion.  Some- 
times one  may  not  succeeed  till  he  has  tried  several  tissues.  He  has 
not  had  a  single  case  of  recurrence  where  he  did  get  into  the  sheath 
of  the  nerve.  Experience  in  these  cases  extends  over  a  period  of  three 
years.  One  patient  had  had  three  alcohol  injections,  and  said  that 
the  injection  Dr.  Faulkner  made  was  different  from  the  others  he  had 
had  before.  As  they  had  not  produced  any  numbness  of  his  second  and 
third  divisions  from  the  two  injections  he  had  absolute  anesthesia  in 
the  region.  They  sometimes  complain  of  the  numbness  for  some  time 
but  usually  seem  to  forget  about  it  after  a  while. 

Primary  Epithelioma  of  the  Frontal  Sinus;  Report  of  Two  Cases.    Dr.  D.  S. 

DOXTGHEKTT. 

(Publislied  in  the  present  issue  of  The  Laby:xgoscope.J 

The  Treatment  of  Frontal   Sinus  Suppuration.    Dr.  Howard  A.  Lothrop, 
of  Boston  (by  invitation). 

(Published  in  the  present  issue  of  The  Laryngoscope.; 
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DISCUSSION. 

Dr.  Ross  H.  Skii.lkkx  (Philadelphia)  said  that  as  the  Chairman  had 
remarked,  it  was  most  unusual  and  most  interesting  to  hear  the  ob- 
servations of  a  general  surgeon  upon  one  of  the  specialties  of  the  Section, 
speaking  from  the  general  surgical  standpoint;  but  that  it  was  very 
difficult  for  the  specialist  to  discuss  such  an  operation  as  presented  by 
Dr.  Lothrop,  for  the  simple  reason  that  they  look  upon  it  from  an  entirely 
different  standpoint. 

Dr.  Lothrop  would  get  these  cases  as  a  general  surgean,  iti  extremis, 
so  far  as  the  general  pathological  condition  was  concerned,  whereas  the 
specialist  sees  the  case  from  the  beginning — from  the  first  catarrhal  condi- 
tion, the  first  headache,  etc.  Therefore  to  discuss  the  subjects  against 
each  other  was  difficult. 

As  he  understood  it,  the  object  of  the  operation  was  to  make  as  large  a 
communication  with  (he  nose  as  possible, — in  other  words.  Dr.  Lothrop's 
remarks  dealt  almost  entirely  with  the  anterior  superior  nasal  spine,  the 
triangular  portion  of  the  bone  up  there;  he  takes  away  that  process,  thus 
enlarging  the  frontal  sinus.  It  did  not  seem  as  though  Dr.  Lothrop  was 
familiar  with  the  work  of  one  of  our  German  confreres,  Halle,  who  endo- 
nasally  does  the  same  operation  by  means  of  a  simple  rasp  until  he  can 
make  a  sufficient  opening,  and  then,  by  means  of  a  burr,  cuts  from  above 
downward  and  from  in  front  backward — making  the  opening  as  much  as 
possible  through  the  nose. 

So  far  as  the  value  of  the  operation  was  concerned,  Dr.  Skillern  said 
that  it  had  been  his  experience  that  it  was  not  necessary  in  all  these 
frontal  sinus  cases  to  make  as  large  an  opening  as  possible.  In  the  first 
place,  the  cases  may  be  divided  into  two  great  groups:  those  that  will 
get  well  by  aeration  and  drainage,  and  those  that  will  not.  Those  that 
will  get  well  by  aeration  and  drainage  are  those  where  there  has  not 
been  much  pathological  change,  so  that  a  moderate  amount  of  aeration 
and  drainage  will  bring  about  a  cure.  On  the  other  hand,  where  there 
are  many  pathological  changes,  it  will  not  be  cured  by  drainage,  even 
if  the  opening  is  made  as  big  as  the  thumb.  As  for  curing  a  mucosa 
that  has  some  pathological  condition,  unless  the  pathologically  changed 
tissue  is  removed,  the  sinus  will  not  recover. 

Dr.  Lothrop  had  said  that  our  surgery  must  be  more  or  less  blind 
surgery,  when  we  do  this  work  through  the  nose.  Dr.  Skillern  said 
that  he  would  be  very  sorry  indeed  if  laryngologists  and  rhlnologists 
had  to  admit  that  the  surgery  they  do  up  there  is  blind  surgery.  They 
could  see  pretty  well  what  they  are  doing,  and  he  felt  compelled  to 
take  exception  to  that  particular  remark. 

He  could  not  exactly  appreciate  the  object  of  opening  up  both  sinuses, 
and  he  did  not  see  at  all  why  it  was  necessary  to  make  such  a  large 
opening  that  it  necessitated  taking  away  so  much  of  the  septa  of  the 
nose.  If  drainage  is  going  to  prove  suflftcient,  as  much  as  was  necessary 
could  be  done  from  one  side.  If  it  is  not  going  to  work,  it  made  no 
difference  how  big  the  opening  was.  In  his  opinion  it  was  advisable  to 
conserve  as  much  in  that  region  as  possible. 

He  also  took  exception  to  Dr.  Lothrop's  statement  regarding  the 
value    of    irrigation.       There    was    no    man    present    who    had    rtot    seen 
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directly  the  value  of  irrigation.  Many  had  had  patients  who  had  been 
treated  by  others  ineffectually,  and  had  cured  them  by  two  or  three 
irrigations.  Of  course,  however,  where  pathological  changes  are  pres- 
ent, irrigation  is  not  going  to  do  any  good — neither  will  drainage  or 
aeration;   the  pathological  changes  must  be  removed  to  establish  a  cure. 

The  usual  endeavor  of  frontal  sinus  operations  is  to  obliterate  the 
cavity,  and  this  is  done  by  most  surgeons.  Sramaylenko  showed  on 
dogs  that  when  he  removed  the  frontal  sinus  and  closed  up  the  cavity 
the  sinus  became  totally  obliterated  by  new  tissue.  Dr.  Skillern  said 
that  in  two  or  three  instances  he  had  had  occasion  to  re-open  the  sinus, 
only  to  find  that  the  cavity  was  obliterated;  consequently  he  believed 
that  all  sinuses  that  are  operated  upon  radically  tend  to  grow  smaller 
and  obliterate  themselves. 

As  far  as  the  external  operation  is  concerned,  we  are  getting  away 
from  it  more  and  more  all  the  time,  for  intranasal  work  is  curing  most 
of  our  patients.  We  have  drawn  our  lines  pretty  tight,  and  have  now 
only  three  indications  for  external  operation:  (1)  when  we  have  done 
the  intranasal  operation  and  the  patient  continues  to  suffer;  (2)  when 
there  are  such  conditions  present  as  external  fistulae  formation,  or 
(3)  threatened  cerebral  and  orbital  complications. 

As  far  as  fistulae  after  the  Killian  operation  was  concerned,  he  had 
never  seen  one  follow.  He  had  done  many  Killian  operations,  and 
while  he  had  seen  diplopia  and  other  bad  conditions, — in  one  instance 
a  death  from  meningitis — he  had  never  had  a  fistula  formation  follow. 
He  had,  however,  operated  on  a  number  of  fistula  cases  following  other 
operations  on  the  sinus,  with  complete  cure  of  the  fistula.  Dr.  Lothrop 
had  said  that  this  part  of  the  antero-superior  nasal  spine  was 
the  part  to  be  removed.  Dr.  Skillern  said  that  knowing  that  Dr.  Lothrop 
would  bring  some  specimens  of  this,  he  also  had  brought  several,  show- 
ing verj'  small  nasal  spines  and  some  with  practically  none  at  all;  a 
rasp  getting  into  any  of  these  would  open  it  up  almost  as  well  as  an 
operation  devised  to  take  away  the  spine  itself.  In  every  one  of  these 
cases  if  the  patient  had  frontal  sinusitis,  aeration  and  dramage  could 
be  secured  by  the  intra-nasal  method  as  well  as  the  method  shown  by 
Dr.  Lothrop.  He  goes  in  from  above  downward;  why  cannot  we  go 
in  from  below  upward  and  do  the  same  thing  without  injuring  the 
external  plate  and  without  destroying  the  septum  and  other  parts  that 
might  be  injured?  While  this  method  is  unquestionably  effective,  it 
would  seem  that  at  this  time  less  extensive  surgery  would  be  indicated 
in  most  of  the  cases  of  chronic  frofftal  sinusitis  that  come  to  the  hands 
of  the  rhinologist. 

Dr.  Hukd  said  that  he  hardly  felt  qualified  to  discuss  the  paper  for 
he  had  never  seen  the  operation  or  its  results.  Dr.  Lothrop  performed 
a  more  extensive  operation  than  the  rhinologists  do  through  the  nose 
—a  Halle  operation.  In  discussing  the  matter  one  should  take  into 
consideration  the  number  of  cases  that  need  an  external  operation. 
Probably  not  more  than  .5  per  cent  of  the  cases  of  frontal  sinusitis 
need  more  than  simple  treatment— taking  out  the  middle  turbinate 
and  anterior  cells  and  enlarging  the  astium  frontalis.  A  certain  per- 
centage, hov.ever,  abotit  five  per  cent,  do  not  get  well  with  an  operation 
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like  that.  One  ouglit  to  be  able  to  differentiate  the  cases  that  need  an 
external  operation  right  there  and  then.  Most  of  them  are  complica- 
tions that  arise  from  the  ethmoid  as  well  as  the  frontal  sinus. 

Dr.  Hurd  said  that  he  disagreed  with  Dr.  Lothrop  about  the  size  of 
the  opening,  and  did  not  feel  that  the  doctor's  opening  was  large 
enough  to  investigate  the  frontal  convolutions;  the  Killian  operation 
gave  a  better  one  for  that — it  gives  a  view  of  the  entire  frontal  wall 
of  the  sinus  and  the  ethmoidal  labyrinth  where  most  of  the  complica- 
tions arise,  and  if  we  do  this  Dr.  Lothrop's  (?)  operation  we  miss  the 
main  point  we  are  after.  That  there  is  a  great  deal  of  technique  in 
the  Killian  operation,  of  course.  Deformity?  Yes.  In  a  deep,  high 
sinus  there  is  considerable  deformity;  but  if  the  technique  is  good,  in 
a  small  or  medium-sized  sinus,  the  deformity  is  nil.  The  results  are 
usually  good.  There  is  the  one  drawback,  that  there  may  remain  a 
spot  that  does  not  become  obliterated  before  it  closes  up — behind  the 
bridge,  the  point  that  Dr.  Lothrop  was  bringing  out,  where  it  bridges 
across   with   fibrous   tissue.      That   will    occur   sometimes. 

One  point  of  advantage  which  Dr.  Lothrop's  operation  possessed  over 
the  Killian  operation  was  that  the  cell  would  sometimes  appear  in  the 
crista  galli  or  very  near  it.  Dr.  Hurd  said  that  he  himself  had  missed  it 
several  times  and  had  had  to  go  back  after  it. 

De.  Lathrop:  Go  back  after  it  and  see  it  because  you  are  going  by  a 
different  route. 

Dr.  Lothrop  takes  down  tlie  septum  and  opens  the  other  sinus;  he  takes 
down  some  of  the  nasal  septum;  and  had  reported  cases  without  any  bad 
results.  Dr.  Hurd  said  that  he  considered  a  septal  abscess  as  a  very 
serious  condition;  if  a  chondritis  occurs  the  patient  is  liable  to  lose  all 
the  nasal  cartilage  and  have  a  fiat  nose. 

The  point  of  irrigation:  After  the  frontal  sinus  is  opened,  the  case 
will  get  well,  irrigation  or  no  irrigation;  drainage  is  established  in  the 
thickened  tissue,  irrigation  will  not  do  any  good;  bismuth  paste  will  some- 
times be  effective,  but  not  irrigations.     (Demonstration  on  board.) 

At  times  he  had  found  that  a  cannula  passed  up  through  the  tissue  has 
caused  a  bloody  tract,  and  near  there  there  was  pus  under  pressure. 

Dr.  Coffin  said  that  he  had  been  especially  interested  in  hearing  Dr. 
Lothrop's  paper  as  he  had  felt  indebted  to  him  ever  since  receiving  his 
reprint  descriptive  of  the  operation  discussed  by  him  to-night  and  had 
many  times  thought  of  expressing  his  appreciation  to  Dr.  Lothrop  but  had 
procrastinated  and  was  now  glad  for  this  opportunity.  He  then  cited  a 
case,  that  of  a  lady,  upon  whom  he  had  operated  seven  times  for  involve- 
ment of  the  frontal  sinus  and  recurrences.  At  each  recurrence  a  fistula 
occurred  which  would  not  heal  until  radical  measures  were  resorted  to. 
"Washes  through  and  through  from  within  outward  and  from  without  in- 
ward had  no  effect.  There  was  in  the  case  a  specific  element.  The  original 
operation  had  been  after  the  Ogston  method  except  that  the  wound  was 
kept  open  and  packed,  which  resulted,  as  it  always  does,  in  a  considerable 
contraction,  adventitious  pockets  and  frequent  recurrences.  The  night 
previous  to  the  last  operation,  Dr.  Lothrop's  reprint  came  to  hand  and  • 
Dr.  Cofiin  recognized  in  this  operation  what  would  probably  bring  perma- 
nent relief  to  his  patient.  The  operation  was  done  and  now  one  can  enter 
the  operated  sinus  from  either  nostril  and  no  further  trouble  is  antici- 
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pated.  In  passing,  Dr.  Coffin  stated  that  his  patient  had  an  aortic  in- 
sufficiency and  a  blood-pressure  of  230.  Oil-ether  anesthesia  was  admin- 
istered rectally  by  Dr.  Gwathmey  with  most  gratifying  results.  Dr.  Coffin 
expressed  the  opinion  that  Dr.  Lothrop's  operation  was  ideal  in  all  cases  in 
which  sufficient  drainage  from  the  diseased  frontal  could  not  be  established 
nor  maintained  unilaterally  and  further  that  it  was  a  sufficient  operation 
for  the  relief  of  an  independently  diseased  frontal  of  small  size  and  smooth 
interior;  he  could  not  see,  however,  that  it  could  be  sufficient,  as  Dr. 
Lothrop  had  described  it  with  an  incision  one  inch  in  length  not  crossing 
the  supra-orbital  notch,  in  those  cases  having  practically  multiple  sinuses 
one  one  side  which  extended  perhaps  to  quite  the  external  angle  of  the 
eye. 

Dr.  Coffin  called  attention  to  Dr.  Lothrop's  criticisms  of  the  Killian 
operation,  that  there  followed  a  contraction  on  the  side  of  the  nose 
over  the  opening  into  the  ethmoidal  tract;  this  Dr.  Coffin  said  he  wished 
to  contradict  and  this  he  did  in  the  light  of  his  own  experience  and  in  the 
presence  of  many  men  who  for  a  number  of  years  had  been  doing  the 
Killian  operation.  As  to  cosmetic  results  follo^\^ng  the  Killian  operation, 
Dr.  Coffin  agreed  with  Dr.  Hurd  that  unless  the  frontal  sinus  was  con- 
siderably broad  and  deep,  there  was  but  slight  deformity  and  practically 
no  scarring  along  the  line  of  incision,  at  least  not  sufficiently  marked  to 
be  detected  at  ordinary  tete-a-tete  distances.  The  frontal  sinus  is  usually 
associatedly  diseased,  especially  with  the  ethmoids  and  the  operation  to 
be  done  in  any  particular  case  depends  entirely  upon  what  one  wishes  to 
accomplish — whether  simply  the  relief  of  pain — the  stoppage  of  discharge 
or  possibly  the  elimination  of  danger  to  the  brain  or  eye.  Of  course,  when 
the  above  condition  prevails,  that  is  associated  disease,  one  doing  the 
operation  advised  by  Dr.  Lothrop  must  needs  follow  it  by  an  intranasal 
operation  for  the  excentration  of  the  ethmoid  and  sphenoid.  This,  to  Dr. 
Coffin,  seemed  a  foolish  procedure,  inasmuch  as  thorough  excentration  of 
ethmoids  is  better  done  through  an  external  opening  and  with  less  danger 
to  the  patient.  Dr.  Coffin  considered  the  Killian  operation  the  operation  of 
choice  in  all  cases  of  pan  sinusitis.  The  operation  for  pan  sinusitis  is 
frequently  spoken  of  as  a  frontal  sinus  operation.  The  operator  having 
in  mind  at  the  same  time  the  fact  that  he  means  the  operation  on  several 
sinuses. 

Dr.  Coffin  asked  Dr.  Lothrop  what  he  would  do  in  those  cases  having 
but  one  frontal  sinus. 

Dn.  Myles  said  that  Dr.  Lothrop's  operation  supplied  something  that  had 
long  been  wanted.  Many  years  ago  he  himself  had  tried  by  an  external 
operation  to  remove  that  part  of  the  nasal  process  of  the  superior  maxil- 
lary bone  which  forms  the  floor  of  the  frontal  sinus,  and  obtained  some 
fair  results,  but  it  did  not  appeal  to.him  as  being  a  perfected  operation  and 
he  dropped  it.  What  Dr.  Lothrop  had  said  about  the  removal  of  the  bones 
beneath  the  orbital  ridge  in  the  Killian  operation  was  true.  The  peri- 
orbital tissues  contracted  toward  the  nasal  septum  and  cribriform  plate 
and  prevented  drainage  from  any  unobliterated  area.  It  would  seem,  if 
no  extensive  inflammation  on  the  septum  or  in  the  crista  gallin  or  cribri- 
form plate  regions  followed,  that  Dr.  Lothrop  had  offered  a  valuable  opera- 
tion for  the  removal  of  obstruction  and  the  drainage  of  the  two  sinuses, 
in  apparently  hopeless  antral  cases  we  may  remove  the  wall  and  secure 
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proper  drainage  without  curettage,  and  often  a  very  remarkable  change 
will  take  place.     We  should  expect  the  same  in  frontal  sinus  cases. 

One  of  the  aims  of  Dr.  Lothrop's  operation  was  to  remedy  diseased  condi- 
tions where  other  operations  had  failed,  such  as  the  Killian  and  intra-nasal 
operation,  and  the  doctor  had  shown  a  remarkable  record  of  recoveries. 

Du.  Y.x.XKAUKR  said  that  he  had  had  no  experience  with  this  particular 
operation,  and  could  only  report  his  experience  with  Halle's  operation. 
He  had  made  a  set  of  burrs  corresponding  to  those  described  by  Halle, 
and  had  done  the  operation  described  by  him  three  times — twice  on  one 
patient  and  once  on  another.  Unfortunately,  all  these  cases  had  been 
operated  upon  intranasally,  and  it  was  impossible  to  make  Halle's  flap  in 
the  outer  nasal  wall  so  thai  the  opening  finally  contracted  and  left  the 
drainage  very  inadequate.  With  the  Halle  burrs,  as  with  other  instru- 
ments, he  had  found  it  practically  impossible  in  the  large  majority  of  cases 
to  make  a  straight  opening  into  the  frontal  sinus  without  coming  out  in 
the  angle  of  the  eye.  If  this  operation  proved  to  be  as  feasible  as  it 
appeared  to  be  in  the  specimens  which  Dr.  Lothrop  had  presented,  it  would 
be  a  great  gain  in  many  instances. 

He  doubted,  however,  whether  Dr.  Lothrop  was  correct  in  stating  that 
it  was  harmless  to  open  the  opposite  frontal  sinus.  Dr.  Yankauer  said 
that  he  had  seen  many  sinuses  that  Avere  wide  open,  where  the  drainage 
was  full  and  adequate,  in  which  infection  continued.  Many  of  the  or- 
ganisms which  infect  the  sinuses  burrow  down  deep  under  the  mucous 
membrane,  and  once  they  get  under  the  surface  it  is  very  difficult  to  get 
rid  of  them,  and  they  will  do  that  often,  whether  or  not  there  is  drainage. 

However,  one  should  be  guided  by  practical  experience  rather  than  by 
theoretical  considerations,  and  Dr.  Lothrop's  record  of  thirty  cases  was 
a  very  remarkable  one  and  should  induce  others  to  follow  his  advice 
and  try  this  operation. 

The  mechanical  difBculties  of  performing  the  operation  were  greater, 
however,  than  would  be  realized  at  first.  As  Dr.  Myles  had  said,  the 
bone  in  that  neighborhood  was  very  hard;  in  old,  chronic  cases  there 
might  be  some  softening,  but  usually  it  was  like  a  piece  of  ivory,  and 
it  would  take  a  long  time  to  file  through  it  with  rasps.  He  would  like  to 
know  how  long  it  took  Dr.  Lothrop  to  get  through.  In  using  the  Halle 
burr  himself,  with  a  very  rapid  motor,  he  had  found  that  it  required 
a  little  time  to  get  through  this  very  dense,  hard  bone:  it  was  difficult 
to  do  it,  although  the  burrs  worked  very  well  on  dry  bone  outside. 

Di:.  LoTHKOP  (closing  the  discussion)  said  he  would  endeavor  to  cover 
the  points  in  the  order  in  which  they  were  suggested.  In  the  first  place, 
the  majority  of  cases  that  he  had  operated  upon  had  undergone  previous 
operations,  although  in  a  number  of  instances  his  operation  had  been 
the  first  external  one  performed.  He  believed  his  operation  was  indi- 
cated in  everj'  instance  where  any  external  operation  was  necessary.  He 
did  not  consider  his  operation  a  destructive,  but  a  conservative  one  and, 
at  the  same  time,  more  radical  than  any  of  the  other  types  of  operation. 
There  is  really  less  destruction  of  bone  than  in  the  Killian  operation 
and  a  minimum  of  soft  part  injury,  particularly  when  compared  with 
the  Killian.  He  recalled  two  cases,  one  of  which  was  operated  by  his 
method  and  the  other  by  the  Killian  technic.     In  the  first  instance,  there 
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was  practically  no  soft  part  swelling  and  the  patient  left  the  hospital  in 
a  few  days.  The  second  case  was  confined  for  several  weeks  because 
of  sepsis  in  the  soft  parts  about  the  wound.  After  the  sinus  has  been 
opened,  whatever  is  found  wrong  with  the  mucous  membrane  must, 
naturally,  be  treated  just  as  you  would  treat  polyps,  granulation  tissue, 
necrosed  bone,  etc.,  in  any  region.  This  is  done,  of  course,  at  the  time  of 
the  original  operation.  It  is  perfectly  obvious  that  when  one  depends 
upon  the  internal  route  the  cavity  of  the  sinus  cannot  be  explored  or 
properly  treated  in  the  presence  of  the  above  complications. 

When  he  spoke  of  a  "blind  operation,"  he  did  not  wish  to  be  misunder- 
stood as  saying  that  this  special  Section  or  that  any  of  the  special  sur- 
geons were  doing  blind  work,  but  that  any  operation  performed  on  a  part 
where  you  cannot  see  just  what  your  instrument  is  doing,  is  working  in 
the  dark  to  a  certain  extent,  no  matter  w^ho  the  operator  may  be  and  in 
that  sense  the  technic  cannot  be  so  well  carried  out. 

The  cases  of  failure  after  any  operation,  whether  intra-  or  extra-nasal, 
that  he  had  seen  had  been  relieved  when  the  drainage  was  made  efficient 
by  whatever  method.  He  felt  that  the  underlying  cause  of  failure  in  any 
operation  was  due  either  to  the  fact  that  there  was  so  much  obstruction 
in  the  vicinity  of  the  ostium  frontale  that  the  exudate  could  not  escape 
or  because  there  were  pathological  conditions  within  the  sinus  which 
required  treatment.  All  cases  of  persisting  external  fistula  are  due  to 
obstruction  between  their  opening  and  the  nasal  cavity  and  this  is  usually 
in  the  vicinity  of  the  ostium  frontale.  If  you  leave  a  sinus  full  of  polyps 
the  symptoms  will  continue  until  the  polyps  are  removed.  If  you  fail 
to  remove  all  of  them  at  the  first  operation  the  chances  are  that  those 
remaining  will  increase  in  size  and  others  appear  just  as  within  the 
nasal  cavity.  In  such  cases  the  mucosa  should  be  carefully  and  thor- 
oughly curetted.  In  his  series  of  cases  the  only  one  that  required  a  sec- 
ond operation  was  just  such  a  case.  At  the  second  operation  the  sinus 
was  found  filled  with  polyps  and  after  this  second  procedure,  which  in- 
cluded careful  curetting,  there  was  no  subsequent  trouble. 

Dr.  Skillern  was  right  when  he  said  that  in  time  frontal  sinuses  tend 
to  become  obliterated.  He  himself  had  observed  this  frequently  but,  if 
the  sinus  is  large,  obliteration  does  not  entirely  take  place.  In  all  cases 
it  is  only  the  angles  and  narrow  borders  which  become  filled  up  wuth 
permanent  scar  tissue,  depending  in  a  measure  upon  the  distance  between 
the  various  walls  of  the  sinus.  The  larger  portion  toward  the  iiner 
aspect  of  the  sinus  persists.  Dr.  Skillern  said  that  he  could  see  v.hat 
he  \vas  doing  in  the  intra-nasal  operation  by  intra-nasal  inspection.  Dr. 
Lothrop  said  that  such  was  not  his  experience.  He  said  that  he  never 
could  observe  from  within  the  region  where  he  removed  the  dense  bony 
ring  anterior  to  the  ostium  frontale — that  this  region  was  accessible  only 
to  curved  drills  and  rasps  as  carried  out  in  his  operation.  Dr.  Skillern 
had  spoken  of  the  removal  of  the  portion  of  bone  in  the  middle  line  and 
indicated  that  it  was  generally  thin,  showing  specimens,  and  intimated 
that  Dr.  Lothrop  had  selected  specimens  which  happened  to  contain  mon- 
dense  boue.  Dr.  Lothrop  said  that  he  referred  to  the  thick  bony  mass 
forming  the  upper  ends  of  the  nasal  bones  and  nasal  process  of  the  su- 
perior maxilla  and,  in  every  instance,  these  possess  considerable  thickness 
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and  their  location  is  not  only  in  the  middle  line  but  they  extend  well 
around  in  front  and  laterally.  He  indicated  that  this  was  the  chief 
feature  in  his  operation. 

In  two  instances  he  had  seen  small  abscesses  in  the  septum  which 
cleared  up  very  rapidly  after  a  small  incision  was  made.  In  his  operation 
the  portion  of  the  septum  of  the  nose  removed  had  to  do  with  the  middle 
plate  of  the  ethmoid  and  did  not  go  so  low  as  the  triangular  cartilage. 
Hence,  Dr.  Skillern  is  probably  wrong  in  attributing  the  abscess  to  lowered 
vitality  of  injured  cartilage.  On  the  other  hand,  no  one  hesitates  for  a 
moment  to  do  a  submucous  resection  which  always  involves  cartilage 
injury.  He  believed  it  was  reasonably  easy  to  exenterate  the  necessary 
amount  of  turbinate  body  according  to  the  cells  involved  and  at  the  same 
time  carry  out  this  procedure  with  reasonable  safety.  He  usually  employs 
the  method  suggested  by  Dr.  Mosher  and  had  done  this  in  a  number  of 
cases  in  his  series  where  the  ethmoidal  cells  were  involved  as  well  as  the 
frontal  sinus.  He  had  also  at  the  same  time  in  other  instances  removed 
the  nasal  wall  between  the  antrum  and  the  nasal  fossa  below  the  inferior 
turbinate  in  cases  where  the  antrum  acted  as  a  reservoir. 

Dr.  Coffin  had  spoken  of  multiple  sinuses.  That  was  new  to  him.  He 
had  always  understood  that  there  were  never  more  than  two  sinuses  and 
that  sometimes  only  one  is  in  evidence  as  a  true  sinus,  the  opposite  side 
being  represented  by  small  ethmoid  cells.  On  the  other  hand,  one  often 
finds  incomplete  septa  more  or  less  subdividing  either  sinus  but  never 
producing  isolation.  Such  experience  was  based  on  the  observation  of 
about  1,000  specimens  at  the  Harvard  Medical  School. 

Dr.  Lothrop  believed  one  great  advantage  of  removing  the  floor  of 
the  two  sinuses,  in  addition  to  obtaining  the  extra  room,  was  the  fact 
that  on  the  well  side  there  was  healthy  mucous  membrane  ready  to 
epidermize  the  diseased  side.  In  no  case  of  his  series  was  there  any 
complication  resulting  from  making  use  of  the  healthy  side. 

Dr.  Lothrop  said  he  was  not  familiar  with  the  Halle  operation,  which 
he  understands  is  an  intra-nasal  effort  to  m.ake  a  large  opening  on  one 
side  including  the  turning  up  of  flaps  to  epidermize  the  area  injured. 
He  was  rather  skeptical  as  to  the  possibility  of  carrying  out  such  technic 
by  turning  flaps  successfully.  On  the  other  hand,  these  flaps  being  of 
soft  parts  would  tend  to  obstruct  the  opening  and  thereby  make  nar- 
rower just  the  region  where  one  was  striving  to  obtain  all  the  room  pos- 
sible. In  performing  the  Halle  operation,  if  bone  was  removed  near  the 
median  line,  he  thought  quite  often  the  other  sinus  would  be  opened, 
sometimes  unbeknown  to  the  operator. 

Bacteria  are  much  more  virulent  and  produce  more  injury  when  under 
tension;  consequently,  if  there  is  free  drainage,  resolution  follows  rap- 
idly. He  had  known  of  one  or  two  exploratory  operations  performed  by 
others  where  infection  followed  because  of  the  retention  of  blood  clot  in 
the  sinus. 

Dr.  Coffin  asked  whether  or  not  Dr.  Lothrop  would  find  himself 
handicapped  in  one  of  these  cases  where  there  was  only  one  sinus. 
Dr.  Lothrop  replied  in  the  negative,  saying  that  previous  examination 
by  x-ray  and  otherwise  would  furnish  sufficient  advance  evidence  as 
to  the  number,  size  and  situation  of  the  sinuses. 
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that  they   are  contributed  exclusively  to  The  Laryngoscope./ 


SURGERY  OF  THE  TEMPOROMANDIBULAR  ARTICULATION.^^ 

Dr.  Iv.  W.  De:an  and  Dr.  W.  F.  Boiler,  Iowa  City,  Iowa. 

The  proximity  of  the  temporomandibular  joint  to  the  middle  and 
external  ear  makes  it  of  particular  interest  to  the  otologist.  The 
fact  that  it  is  so  frequently  involved  in  diseases  of  the  tonsils  and 
of  the  peritonsillar  structures  and  in  dento-alveolitis  makes  it  of 
great  importance  to  the  laryngologist. 

It  is  not  unusual  for  patients  to  come  complaining  of  sore  throat 
with  a  disturbance  of  occlusion  and  feeling  that  the  whole  trouble 
is  in  the  throat,  when  an  x-ray  picture  of  the  temporomandibular 
joint  will  show  a  collection  of  fluid  between  the  condyle  and  the 
socket.  This  condition  may  be  secondary  to  a  throat  lesion  or  the 
result  of  a  focus  of  infection  in  some  other  part  of  the  body.  In 
our  experience  the  patient  usually  refers  the  trouble  to  the  ear; 
but  the  x-ray  pictures  in  the  presence  of  an  apparently  normal  ear, 
demonstrate  the  trouble  to  be  in  the  temporomandibular  joint. 

It  is  not  our  intention  to  review  the  surger}'  of  the  temporomandi- 
bular joint.  Murphy  and  Kreuscher^  have  recently  published  a 
comprehensive  review  of  the  matter  and  we  anticipate  you  are 
familiar  with  this  report.  Following  such  a  comprehensive  and 
exhaustive  treatment  of  the  subject  it  would  be  a  waste  of  your 
time  to  again  have  the  matter  reviewed.  Consequently,  we  are  go- 
ing to  confine  the  paper  to  a  report  of  several  cases  with  trouble 
in  the  temporomandibular  joint  which  we  have  had  during  the  past 
year  and  which  have  presented  some  very  unusual  features. 

♦Read  before  the  American  Academy  of  Ophthalmology  and  Oto- 
Laryngology,   Memphis,   Tenn.,   Dec.    11,   1916. 
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Case  I.  A  case  of  bilateral  complete  true  bony  ankylosis  of  the 
temporomandibular  articulation  which  was  either  congenital  or  ac- 
quired immediately  after  birth. 

The  case  which  we  have  to  report  was  one  of  both  true  and  false 
ankylosis,  in  that  there  was  an  osseous  ankylosis  of  the  joint  itself, 
the  true  ankylosis,  and  in  addition  to  this  cicatricial  tissue  between 
the  neck  and  ramus  of  the  bone  and  the  surrounding  tissues  and 
between  the  coronoid  process,  the  zygoma  and  the  neighboring 
structures,  producing  a  false  ankylosis.  In  our  experience  almost 
every  case  of  true  ankylosis  has  associated  with  it  a  false  ankylosis. 

The  condition  in  which  the  mandible  cannot  be  moved  apart 
from  the  maxilla  a  normal  distance  is  known  as  ankylosis.  Brophy- 
quotes  Blair's  statistics  and  states  that  they  are  in  accordance  with 
his  own  observations.  In  his  series  trauma  was  the  most  common 
single  cause.  Nearly  50  per  cent  of  all  cases  were  due  to  this 
factor.  A  blow  or  a  fall  on  the  chin  was  the  most  frequent  single 
trauma.  He  places  scarlatina  as  the  second  factor  causing  anky- 
losis. Suppuration  following  this  disease  accounts  for  about  20 
per  cent  of  the  cases.  The  following  diseases  play  a  part  in  the 
order  named :  Otitis  media,  dento-alveolar  abscess,  typhoid  fever, 
pneumonia,  measles,  variola,  diphtheria  and  rheumatoid  arthritis. 

So-called  congenital  temporomandibular  ankylosis  is  very  un- 
usual, also  that  due  to  trauma  at  birth  or  during  delivery.  The 
prevalence  of  ankylosis  of  the  mandible  during  childhood  appears 
logical  when  we  consider  that  accidents  and  many  of  the  infec- 
tious diseases  to  which  it  is  due  are  more  prevalent  during  the 
early  period  of  life. 

Ankylosis  of  the  joint  may  appear  soon  after  the  trauma  or 
many  months  later. 

The  obstetrical  forceps  may  cause  fracture  of  the  base  of  the 
cranium  or  of  the  mandible  near  the  joint  in  the  new-born  and  anky- 
losis may  follow.  Such  cases  may  be  mistaken  for  congenital 
ankylosis  of  the  mandible. 

A.  E.  White,  female,  six  years  of  age.  Referred  by  Dr.  J-  D- 
Cantwell,  of  Davenport,  Iowa. 

Entrance  complaint :     Lower  jaw  trouble. 

The  child  has  had  the  mandible  retracted  since  birth  and  has 
never  been  able  to  open  the  mouth  at  any  time  more  than  one- 
eighth  of  an  inch.  Early  in  life  the  child  was  not  able  to  nurse 
properly,  and  the  mother  attempted  to  force  the  mouth  open  by 
using  her  finger  as  a  wedge.     In  this  she  was  not  successful. 


DEAN    AND   boiler:    TEMPOROMANDIBULAR   ARTICULATION.         67 

The  mother  was  a  bleeder  and  during  the  birth  of  the  two  pre- 
ceding children,  she  had  had  a  great  deal  of  trouble,  and  at  the  last 
delivery,  almost  died.  During  the  delivery  of  the  child  under  con- 
sideration, owing  to  very  poor  heart  action  and  very  little  strength 
and  after  prolonged  labor,  it  was  necessary  to  apply  forceps. 

The  attending  physician  discovered  the  ankylosis  right  after  birth. 
He  examined  the  child  at  the  time  of  birth  and  his  impression  at 
that  time  was  that  the  trouble  was  a  congenital  affair.  During  the 
first  eight  months  of  the  child's  life  she  cried  almost  continuously. 
She  had  mumps  when  four  years  of  age,  and  measles  at  five. 

Bxaminat'ion:  Mandible  retracted  and  ankylosed.  Amount  of 
movement  of  mandible  enough  to  clear  the  teeth  about  one-eighth  of 
an  inch.  The  child  throughout  her  life  has  never  been  able  to 
insert  even  the  tip  of  the  tongue  between  the  incisor  teeth.  The 
angles  of  the  jaw  are  laterally  very  prominent  and  there  are  deep 
indentations  inferiorly  just  anterior  to  the  angles.  The  mandible 
is  very  poorly  developed  and  there  is  an  overhanging  bite  of  fully 
three-fourths  of  an  inch. 

The  skull,  bones  of  the  face  and  superior  maxilla  are  well  de- 
veloped. 

The  teeth  are  reported  upon  as  follows  by  Dr.  Fenton :  "Upper 
lateral  temporary  incisors  not  present.  Radiographs  show  perma- 
nent lateral  incisors  in  alveolar  process.  Upper  temporar}-  right 
and  left  cuspids  badly  decayed  with  pulps  dead.  Lower  left  tempo- 
rary lateral  not  present." 

X-ray  examination  of  the  mandible:  Unfortunately  prints  from 
these  x-ray  plates  do  not  show  the  changes  well.  These  can  only 
be  seen  properly  by  a  stereoscopic  examination. 

Right  mandible:  Body  very  thin,  so  much  so  that  anteriorly 
there  is  only  a  paper  plate  of  bone  between  the  unerupted  teeth 
and  the  margin  of  the  jaw.  The  coronoid  process  appears  with 
the  apex  above  the  upper  margin  of  the  zygoma.  In  front  of  the 
angle  of  the  jaw,  the  body  is  bent  obliquely  downward.  Just  in 
front  of  the  angle  is  the  first  permanent  molar ;  above  it  high  up  in 
the  ramus,  really  in  the  body  of  the  coronoid  process,  is  the  second 
molar  bud.  The  condyle  seems  to  be  crushed,  the  top  is  blunt  and 
in  the  socket.  The  eminentia  articularis  which  can  hardly  be  seen 
is  apparently  flattened. 

Left  mandible:  Appearance  of  body,  ramus  and  coronoid  pro- 
cess the  same  as  the  right.  The  condyle  seems  fractured,  pushed 
down  and  back,  being  higher  and  further  back  than  normal.  Con- 
dyle fits  into  a  square  socket. 
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Diagnosis:  Fracture  of  the  neck  of  the  condyle  with  crushing 
of  the  condyle  on  each  side.  Fracture  of  the  angle  on  each  side 
with  mandibular  bilateral  true  bony  ankylosis. 

Operation:  Resection  of  the  neck  of  the  condyle  following  the 
procedure  as  described  by  Murphy  in  1902,  with  resection  of  the 
coronoid  process  of  the  left  mandible.  Under  ether  anesthesia,  the 
joint  was  exposed  by  making  an  incision  one  and  one-eighth  inches 
long  beginning  just  in  front  of  the  ear  and  extending  along  the 
superior  border  of  the  zygoma.  From  tlie  anterior  end  of  this  in- 
cision a  short  incision  about  one-half  an  inch  long  was  made  up- 
ward and  forward  so  as  to  avoid  injuring  the  temporal  and 
orbicular  branches  of  the  facial  nerve.  At  the  posterior  end  of  the 
incision  a  second  incision  perpendicular  to  the  first,  about  two 
inches  long  was  made.  The  edges  of  the  wound  were  drawn  down- 
ward, the  lower  lip  being  displaced  down  below  the  lower  border 
of  the  zygoma.  The  tissues  were  displaced  downward  until  the 
neck  of  the  condyle  was  exposed.  The  skin  and  the  tissues  in  the 
lower  part  of  the  w^ound  could  be  tightly  retracted  using  a  blunt 
retractor  without  injuring  in  the  least  the  facial  nerve.  The  articu- 
lation was  fully  exposed  and  no  evidence  of  a  joint  could  be  dis- 
covered, the  head  of  the  mandible  seeming  to  fuse  with  the  socket 
in  the  temporal  bone.  Using  a  w^edge  between  the  jaws  to  tell 
when  there  was  any  loosening  of  the  joint,  the  neck  of  the  condyle 
was  attacked  with  chisel  and  hammer.  A  v-shaped  groove  was 
chiselled  across  the  neck  and  pieces  of  bone  removed  with  small 
rongeurs.  This  was  continued  until  the  wedge  indicated  that  the 
bone  was  divided.  The  wedge  was  used  by  Dr.  Fenton.  It  was 
especially  constructed  of  very  dense  wood  and  was  used  by  him 
as  a  pry  to  tell  when  we  had  a  movable  mandible.  When  the  man- 
dible was  loosened,  using  rongeurs,  the  condyle  and  the  upper 
part  of  the  neck  were  removed.  No  protector  was  used  for  the 
internal  maxillary  artery ;  none  seemed  to  be  necessary.  The  small 
vessels  were  ligated  and  the  hemorrhage  controlled  with  hot  water 
and  adrenalin. 

The  next  step  was  the  preparation  of  the  fascial  flap.  The  tri- 
angular flap  of  skin  outlined  by  the  incision  was  elevated.  A 
U-shaped  flap  of  fascia  and  muscle  one  and  one-half  inches  wide 
and  two  and  one-half  inches  long  having  its  base  at  the  upper  mar- 
gin of  the  zygoma  was  elevated  from  the  surface  of  the  temporal 
muscle.  The  flap  was  freed  from  above  downward ;  it  was  left 
attached  to  the  zygoma,  folded  down  into  the  wound,  the  lower 
end  being  tucked  down  underneath  the  upper  margin  of  the  ramus 
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of  the  mandible.  The  flap  was  held  in  position  by  means  of  two 
catgut  sutures,  one  placed  at  the  anterior-inferior  angle,  and  one  at 
the  posterior-inferior  angle  of  the  flap.  The  coronoid  process 
which  was  underneath  the  zygoma  was  found  bound  tightly  to  the 
zygoma  and  it  was  exsected  before  the  flap  was  placed  in  position. 
The  jaws  were  now  widely  separated  by  Dr.  Fenton,  using  a 
wedge  and  a  plastic  gutta  percha  wedge  was  placed  between  the 
teeth  of  the  right  side  and  fixed  in  position.  This  was  done  to 
prevent  the  upper  end  of  the  ramus  of  the  jaw  from  pressing  the 
flap  and  causing  necrosis.  The  skin  wound  was  closed,  tincture  of 
iodin  applied  to  the  wound  and  no  other  dressing  was  used.  This 
operation  was  performed  on  August  6,  1916. 

On  August  23,  1916,  a  similar  operation  was  performed  upon 
the  left  side.  So  far  as  we  could  determine  there  was  no  in- 
volvement of  any  of  the  branches  of  the  facial  nerve  following 
either  operation. 

About  three  weeks  following  the  operation  upon  the  right  side 
there  was  some  infection  underneath  the  skin  on  that  side.  The 
skin  was  incised  and  a  very  slight  amount  of  pus  escaped. 

The  healing  of  the  left  side  was  uneventful.  Following  the  op- 
eration upon  the  left  side  the  teeth  were  held  apart  about  one  and 
one-half  inches  by  the  two  gutta  percha  wedges  which  Dr.  Fenton 
had  placed,  one  on  the  right,  and  one  on  the  left  side. 

It  was  interesting  to  watch  the  little  child  He  in  bed,  protrude 
her  tongue,  draw  it  in  and  protrude  it  again.  It  was  an  amusing 
thing  to  the  child  because  she  had  never  been  able  to  even  insert 
the  tongue  between  the  teeth.  The  mother  said  she  had  never 
seen  the  child's  tongue  before. 

On  August  30,  1916,  that  is  one  week  following  the  operation 
upon  the  left  side.  Dr.  Fenton  removed  the  two  wedges  of  gutta 
percha  from  between  the  teeth.  At  this  time  the  patient  could 
move  the  jaw  nicely,  so  as  to  open  the  mouth  one  and  one-half  cms. 
The  mouth  could  be  shut  tightly.  The  jaws  could  be  closed  so  that 
the  occlusion  was  fairly  good.  At  this  time  Dr.  Fenton  began 
daily  passive  exercises,  using  a  wedge  to  pry  the  mouth  open.  These 
exercises  were  continued  for  two  months,  being  given  daily.  At 
this  time  the  patient  went  home.  The  patient  could  open  and  close 
the  mouth  finely.  The  opening  was  about  two-thirds  that  of  the 
normal. 

In  connection  with  the  operation  for  ankylosis  of  the  temporo- 
mandibular articulation  we  would  like  to  make  one  point,  namely, 
always  make  the  fascial  flap  much  longer  than  it  seems  necessary  in 
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order  that  it  may  be  tucked  down  in  the  wound  without  any  tension 
on  its  attachment  to  the  zygoma. 

Case  2.  Ununited  fracture  of  the  body  of  the  mandible  on  the 
right  side  anterior  to  the  angle.  Healed  fracture  of  the  neck  on 
the  left  side  n'ith  true  bony  ankylosis. 

H.  L.,  white,  male,  fifty  years  of  age,  came  under  our  observa- 
tion on  August  22,  l!»l(i,  because  of  ununited  fracture  of  the  right 
side  of  the  mandible  with  inability  to  move  the  mandible. 

On  April  23,  1!»16,  the  patient  was  kicked  upon  the  right  side 
of  the  lower  jaw  by  a  horse.  There  was  a  comminuted  fracture 
anterior  to  the  angle.     This  was  wired  at  the  time. 

Examination  showed  that  the  fractured  ends  of  the  bone  on  the 
right  side  were  widely  separated.  The  posterior  fragment  ex- 
tended laterally  beyond  the  anterior.  There  was  nothing  about  the 
fracture  to  suggest  why  the  left  side  of  the  mandible  was  immobile 
and  why  the  jaw  was  kept  in  the  open  position.  Inquiry  failed  to 
reveal  any  history  of  injury  on  the  left  side. 

X-ray  examination:  Right  side,  fluid  in  the  temporomandibular 
socket.  The  margins  of  the  fragments  were  widely  separated.  Left 
side,  an  old   fracture  of  the  neck  was  discovered. 

With  this  patient  we  felt  that  we  had  to  deal  with  a  very  diffi- 
cult problem  indeed.  This  patient  had  come  to  us  because  of  an 
ununited  fracture  on  the  right  side.  In  order  to  get  a  good  result 
here  we  felt  that  it  was  necessary  to  bring  the  parts  in  apposition, 
hold  them  there  by  some  appliance,  keep  the  mandible  at  rest  until 
healing  took  place. 

We  had  discovered  also  a  bony  true  ankylosis  on  the  left  side. 
In  order  to  get  a  good  result  here  we  thought  it  would  be  neces- 
sary to  exsect  the  condyle,  make  a  fascial  flap  and  then  exercise 
by  passive  motion  this  new  joint  for  a  number  of  weeks.  The 
matter  was  explained  to  the  patient  and  we  advised,  first,  the  cor- 
rection of  the  ankylosed  joint.  This  to  be  followed  weeks  later, 
if  necessary,  by  a  correction  of  the  ununited  fracture. 

The  operation  previously  described  was  performed  upon  the  left 
side.  One  week  later,  the  exercise  of  the  mandible  with  the  wedge 
was  begun. 

One  week  following  the  operation  when  the  gutta  percha  was 
taken  out,  the  patient  had  good  occlusion.  The  motion  of  the  man- 
dible was  a  little  over  one-half  inch.  The  passive  motion  was 
continued  for  five  minutes  daily  and  continued  for  three  or  four 
weeks,  at  the  end  of  which  time  the  patient  could  open  and  close 
his  mouth  in  a  normal  manner. 
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Following  the  exsection  of  the  neck  on  the  left  side  the  pieces 
at  the  point  of  the  old  fracture  were  brought  in  fairly  good  appo- 
sition. Much  to  our  surprise  without  any  operative  procedure  or 
appliance  being  applied  to  the  point  of  fracture  and  with  the  daily 
passive  exercises  in  order  to  get  motion  of  the  joint,  the  ununited 
fracture  healed,  giving  the  patient  a  fairly  good  result  without  a 
second  operation,  to  us  a  most  unusual  condition. 

Case  J.  A  case  of  bilateral  forward  dislocation  of  the  mandible 
of  almost  five  months'  standing  reduced  by  manipulation. 

The  interesting  thing  in  connection  with  this  case  is  the  length  of 
time  that  the  dislocation  existed  before  it  was  reduced.  The  dis- 
location occurred  in  September,  1915.  At  that  time  the  family 
physician,  Dr.  Doering,  of  Fort  Madison,  Iowa,  wrote  and  stated 
that  he  had  a  patient  with  a  double  dislocation  of  the  mandible  and 
he  would  like  to  have  her  come  for  treatment  right  away.  For 
some  reason  or  other  the  patient  postponed  her  visit  to  us  until  a 
period  of  almost  five  months.  We  had  come  to  the  conclusion  that 
the  patient  did  not  have  a  dislocation  of  the  mandible  because  we 
could  not  conceive  of  a  patient  with  a  condition  like  this  not  having 
something  done  to  correct  it. 

What  was  our  surprise  when  at  the  end  of  this  time  the  patient 
presented  herself  at  our  office  with  the  open  mouth  and  all  of  the 
characteristic  symptoms  of  a  bilateral  dislocation  of  the  mandible. 

Brophy'  reports  that  Hay  successfully  reduced  a  dislocation  after 
twenty-three  days :  A.  Cooper  and  Stromeyer  after  forty-two  days  : 
Hutchinson,  sixty  days ;  Demarguay,  eighty-seven  days  :  Donovan, 
ninety-eight  days ;  ]\Iilton,  one  hundred  and  fourteen  days ;  Pol- 
lock, one  hundred  and  twenty  days ;  Xichor  and  Gosselin,  one  hun- 
dred and  thirty  days :  Golding,  one  hundred  and  thirty-six  days, 
and  McGraw*  has  corrected  a  bilateral  dislocation  of  four  months' 
standing.  Our  patient  had  the  double  dislocation  of  almost  five 
months'  standing  at  the  time  of  the  operation. 

The  patient,  M.  R..  white,  female,  thirty-three  years  of  age.  In 
September,  1915,  while  yawning,  she  found  that  the  lower  jaw  re- 
mained immobile  in  the  open  position  and  it  has  remained  so  since. 
It  was  painful  at  the  time  and  remained  so  for  a  few  days.  Since 
then  there  has  been  no  pain,  but  the  patient  has  not  been  able  to 
close  the  mouth.  Naturally,  the  patient  could  not  bite  or  chew. 
'Attempts  were  made  to  replace  the  dislocation  before  the  patient 
came  under  our  care,  but  these  were  unsuccessful.  She  presented 
the  typical  facies  of  a  bilateral  dislocation  of  the  mandible.  The 
inferior  incisors  protruded  one  centimeter  beyond  the  superior. 
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X-ray  examination:  The  right  side  shows  the  condyle  dislo- 
cated forward  underneath  the  zygoma  in  the  zygomatic  fossa.  The 
protrusion  of  the  whole  mandible  is  nicely  shown. 

The  patient  was  able  to  open  the  mouth  three  centimeters.  An- 
terior to  the  ear  was  a  depression  formerly  occupied  by  the  con- 
dyle. The  condyles  could  not  be  felt  as  they  had  slipped  forward 
underneath  the  zygoma  in  the  zygomatic  fossa.  Malocclusion  of  the 
third  degree.     No  deviation  to  the  right  or  left. 

Operation:  January  31,  1916.  Ether  anesthesia  with  a  pre- 
liminary injection  of  morphin.  Under  deep  anesthesia  an  effort 
was  made  to  replace  the  dislocation  by  placing  between  the  molar 
teeth  a  rubber  wedge  containing  an  iron  core,  and  exerting  pres- 
sure upon  the  symphysis  upward.  This  was  not  successful.  The 
condyles  were  not  moved  in  the  least. 

Over  the  zygoma  of  the  right  side  an  horizontal  incision  through 
skin  and  fascia  down  to  the  bone.  Incision  posteriorly  extending 
slightly  upward,  the  length  of  the  incision  being  two  inches.  The 
incision  extended  down  to  the  bone.  The  zygoma  was  separated 
from  the  malar  bone  anteriorly.  The  posterior  incision  through  the 
zygoma  was  made  as  far  back  as  possible,  using  a  Gigli  saw.  An 
attempt  was  made  to  leave  the  zygoma  attached  to  the  masseter 
muscle  when  it  was  turned  down,  but  in  this  instance  the  piece  of 
bone  fell  off  on  the  floor  and  was  lost.  The  masseter  muscle  was 
turned  down  and  the  condyle  exposed  in  the  zygomatic  fossa.  Using 
a  wedge,  and  using  the  base  of  the  skull  as  a  fulcrum,  applying  the 
point  of  the  wedge  to  the  condyle  and  also  exerting  pressure  upon 
the  symphysis,  the  condyle  was  forced  back  in  position. 

The  same  operation  was  performed  upon  the  left  side,  except  in 
this  instance  the  zygoma  was  not  lost  but  remained  attached  to 
the  masseter  muscle. 

When  the  left  condyle  was  forced  back  in  position  the  right  came 
out  of  the  socket.  A  second  wedge  was  used  to  hold  the  left  con- 
dyle in  the  socket  and  then  following  out  the  procedure  as  outlined 
above,  the  right  condyle  was  again  forced  back  in  the  socket. 

On  the  left  side  the  piece  of  the  zygoma  was  placed  in  its  proper 
position,  sutures  being  placed  through  the  periostium  of  the  zygoma 
and  the  neighboring  bone.  On  the  right  side  the  masseter  muscle 
was  stretched  back  in  position  and  the  wound  closed  with  silk  worm 
gut.  During  this  time  the  mandible  was  held  in  position  by  firm 
pressure.    A  Barton  bandage  was  now  applied. 

The  patient  made  a  nice  recoven,^  having  no  deleterious  effects 
from  the  operation  or  from  the  anesthetic.    Saline  and  brandy  were 


DEAN   AND   BOILER  :    TEMPOROMANDIBULAR   ARTICULATION.         73 

administered  per  rectum  immediately  following  the  operation.  Six 
hours  after  the  operation,  water  was  administered  through  the  nose 
by  catheter.  The  patient  was  fed  in  this  way  until  the  Barton  ban- 
dage was  later  removed.  Four  days  after  the  operation  the  stitches 
were  removed.  Fourteen  days  after  the  operation  the  Barton  ban- 
dage was  removed  and  left  off.  At  this  time  the  patient  had  good 
motion  of  the  jaws.  The  occlusion  was  perfect,  at  least  as  good  as 
before  the  dislocation  and  the  patient  could  open  her  jaws  three 
centimeters. 

The  patient  went  home  on  February  25,  1916,  that  is,  about 
three  and  one-half  weeks  following  the  operation.  At  this  time 
she  could  open  her  mouth  to  a  distance  of  four  centimeters  and 
mastication  was  excellent. 

So  far  as  we  are  able  to  determine,  the  method  of  replacing  the 
condyle,  using  the  wedge,  is  original. 
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Speech  Conflict  as  an  Etiological  Factor  in  Stuttering.     May 

K.  Scripture  and  O.  Glogau,  Jour.  Nervous  and  Mental  Dis., 
Jan.,  1916. 
The  analysis  of  the  authors'  statistics  makes  them  conclude  that 
speech  conflict  is  an  etiological  factor  in  stuttering.  Among  171 
male  patients  the  stuttering  in  33  was  apparently  brought  about  by 
speech  conflict  exclusively ;  in  4  cases  negligent  lisping  in  their  own 
language  had  existed.  However,  in  29  female  patients  there  was 
only  one  in  whom  the  stuttering  could  be  attributed  to  this  cause. 
The  striking  feature  concerning  the  stutterers  from  speech  conflict 
is  the  fact  that  the  stuttering  was  acquired  at  the  ages  of  from  5  to 
7  years.  In  38  cases  the  etiologic  factor  proved  to  be  a  conflict  be- 
tween the  mother  tongue  at  home  and  the  English  to  be  learned  at 
school.  P.  F. 


THE  RATIONAL  TREATMENT  OF  STUTTERING. 

Mrs.  May  Kirk  Scripturiv  and  Eugene  Jackson,  New  York  City. 

Probably  no  human  affliction  has  been  more  exploited  by  heart- 
less charlatans  than  stuttering.  The  stutterer,  eager  to  be  helped, 
falls  an  easy  victim  to  the  numberless  speech  doctors  with  their  sure 
cure  nostrums  and  infallible  methods.  Many  victims  try  one  so- 
called  cure  after  another,  often  spending  their  last  dollar,  and  in 
the  end  are  far  worse  off  than  before.  Such  persons  if  finally 
treated  by  honest,  scientific  methods,  often  prove  to  be  hopeless 
cases,  for  they  have  lost  faith  and  confidence  in  any  cure,  and  have 
acquired  a  cynicism  which  is  hard  to  combat.  The  methods,  which 
charlatans  and  quack  doctors  have  used  are  legion.  Unnecessar}'- 
surgical  operations,  medications  and  hypnotism  have  all  been  popu- 
lar. Stutterers  have  been  and  still  are  taught  to  speak  in  unnatural 
voices,  using  sing-song,  very  loud  tones,  very  high  or  low  pitched 
tones,  and  so  on.  They  have  been  taught  to  speak  beating  time, 
swinging  the  arm  and  nodding  the  head  for  the  sake  of  rhythm, 
or  clenching  the  fist  and  pinching  the  fingers  on  difficult  sounds 
for  the  sake  of  distraction.  It  need  hardly  be  said  that  such 
schemes  never  relieve  a  stutterer  of  anything,  but  his  money,  al- 
though occasionally  one  has  recovered  from  his  affliction  in  spite 
of  them.  It  must  not.  however,  be  overlooked  that  in  some  of  the 
methods  enumerated,  there  are  things  of  value,  which  can  and 
should  be  used  as  part  of  a  rational  method  for  the  treatment  of 
stuttering. 

What  then  is  the  rational  treatment?  What  are  the  aims  which 
the  teacher  of  a  class  of  stutterers  should  set  up?  W^hat  method 
of  procedure  should  he  follow?  What  results  can  he  expect  to  ac- 
complish? These  are  the  questions,  which  we  shall  attempt  to  an- 
swer in  this  article. 

Aims:  The  fundamental  aim  of  the  teacher  should  be  to  cure 
the  pupils  of  their  pernicious  speech  habits,  and  the  bodily  or  facial 
contortions  which  accompany  such  habits,  by  teaching  the  correct 
habits  of  speech.  Under  correct  habits  of  speech  are  included 
proper  posture,  respiration,  articulation,  phonation,  fluency  and 
thinking.  We  say  the  fundamental  aim  is  to  cure  the  defect.  As 
we  shall  see  later,  when  we  discuss  the  results,  this  is  an  ideal  we 
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must  strive  for,  but  which,  let  us  admit  it  boldly,  is  not  in  every 
case  attainable. 

Methods  of  procedure:  First  of  all,  every  pupil  should  be  care- 
fully examined  for  organic  defects  in  the  organs  of  speech,  and  for 
nervous  troubles  which  may  be  the  cause  of  the  speech  dis- 
order. Such  examination  is  to  be  made  by  a  competent  physician 
and  if  anatomical  defects  or  nervous  troubles  are  discovered  they 
ought  to  receive  proper  medical  or  surgical  treatment.  The  per- 
sonal and  family  history  of  every  pupil  is  essential,  and  with  the 
physician's  help  the  case  should  be  properly  diagnosed.  This  diag- 
nosis should  be  most  carefully  and  thoroughly  made,  and  a  course 
of  treatment  prescribed  before  the  actual  corrective  work  is  under- 
taken. It  is  too  seldom  recognized  that  little  improvement  in  speech 
can  be  effected  until  the  physical  condition  of  the  patient  is  well 
cared  for.  The  actual  correcting  of  the  speech  defect  is  largely 
pedagogic,  and  thus  falls  within  the  realm  of  the  properly  trained 
speech  teacher,  whose  qualifications  and  training  we  shall  later  dis- 
cuss. It  is  a  question  of  habit  formation ;  the  removal  of  bad  habits 
and  the  inculcating  of  correct  ones.  This  is  no  easy  task  and  re- 
quires time  and  infinite  patience  on  the  part  of  the  pupil  and 
teacher. 

In  our  statement  of  the  aim  in  treating  stutterers  we  enumerated 
under  correct  habits  of  speech  proper  posture,  respiration,  articula- 
tion, phonation,  fluency,  and  thinking.  We  shall  discuss  briefly  the 
methods  by  which  each  of  these  habits  may  be  formed. 

Posture:  In  order  to  speak  correctly  the  pupil  must  stand  and 
sit  correctly,  in  other  words,  he  must  maintain  good  posture.  Good 
posture  in  standing  does  not  mean  the  stiff",  stilted  attitude  of  a  sol- 
dier, but  rather  a  comfortable,  well  balanced  position.  The  chest 
should  be  neither  unduly  protruded  nor  hollowed,  but  held  so  that 
the  air  may  be  freely  inhaled  and  exhaled  without  straining  or 
difficulty.  The  head  should  be  at  perfect  right  angles  with  the 
body,  the  chin  being  neither  tilted  nor  depressed.  In  sitting  the 
pupil  should  not  be  permitted  to  slide  down  in  the  seat  until  he 
rests  on  the  edge  of  his'  spine,  nor  to  bend  forward  so  that  the 
back  forms  a  bow.  He  should  sit  up  straight  with  his  back  resting 
comfortably  against  the  back  of  the  seat. 

Above  all  things,  both  m  standing  and  sitting,  the  pupil  should 
be  perfectly  relaxed.  A  cramped  muscle,  straining  or  stiffness  in  the 
fingers,  arms,  neck,  face,  or  any  other  part  of  the  body,  indicates  a 
useless  expenditure  of  nervous  energy  and  interferes  with  speech. 
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It  is  perfectly  obvious  that  cramping  or  straining  of  the  speech  or- 
gans such  as  the  lungs,  larynx  or  lips  will  interfere  with  speech. 
Straining  or  cramping  of  any  muscle  will  have  the  same  effect,  for 
the  speech  organs  are  extremely  sensitive  and  easily  affected  by 
bodily  conditions.  Moreover,  stiffness  and  cramping  of  the  muscles 
indicate  that  the  mind  itself  is  not  at  ease.  The  pupils  should  be 
taught  to  strive  for  relaxation  of  both  body  and.  mind.  Space  does 
not  permit  us  to  enumerate  exercises  for  relaxing  the  various  parts 
of  the  body.  We  shall  only  mention  one,  namely,  stretching  and 
yawning,  which  ought  to  be  gone  through  at  the  beginning  of  every 
lesson.  For  obtaining  relaxation  of  the  facial  muscles,  the  pupil 
should  observ^e  himself  in  a  mirror.  He  soon  learns  to  smooth 
out  the  wrinkles  in  his  forehead  or  to  remove  the  scowl  from  his 
face,  if  he  but  obser\'-es  himself  in  the  glass. 

Breathing:  While  improper  breathing  cannot  be  assigned  as  the 
cause  of  stuttering,  it  is  certainly  a  concomitant  of  it.  It  must, 
therefore,  be  corrected.  The  breathing  exercises  for  stutterers  are 
divided  into  two  kinds ;  deep  breathing  (artistic  breathing)  exer- 
cises for  increasing  the  lung  capacity,  broadening  out  of  the  chest 
and  strengthening  the  muscles  of  respiration,  and  exercises  for 
breath  control  in  speaking.  The  two  must  not  be  confused.  In  the 
former  we  take  in  and  expel  as  much  air  as  possible.  In  the  latter 
we  take  in  a  little  more  air  than  in  ordinary  breathing  and  do  not 
attempt  to  exhaust  it.  The  teacher  must  see  to  it  that  the  breath  is 
inhaled  in  a  natural  way,  deeply  but  without  straining  or  forcing. 

There  are  numberless  varieties  of  good  deep  breathing  exercises 
with  which  every  teacher  is  acquainted.  It  matters  not  which  of 
these  are  used,  if  they  are  performed  properly.  For  gaining  breath 
control  the  pupil  should  be  taught  first  of  all  what  we  shall  call  the 
speaking  breath,  namely,  inhale  quickly  and  deeply,  and  without 
straining  with  the  mouth  slightly  open.  Bxliale  slowly  through  the 
open  mouth.  The  air  should  make  no  noise  either  when  inhaled  or 
exhaled.  The  purpose  of  the  speaking  breath  is  not  to  fill  the  lungs 
to  overflowing,  but  to  get  enough  air  for  speaking.  It  is  taken 
with  the  mouth  open  because  that  is  the  easiest,  most  relaxed,  quick- 
est way.  In  speaking  we  do  not  close  the  mouth  every  time  we  wish 
to  inhale.  After  the  pupils  have  learned  the  speaking  breath  they 
should  practice  exercises  of  the  following  nature: 

Say  a  vowel  on  the  outgoing  breath  and  hold  it  as  long  as  the 
breath  lasts,  without  straining. 

Say  a  vowel  two,  three,  four,  five  and  six  times  on  one  breath, 
with  pauses  of  various  lengths  between  them. 
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Count  as  far  as  possible  on  one  breath. 

Say  the  alphabet  as  far  as  possible  on  one  breath. 

Say  sentences  on  one  breath,  gradually  increasing  their  length. 

Say  long  sentences  which  require  one  or  more  helping  breaths,  to 
reinforce  the  original  breath. 

The  stutterer  must  be  taught  to  breathe  consciously  when  speak- 
ing until  right  breathing  becomes  a  habit. 

Phonation:  Most  stutterers  phonate  improperly,  in  that  their 
voices  lack  flexibility  and  they  speak  in  a  monotonous  tone.  If 
the  stutterer  can  be  taught  to  speak  with  the  proper  inflection,  he 
will  as  a  rule  speak  with  greater  facility.  At  first  it  is  well  to  ex- 
aggerate the  inflections,  for  there  is  little  danger  that  this  will  be- 
come a  habit.  Besides  a  little  more  emphasis  on  inflection,  even 
among  people  who  speak  normally  is  very  desirable.  Singing  scales, 
arpeggios  and  songs,  thorough  drill  in  vowels,  exercises  in  speaking 
and  reading  with  special  attention  to  intonation  and  melody,  lead 
to  good  results  with  stutterers. 

Articulation:  By  means  of  tongue  and  mouth  gymnastics  the 
pupils  should  gain  conscious  control  of  the  organs  of  articulation, 
the  jaw,  the  lips,  tongue,  and  soft  palate.  They  should  be  taught 
the  exact  position  of  the  speech  organs  for  each  vowel  and  conso- 
nant. Each  sound  should  be  drilled  first  by  itself,  then  in  words 
and  finally  in  sentences.  It  is  necessary  to  constantly  emphasize 
the  fact  that  the  vowel  is  the  most  important  part  of  every  word, 
and  must  be  lengthened  and  strengthened.  Vowel  drills  correctlv 
done  are  a  most  important  factor  in  the  therapy  of  stuttering. 

The  consonant  should  be  pronounced  correctly  but  lightly.  Pupils 
should  be  taught  to  distinguish  between  the  voiced  and  the  voice- 
less consonants,  and  to  produce  either  at  will.  Final  consonants 
should  be  carefully  enunciated  and  all  syllables  given  their  full 
value.,  so  that  accurate  and  distinct  speech  may  be  obtained. 

Fluency  and  thinking:  If  the  stutterer  is  taught  to  breathe  prop- 
erly, to  inflect  carefully  and  above  all  to  lengthen  and  strengthen 
his  vowels,  he  will  soon  learn  to  read  and  repeat  sentences  and 
poems  with  smoothness  and  facility.  When,  however,  he  must 
speak  spontaneously,  he  finds  great  difficulty,  and  quickly  reverts 
to  his  old  habits.  This  is  due  to  lack  of  confidence  in  himself  and 
to  the  fear  that  he  will  not  speak  correctly.  It  is  necessary  to 
increase  the  pupil's  confidence  in  himself,  to  eliminate  if  possible 
this  fear.  He  must  be  convinced  that  he  can  speak  properly.  A 
carefully  graded  series  of  exercises  must  be  provided  for  this  pur- 
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pose.  At  first  very  little  spontaneous  work  should  be  demanded 
of  the  pupils.  They  should  read  and  repeat  sentences  and  poems, 
first  together  with  other  pupils,  and  then  alone.  Speaking  together 
with  one  or  more  persons  affords  the  pupil  moral  support,  which 
he  needs  greatly,  and  under  these  circumstances  he  rarely  stutters. 
The  next  step  is  reading  sentences  in  which  words  are  to  be  sup- 
plied, completing  sentences,  forming  sentences  containing  a  number 
of  given  words,  and  similar  exercises,  whch  requre  a  certain  amount 
of  spontaneous  thinking  on  the  part  of  the  pupil.  Then  comes 
the  answering  of  simple  questions  based  upon  topics  of  general 
knowledge,  or  upon  stories,  fables,  anecdotes  and  poems  which  have 
already  been  read ;  and  finally  the  retelling  of  stories,  talking  from 
topic  and  argumentation.  Allowing  individual  pupils  to  direct  class 
exercises  instead  of  the  teacher  is  a  good  means  of  creating  confi- 
dence. 

Exercises  in  rhythm  of  various  kinds  are  a  most  valuable  aid  in 
obtaining  fluency  of  speech.  Proceeding  from  rhythm  in  music  to 
rhythm  in  poetry,  the  pupil  should  be  finally  led  to  appreciate  and 
use  the  rhythm  which  is  found  in  everyday  speech. 

Results  attainable:  As  has  been  stated,  the  cure  of  the  stutterer 
should  be  the  ideal  for  which  every  teacher  should  strive.  The 
teacher,  however,  must  bear  in  mind,  that  it  is  not  possible  to  cure 
every  stutterer,  or  he  will  be  doomed  to  disappointment.  We  may 
safely  say  that  most  cases  if  properly  treated  early  enough  can  be 
permanently  cured,  and  that  all  cases  can  be  alleviated.  It  is  per- 
fectly obvious,  that  the  longer  the  defect  is  permitted  to  go  uncared 
for,  the  more  stubbornly  will  it  resist  treatment. 

Young  children  yield  easily  to  such  treatment  as  has  been  out- 
lined in  this  article.  Their  minds  are  plastic,  they  imitate  easily, 
for  neither  their  speech  organs  nor  their  habits  of  speech  are  set. 
They  find  actual  delight  in  speech  exercises  provided  they  are  suf- 
ficiently varied.  Above  all,  they  have  not  acquired  the  mental  at- 
titude of  the  adult  stutterer,  nor  the  fear  which  is  such  an  impor- 
tant factor  in  his  psychology.  The  child  is  ordinarily  not  afraid 
to  speak,  but  finds  pleasure  in  self-expression.  It  is  only  the  ridi- 
cule of  his  companions  which  in  time  drives  him  to  silence  and 
morbid  introspection.  When  he  becomes  ever  conscious  of  his  de- 
fect, when  he  acquires  an  unreasoning  fear  of  certain  sounds,  words 
or  situations,  the  difficulty  of  treatment  increases  enormously. 

The  problem  with  many  young  stutterers  is,  therefore,  to  incul- 
cate proper  habits  of  speech,  before  fear  has  become  an  integrate 
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part  of  their  nature,  and  before  their  abnormal  speech  habits  have 
become  fixed.  The  mind  of  the  adult  stutterer  is  no  longer  plastic 
and  his  abnormal  speech  habits  have  through  long  usage  become 
firmly  established.  He  has  acquired  that  unreasoning  fear  of  cer- 
tain sounds,  words  and  situations  which  the  child  as  a  rule  lacks. 
Many  a  stutterer  who  has  to  all  intents  and  purposes  been  cured, 
will  confess  that  at  times  this  fear  recurs  in  his  mind,  and  while 
he  knows  it  to  be  irrational,  he  cannot  for  the  moment  rid  himself 
of  it. 

Is  then  the  case  of  the  adult  stutterer  hopeless?  By  no  means.  A 
carefully  graded  series  of  exercises  for  increasing  confidence  as 
suggested  under  the  heading,  "Fluency  and  Thinking,"  will  help  to 
remove  this  fear,  partially  if  not  entirely.  These  exercises  must  be 
extended  beyond  the  class  room.  The  teacher  should  take  his  pupil 
out  upon  the  street,  and  have  him  ask  passersby  or  policemen  the 
way  to  certain  places.  Under  the  teacher's  supervision  the  pupil 
should  telephone,  order  things  in  stores,  inquire  for  information  at 
the  railroad  station,  and  so  on,  so  that  he  may  acquire  the  ability  to 
speak  properly  in  all  sorts  of  situations. 

If,  however,  fear  still  persists  neither  teacher  nor  pupil  need  be  dis- 
couraged. The  stutterer's  case  may  be  compared  to  that  of  a  man 
who  must  enter  a  forest  infested  with  dangerous  animals.  Previous 
experiences  in  that  forest  have  instilled  in  him  an  irradi cable  fear 
He  is  no  coward,  yet  he  hesitates  to  enter ;  but  provide  him  with  a 
suitable  weapon  such  as  a  gun,  he  will  seize  it  firmly  and  bravely 
enter  the  forest.  He  may  still  feel  a  sinking  in  the  region  of  the 
stomach,  or  his  heart  may  beat  a  little  faster,  but  he  enters  and 
gives  a  good  account  of  himself  if  he  meets  a  dangerous  animal. 
The  stutterer,  too,  has  had  experiences  in  speech  which  have  in- 
stilled in  him  a  fear  of  certain  sounds,  words  and  situations.  The 
rational  treatment  herein  outlined,  provides  him  with  weapons  to 
combat  his  enemy,  fear,  wherever  he  may  meet  him.  When  an  old 
difficulty  in  the  shape  of  a  refractory  sound  bobs  up  in  his  path,  he 
grasps  his  weapon  firmly,  and  attacks  boldly.  In  his  case  the 
weapon  is  not  a  gun  but  a  mastery  of  the  psychology  and  physiology 
of  speech.  His  ammunition  is  not  bullets,  but  a  conscious  knowl- 
edge of  correct  breathing,  vowel  and  consonant  formation,  phona- 
tion,  inflection  and  so  forth,  w^hich  has  helped  him  before,  and  will 
help  him  again.  The  fear  may  be  present,  yet  he  will  speak  quite 
fluently  and  well. 

In  conculsion,  we  must  emphasize  the  following  points,  and  men- 
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tion  Ten  Commandments  of  Speech,  which  we  have  found  most 
helpful. 

1.  There  is  no  royal  road  to  the  correction  of  stuttering.  It 
requires  long  and  patient  treatment  on  the  part  of  the  teacher  and 
hard,  conscientious  work  on  the  part  of  the  pupil. 

2.  If  properly  treated  at  an  early  age,  most  stutterers  can  be 
permanently  cured. 

3.  The  longer  a  case  has  been  permitted  to  go  uncared  for  the 
more  difficult  will  it  be  to  eradicate  the  defect. 

4.  Adult  stutterers  may  in  many  cases  be  cured  and  practically 
all  cases  may  be  so  alleviated,  that  the  patient  can  get  along  quite 
well  in  the  ordinary  affairs  of  life. 

5.  Only  such  stutterers  who  have  rid  themselves  of  fear,  be 
it  the  fear  of  word,  sound,  or  situation,  can  be  said  to  be  perma- 
nently cured. 

The  Ten  Commandments  of  Speech:  1.  Say  to  yourself,  "I 
have  no  fear.    I  know  that  I  can  speak  well." 

2.  Think  before  you  speak! 

3.  Always  speak  quietly  and  calmly,  with  all  the  muscles  re- 
laxed. 

4.  Always  speak  slowly  and  carefully. 

5.  Stand  and  sit  quietly  and  erect  when  speaking. 

6.  Before  speaking  inhale  quickly,  deeply  and  without  straining, 
with  the  mouth  open. 

7.  Be  very  careful  of  the  first  two  words  in  each  sentence. 

8.  Always  lengthen  and  strengthen  the  principal  vowels. 

9.  Be  especially  careful  to  lengthen  the  short  vowels. 

10.  Be  honest  with  yourself.  Do  not  try  to  avoid  words  that 
you  think  difficult. 

Speech  Clinic,  College  of  Physicians  and  Surgeons,  Columbia 
University. 

Speech  Improvement  Department,  University  and  Bellevue  Hos- 
pital Medical  College  Clinic. 


REPAIR  OF  THE  TYMPANIC  MEMBRANE  IN  PERFORA= 
TIONS  OF  LONG  STANDING. 

Dr.  a.  M.  Dunlap,  Shanghai,  China. 

The  object  of  this  article  is  to  report  a  series  of  cases,  which 
have  been  treated  for  persistent  perforation  of  the  membrana  tym- 
pani,  by  the  Okuneff  trichloracetic  acid  method.  The  closure  of 
the  perforation,  in  practically  every  case,  has  been  undertaken  not 
so  much  for  the  purpose  of  improving  the  hearing,  as  of  stopping 
repeated  attacks  of  otorrhea.  Many  of  the  patients  were  recent 
arrivals  from  the  United  States,  where  they  had  been  living  in  a 
comparatively  dry  climate ;  and  in  most  cases  had  had  no  discharge 
from  the  ear  since  the  onset  of  the  trouble  which  produced  a 
"broken  ear  drum."  The  climate  of  China,  and  especially  Shang- 
hai, on  the  other  hand,  is  extremely  damp,  which  undoubtedly  has 
been  instrumental  in  producing  changes,  so  that  in  some  cases  prac- 
tically every  attack  of  rhinitis  brought  on  a  discharging  ear.  Be 
that  as  it  may,  the  fact  remains,  that  people  who  had  had  no  trouble 
with  an  old  perforation  before  coming  to  China,  began  almost  im- 
mediately after  arrival  to  be  bothered  with  the  ear. 

With  the  earlier  cases  some  of  the  other  methods  for  closure, 
such  as  silver  nitrate,  incision  of  the  edge  of  the  perforation,  thin 
pieces  of  paper  applied  after  Blake's  method,  etc.,  were  tried,  but 
without  success.  Encouraged  by  Okuneff's  statement  that  80  per 
cent  of  the  perforations  could  be  closed  with  trichloracetic  acid,  all 
the  cases  were  immediately  treated  by  that  method.  A  10  per  cent 
solution  of  cocain  was  first  applied  to  the  perforation  for  a  few 
minutes,  and  then  the  edge  of  the  perforation  was  touched  with  a 
very  small  cotton  probe  wet  with  a  saturated  solution  of  trichlor- 
acetic acid.  A  white  eschar  forms  where  the  acid  has  touched,  so 
there  is  no  doubt  as  to  the  success  of  the  application.  Care  should 
be  taken,  however,  to  wipe  away  all  the  cocain  from  the  drum  be- 
fore applying  acid,  as  the  two  combine  and  form  a  white  precipitate. 
This  interferes  with  the  cauterization. 

This  series  comprises  seme  fifteen  cases  in  all.  A  few  of  them 
only  will  be  selected  to  illustrate  this  method,  and  the  results  of 
treatment : 

Case  2.  A  child,  eight  years  old,  with  a  running  ear  of  two 
years'  standing.     An  examination  of  the  ear  drum  showed  a  small 
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oval  perforation  centrally  placed,  just  in  front  of  the  lower  end  of 
the  malleus.     The  discharge  was  not  constant. 

Treatment  consisted  in  first  removing  adenoids.  The  discharge 
stopped  in  two  weeks'  time,  but  the  perforation  still  persisted. 
Three  weeks  after  the  operation  the  first  application  of  acid  was 
made,  and  followed  in  five  days  by  a  second.  The  perforation  was 
closed  at  the  end  of  a  week  without  a  third  application.  Examina- 
tion two  years  later  revealed  a  normal  ear  drum.  Hearing  was 
improved  in  this  case. 

Case  5.  Patient,  a  man  29  years  of  age  with  both  ear  drums  per- 
forated. The  right  ear  dated  back  ten  years  to  an  attack  of  otorr- 
hoea,  since  which  time  there  had  been  no  discharge  until  his  ar- 
rival in  China.  The  left  ear  drum  had  been  injured  by  an  acci- 
dent in  early  childhood  and  was  divided  into  an  upper  and  a  lower 
half  by  a  long  oblong  perforation.  The  right  ear  drum  presented  a 
large  central  perforation  with  a  polypus  protruding  into  the  exter- 
nal canal. 

At  first  an  attempt  was  made  to  close  these  perforations  by 
Blake's  paper-splint  method  and  just  at  first  there  was  a  reduction 
in  the  size,  but  after  a  while  the  improvement  stopped  entirely.  Tri- 
chloracetic acid  was  then  used  with  the  result  that  after  twenty 
applications  covering  a  period  of  seven  months  the  right  ear  drum 
was  closed,  and  after  eight  applications  covering  three  months,  the 
left  ear  drum  was  closed. 

Since  the  left  perforation  was  the  larger  and  of  longer  standing 
it  is  of  interest  to  note  that  it  was  the  first  to  close.  One  year 
after  closure,  the  right  ear  drum  burst,  as  a  result  of  the  nose  being 
blown  violently,  and  almost  immediately  became  infected  follow- 
ing a  head  "cold."  The  perforation  was  subsequently  closed,  how- 
ever, after  a  dozen  applications  covering  a  month  and  one-half. 
The  left  drum  remains  firm.     Hearing  is  considerably  improved. 

Case  7.  Patient,  a  woman  thirty-five  years  of  age  with  a  dis- 
charge of  several  months'  duration  from  the  left  ear.  A  large, 
round  perforation  was  found  just  below  the  long  process  of  the 
malleus. 

The  discharge  was  first  stopped  after  thoroughly  opening  up  the 
Eustachian  tube  by  politzerization,  and  by  forcing  air  through  the 
tube  through  the  tympanic  cavit}^  with  a  Siegle  otoscope. 

The  perforation  was  closed  after  twenty  treatments  covering  a 
period  of  four  months. 

Case  8.  Patient,  a  man  eighty-nine  years  of  age,  with  a  perfor- 
ation of  thirty  years'   standing.     He   frequently  had  a  little   dis- 


I 


dunlap:  repair  of  tympanic  membrane.  83 

charge  but  thought  nothing  oi  it,  and  came  for  treatment  only  that 
his  hearing  might  be  improved.  Examination  of  the  right  ear  drum 
showed  a  large  kidney  shaped  perforation  in  the  posterior  half  of 
the  drum.    A  watch  could  be  heard  if  placed  against  the  ear. 

Thirteen  treatments  were  given  covering  a  period  of  five  months, 
when  the  patient  was  compelled  to  leave  Shanghai.  The  perfora- 
tion was  considerably  smaller  than  when  the  treatments  were  begun. 
On  the  patient's  return  three  months  later  there  was  still  further 
reduction  in  the  size  of  the  perforation.  Twenty-three  treatments 
covering  a  period  of  four  months  were  sufficient  to  close  the  per- 
foration. The  hearing  was  remarkably  improved  in  this  case.  This 
perforation  was  subsequently  re-established,  and  is  under  treatment 
at  the  present  time. 

Case  14.  Patient,  a  young  woman  of  twenty-six  years,  with  a 
perforation  which  she  had  had  for  eighteen  years.  She  wished  the 
perforation  closed  because  of  a  slight  otorrhea  produced  by  diving. 

Examination  showed  an  oblong  perforation  just  below  and  pos- 
terior to  the  long  process  of  the  malleus.  A  small  adhesion  bound 
the  end  of  the  long  process  down  to  the  posterior  wall  of  the  tym- 
panic cavity. 

Treatment  consisted  in  first  destroying  the  adhesion,  and  cauter- 
izing with  acid.  Thirty-three  applications  of  the  acid  were  made, 
covering  a  period  of  seven  months,  before  the  perforation  was 
closed. 

The  above  brief  statements  suffice  merely  to  show  the  character 
of  the  conditions,  the  length  of  time  treated,  and  subsequent  re- 
sults. In  treating  this  series  of  cases  a  number  of  interesting  points 
have  been  observed. 

Gomerz's  method  was  to  use  the  saturated  solution  of  trichlor- 
acetic acid  and  to  repeat  the  cauterizations  at  intervals  of  from  four 
to  eight  days.  The  exact  time  which  should  elapse  before  repeat- 
ing a  cauterization  should  be  determined,  however,  only  after  a 
careful  study  of  each  individual  case.  Two  important  factors  should 
be  taken  into  consideration  in  making  such  a  decision :  First,  the 
amount  of  scar  tissue  which  makes  up  the  edge  of  the  perforation ; 
and  second,  the  vitality  of  the  ear  drum  itself. 

The  amount  of  scar  tissue  cannot  always  be  determined  at  first. 
A  great  deal  can  be  learned,  however,  from  the  appearance  of  the 
perforation,  and  from  the  history  of  the  case.  Having  determined 
as  far  as  possible  the  amount  of  resisting  scar  tissue  present,  the 
frequency  of  cauterization  should  be  regulated  by  the  rapidit}'  with 
which  this  tissue  is  destroyed  and  granulating  tissue  secured  for 
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the  entire  circumference  of  the  perforation.  Treatment  every 
third  or  fifth  day  has  worked  out  best  in  most  cases  of  this  series. 
Observation  has  shown  that  a  perforation  will  not  begin  to  close 
until  there  is  an  entire  circle  of  granulating  tissue.  Hence,  scar 
tissue  which  is  preventing  the  growth  of  granulating  tissue  must 
first  be  destroyed  before  one  can  hope  to  close  a  perforation.  This 
should  be  considered  the  first  stage  in  the  treatment. 

Early  in  the  treatment  of  this  series  it  was  observed  that  a  great 
many  cauterizations  of  the  cases  of  long  standing  had  to  be  made 
before  there  was  any  improvement.  Furthermore,  it  was  noticed 
that  when  a  perforation  had  started  to  close,  the  growth  was  very 
rapid.  All  perforations,  when  they  begin  to  close  assume  a  more  or 
less  circular  shape,  no  matter  what  the  previous  shape  has  been. 
This  would  substantiate  the  above  statement  that  in  order  to  close 
a  perforation  there  must  be  granulating  tissue  covering  the  entire 
edge. 

The  next  important  condition  which  had  to  do  with  the  closure 
of  a  perforation  is  the  health  of  the  drum  tissue.  In  two  cases  of 
the  series  the  membrane  had  become  so  thin  in  the  part  immediately 
surrounding  the  perforation,  that  no  growth  of  new  membrane 
could  be  started  until  the  perforation  had  been  made  much  larger 
by  destroying  this  membrane  and  a  firm  base  given  for  growth. 

The  vitality  of  the  drum  membrane  should  regulate  also  the  fre- 
quency of  cauterization  after  the  scar  tissue  has  been  sufficiently 
destroyed  to  produce  granulations.  This  should  be  considered  the 
second  stage  of  treatment.  Each  individual  case  must  be  studied 
and  the  frequency  determined  by  the  reaction  produced.  At  times 
it  has  been  found  necessary  to  use  weaker  solutions  of  acid,  as  the 
saturated  solution  apparently  destroyed  the  new  tissue.  It  has  been 
found  in  these  cases  that  cauterization  during  this  stage  of  treatment 
should  be  from  a  five  to  a  seven  days'  interval. 

The  tendency  probably  has  been  to  cauterize  too  frequently.  In 
one  of  the  earlier  cases,  treatment  had  been  going  on  for  well  over 
a  year  without  any  perceptible  decrease  in  the  size  of  the  perfor- 
ation. Cauterizations  had  taken  place  on  an  average  of  once  every 
two  weeks.  The  patient  was  obliged  to  leave  town  for  a  month  and 
when  he  returned  the  perforation  was  about  half  the  size  it  had  been 
previously,  in  three  other  cases  of  this  series  the  perforations 
closed  after  cessation  of  treatment,  while  the  patients  were  on  va- 
cation, or  after  they  had  been  compelled  to  return  to  their  sta- 
tions. 
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The  above  experience  has  taught  us  to  cauterize  less  and  less 
frequently  during  the  last  stage  of  the  treatment  and  in  some  cases 
to  stop  treatment  entirely  and  watch  the  result. 

The  size  of  the  perforation  has  not  influenced  the  final  result, 
though  it  has  in  some  cases  made  a  difference  in  the  duration  of 
the  treatment.  Neither  has  the  age  of  the  patient  materially  in- 
fluenced closure.  The  only  factor  which  seems  to  interfere  with  a 
successful  treatment  is  the  entire  absence  of  a  definite  drum  mem- 
brane at  some  point  in  the  circumference  of  the  perforation. 

Not  only  has  the  hearing  been  considerably  improved  in  prac- 
tically every  case,  but  there  has  been  no  tendency  for  the  tympanic 
cavities  to  become  inflamed  during  subsequent  attacks  of  rhinitis. 
The  cushions  of  air,  which  nature  has  provided,  having  been  re- 
established in  the  Eustachian  tube  and  t}-mpanic  cavity,  there  is 
no  longer  a  tendency  for  the  byproducts  of  rhinitis  to  pass  easily 
into  the  Eustachian  tube  whenever  the  nose  is  blown. 

The  histor}'  of  some  of  these  cases  would  seem  to  indicate  that 
no  attempt  had  been  made  to  close  perforations  following  a  severe 
otitis  media,  after  the  discharge  had  stopped.  There  are  undoubt- 
edly individuals  in  the  United  States  as  well  as  in  China  who  would 
be  saved  the  inconvenience  of  repeated  attacks  of  otorrhea  if,  fol- 
lowing such  attacks,  it  could  be  made  absolutely  certain  that  the 
perforation  had  closed. 

Harvard  Medical  School  of  China. 


The  Importance  of  the  Post=nasaI  Space  as  a  Focus  of  Infection  in 
Infants  and  Young  Children.    George  E.  Baxter,  Illinois  Med. 
^      Jour.,  July,  1916. 

The  author  points  out  that -the  post-nasal  space  is  an  important 
atrium  for  general  infections  in  infants  and  young  children.  Com- 
plications equally  severe  as  those  resulting  from  faucial  tonsil  infec- 
tions may  occur :  he  emphasizes  the  necessity  of  urinalysis  in  infants 
and  young  children  suffering  from  infections  of  the  upper  respira- 
tory tract.  He  reports  two  cases  of  hemorrhagic  nephritis  resulting 
from  post-nasal  infection.  .  P.  E. 


A  CEREBRAL  COMPLICATION  OF  ACUTE  MASTOIDITIS  WITH 
VERY  SUDDEN  UNUSUAL  SYMPTOMS. 

Dr.  W.  T.  Patton,  New  Orleans,  La. 

The  writer  does  not  in  this  paper  wish  to  give  the  impression 
that  he  considers  cerebral  complications  rare  in  mastoid  involve- 
ment; in  fact,  they  are  rather  common.  However,  it  has  been  im- 
possible to  find  any  record  of  a  case  developing  so  suddenly  and 
with  such  severe  onset  as  the  one  to  be  reported.  In  looking  over 
records  in  the  Charity  Hospital  of  Louisiana  I  was  able  to  find  in 
the  past  seven  years,  records  of  seven  cerebral  abscesses  from  vari- 
ous causes;  all  the  patients  died  either  before  or  after  operation. 
Two  other  cases  I  saw  in  other  hospitals  of  the  city ;  both  died. 
Dr.  J .  W.  Murphy,^  of  Cincinnati,  reported  five  cases  seen  by  him- 
self in  one  year,  all  following  suppurating  ears.  In  all  of  these 
cases  the  abscess  was  found  either  at  operation  or  post-mortem. 
This  is  certainly  a  large  number  of  cases  for  one  man  to  see  in  such 
a  short  time  when  we  consider  that  the  records  in  the  large  Charity 
Hospital  show  only  seven  cases  recognized  in  the  past  seven  years. 
In  speaking  to  a  number  of  surgeons  and  otologists  very  few  have 
seen  more  than  one  case  of  cerebral  abscess  and  a  number  of  the 
busy  surgeons  have  never  seen  a  case. 

The  portion  of  the  brain  most  likely  to  be  involved  from  middle 
ear  infection,  depends  often  upon  the  manner  in  which  the  infec- 
tion gains  entrance.  When  it  occurs  by  direct  continuity,  the  tem- 
poro-sphenoidal  lobe  is  most  often  the  seat  of  abscess.  When  the 
extension  is  through  the  labyrinth  the  abscess  is  most  often  on  the 
anterior  aspect  of  the  cerebellum.  Since  abscess  of  the  brain  of 
otitic  origin  is  a  secondar}^  and  not  a  primary  disease,  the  problem 
of  diagnosis  is  often  masked  by  the  primary  disease  or  some  of  its 
complications.  Quite  a  large  extradural  abscess  may  be  present 
with  little  or  no  symptoms.  A  cerebral  abscess  of  otitic  origin,  be- 
ing an  acute  infection,  the  time  is  generally  too  short  for  the  patho- 
gnomonic eye  symptoms  to  develop,  as  in  the  case  of  tumors  of  the 
brain.  Hence,  the  absence  of  optic  neuritis  does  not  exclude  cerebral 
abscess. 

It  will  hardly  be  necessar}^  to  mention  here  the  symptoms  of  brain 
abscess,  as  the  normal  or  subnormal  temperature,  slow  pulse,  slow 
respiration,  slow  cerebration  and  want  of  sustained  attention,  mental 
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obscuration,  and  tendency  to  doze,  are  too  well  known  to  all.  Often, 
however,  we  may  have  abscess  with  very  few  of  the  above  symp- 
toms, and  these  are  the  cases  that  give  us  most  trouble. 

\\  hen  the  abscess  is  in  the  cerebellum,  the  respirations  are  much 
slower  than  when  in  the  temporo-sphenoidal  lobe,  are  more  apt  to 
be  irregular  and  of  the  Cheyne-Stokes  character. 

As  to  the  treatment,  once  a  diagnosis  is  made  the  only  treatment 
is  incision,  and  the  sooner  the  better.  As  to  the  method  of  incis- 
ing there  is  some  difference  of  opinion.  Some  men  use  a  long  cata- 
ract knife  claiming  that  because  of  its  thinness  there  is  a  minimum 
amount  of  trauma  and  because  of  its  sharpness  it  readily  pierces 
a  tough  capsule.  Others  use  a  blunt  grooved  director.  Should  there 
be  a  sinus  showing  pus,  tlie  encephaloscope  is  very  useful.  Once 
the  abscess  cavity  is  reached,  it  can  be  more  freely  opened  by  means 
of  a  fine  artery  forceps.  Then  some  form  of  drainage  tube  or  silk 
worm  gut  is  put  in.  One  should  be  very  careful  in  irrigating  the 
abscess  cavit}^     The  author  prefers  not  to  irrigate. 

The  case  I  am  about  to  report  seems  unusual  both  in  method  of 
onset  and  recover}-.  I  hope  some  one  with  more  experience  will 
clear  up  several  points  which  are  still  obscure. 

Albert  Leonard,  white,  married,  age  28,  was  admitted  to  the  sur- 
gical service  of  the  Charity  Hospital,  Xew  Orleans,  September  2, 
1915,  with  the  following  history : 

Family  history:     Negative. 

Past  history:  Smokes  moderately,  does  not  drink,  never  was  sick 
before,  with  exception  of  "chills  and  fever;"  denies  all  venereal  his- 
tory. ^Married  eight  years  and  has  three  healthy  children.  Occu- 
pation, farmer. 

Present  illness:  On  the  morning  of  September  1,  about  7  o'clock, 
while  driving  the  cows,  he  was  suddenly  attacked  with  a  violent 
pain  in  his  right  ear ;  this  continued  all  day.  Patient  used  a  hot 
water  bottle  to  his  ear  and  hot  sweet  oil  in  the  ear  with  no  relief. 
The  same  night  about  7  o'clock,  the  ear  began  to  discharge  and  tlie 
pain  became  much  less  severe.  The  patient  was  quite  restless  and 
drowsy.  About  10  p.  m.,  his  wife  states  that  his  left  hand  and  arm 
began  to  "jump,"  then  the  leg  on  the  same  side  became  similarly 
involved,  and  before  morning  there  was  paralysis  of  the  entire  left 
side.  Pain  still  continued  over  the  right  side  of  the  head.  The  pa- 
tient was  brought  to  Xew  Orleans  September  2,  and  admitted  to 
the  surgical  ward  of  the  Charity  Hospital.  I  was  first  called  to  see 
the  case  on  September  3,  about  4  p.  m.  On  examination  I  found 
the  patient  ver}-   drowsy,   answering  questions  ver}-     poorly     and 
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slowly.  The  right  ear  canal  was  full  of  sero-sanguineous  fluid. 
Tympanic  membrane  bulging ;  posterior  superior  canal  wall  sagging. 
Only  slight  tenderness  over  mastoid;  no  edema.  Entire  left  side 
paralyzed,  with  occasional  twitching  of  muscles.  The  right  pupil 
was  dilated,  not  reacting  to  light  and  the  eye  was  turned  out;  at 
this  time  the  eye  grounds  were  only  slightly  congested.  Nose, 
throat  and  left  ear  normal;  temperature  100°,  pulse  78. 

A  diagnosis  of  brain  abscess  was  made  and  operation  advised.  A 
neurologist  examined  the  case  and  agreed  with  the  diagnosis. 

Blood  count,  September  3 :  White  cells,  22,590 ;  lymphocytes,  10 ; 
neutrophiles,  90 ;  Wassermann,  negative.  Smear  from  the  ear 
showed  staphylococcus  aureus,  also  a  gram  negative  and  a  gram 
positive  bacilli.  The  case  was  then  transferred  to  my  service. 
Mastoidectomy  was  performed  on  the  morning  of  September  3. 
A  very  small  amount  of  pus  was  found  in  the  aditus;  no  necrosis. 
Dura  or  sinus  not  exposed.  As  the  mastoid  involvement  did  not 
account  for  the  symptoms,  the  incision  was  extended  up  and  the 
skull  trephined  one  and  one-half  inches  above  and  one-half  inch 
posterior  to  the  external  auditory  canal.  A  piece  of  bone  the  size 
of  a  silver  dollar  was  removed.  The  dura  seemed  healthy;  no  ap- 
parent bulging  and  no  pulsation.  I  incised  and  explored  the  brain 
in  three  directions  with  a  cataract  knife  to  a  depth  of  about  one  and 
one- fourth  inches,  but  found  nothing.  The  wound  was  closed  and 
the  patient  returned  to  the  ward. 

September  4:  Patient  much  improved.  Paralysis  almost  entire- 
ly gone,  mind  seemed  clear  and  bright  and  patient  stated  that  he 
felt  fine. 

September  6:  White  coimt,  18,000.  Patient  continued  to  do 
nicely.     Temperature,  100 ;  pulse,  76. 

September  p:  White  count,  28,300.  Patient  passed  a  bad  night. 
Respiration  very  bad  according  to  nurse  (Cheyne-Stokes  breathing). 
Paralysis  again  of  the  entire  left  side.  Patient  unconscious  and  in 
very  serious  condition.  Temperature,  99 ;  pulse,  66.  Again  taken 
to  the  operating  room,  more  bone  removed,  higher  up  and  lower 
down,  and  brain  explored  in  six  different  directions,  through  two 
incisions  in  the  dura.  No  pus  found.  I  was  afraid  to  attempt  any 
more  cutting  of  the  brain.     It  seemed  useless. 

September  10:  To  my  surprise  I  found  the  patient  again  greatly 
improved ;  paralysis  less  but  not  entirely  gone.  White  count,  22,280. 
Temperature,  99 ;  pulse,  64. 

September  12:  Wound  clean,  patient  continued  to  improve.  White 
count,  20,800.     Temperature.  100 :  pulse.  78. 
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September  2^:  Paralysis  less.  White  count,  11,1)00.  Up  to  this 
time  the  wound  was  clean.  I  now  noticed  considerable  pus  coming 
from  the  opening  in  the  dura.  It  will  not  be  necessary  to  give  fur- 
ther history,  except  to  say  that  the  patient  continued  to  improve, 
the  blood  count  gradually  going  down  to  G,000 ;  temperature,  nor- 
mal ;  pulse,  80. 

November  i:  There  appeared  three  small  cerebral  hernias 
though  the  line  of  incision,  corresponding  to  the  three  incisions  in 
the  dura.  I  was  able  to  get  rid  of  part  of  the  hernia.  However,  one 
the  size  of  a  hen's  ^gg,  persisted. 

November  26:  Under  local  anesthesia,  I  succeeded  in  transplant- 
ing a  piece  of  fascia  lata,  stitching  it  to  the  dura,  then  closing  the 
skin  incision.  The  wound  healed  by  first  intention.  The  patient  left 
the  hospital  on  January  3,  able  to  walk  and  use  his  arm  very  well. 
I  am  sure  he  will  eventually  get  entire  use  of  the  left  side. 

BLOOD   COUNTS. 


Sept.  3 

Sept.  6 

Sept.  9 

Sept.  10 

Sept.  12 

Sept.  15 

White 

22,590. 

18,000. 

28,300. 

22,280. 

20,500. 

16,300 

Small  lymphocytes 

10. 

8. 

8. 

9. 

1. 

3. 

Neutrophiles 

90. 

86. 

91. 

88. 

87. 

85. 

Large  lymphocytes 

5. 

1. 

2. 

11. 

12. 

Eosonophiles 

1. 

1. 

0. 

0. 

Basophiles 

0. 

0. 

Sept.  16 

Sept.  17 

Sept.  18 

Sept.  23 

Oct.  27 

White 

18,050. 

13,000. 

19,700. 

11,900. 

12,552 

Small  lymphocytes 

1. 

5. 

1. 

4. 

Neutrophiles 

83. 

79. 

84. 

70. 

74. 

Large  Lymphocytes 

0. 

16. 

15. 

26. 

26. 

Eosonophiles 

0. 

0. 

0. 

0. 

Basophiles 

0. 

0. 

0. 

0. 

Urine  September  18.    Few  hyaline  casts. 

Culture  from  mastoid  and  external  ear  canal  September  10,  1915;  staph- 

lococcus  aureus  and  few  gram  positive  and  negative  bacilli. 

Conclusions:  1.  Note  the  suddenness  of  onset.  I  was  particularly 

careful  and  could  find  positively  no  history  of  previous  trouble  in 

either  ear.    Patient  and  wife  both  stated  positively  that  he  had  never 

had  any  previous  trouble  with  his  ears'. 

2.  The  amount  of  cutting  from  which  the  brain  will  recover. 

3.  In  what  way  if  not  by  abscess  can  we  account  for  the  symp- 
toms?   No  pus  was  ever  found. 

4.  Remember  that  the  wound  was  clean  for  several  weeks  after 
the  last  operation,  then  suddenly  it  began  to  discharge  pus.  Could 
the  abscess  have  worked  its  way  out  through  one  of  the  incisions? 

In  concluding  I  should  like  to  than  my  internes.  Dr.  Gerster  and 
Dr.  Zengel,  for  their  help  in  making  blood  counts  and  other  exami- 
nations. 

1109  IMaison  Blanche  Building. 


SAFETY=PIN  IN  LARYNX;  PERI-LARYNGEAL  ABSCESS 
TREATED  FOR  DIPHTHERIA.* 

Dr.  H.  L.  Lynah,  New  York  City. 

Albert  H.,  age  7  years,  was  admitted  to  the  Willard  Parker  Hos- 
pital from  Bellevue  Hospital  on  December  21,  1915,  with  a  history 
of  larj-ngeal  diphtheria  of  four  days'  duration.  On  admission  to 
the  hospital  the  child  was  examined  by  Dr.  Whitcher,  of  the  resi- 
dent staff,  who  reported  no  visible  exudate  on  the  tonsils,  nor 
any  nasal  discharge.  The  larynx  was  not  examined.  There  was 
marked  croup  and  retraction,  but  intubation  was  not  considered 
necessary.  A  dose  of  20,000  units  of  antitoxin  was  administered 
and  the  larynx  was  poulticed.  No  Schick  test  was  made.  The 
temperature  on  admission  was  103°,  pulse  140,  respirations  36. 
The  temperature  rose  to  104.4°  after  the  antitoxin  injection,  but 
returned  to  normal  on  the  third  day.  The  "croupy  attacks"  still 
persisted.  The  patient  remained  in  the  hospital  for  a  period  of 
seventeen  days,  and  was  treated  with  stimulating  expectorants.  No 
one  thought  it  necessary  to  notify  me  of  the  persistence  of  the 
"croupy  cough"  and  after  a  series  of  consecutive  negative  cultures 
the  child  was  discharged  on  January  6,  1916. 

On  January  28,  1916,  the  child  was  admitted  to  Kingston  Ave- 
nue Hospital  in  Brooklyn  suffering  with  measles  and  what  was 
supposed  to  be  laryngeal  diphtheria  and  a  second  dose  of  10,000 
units  of  antitoxin  was  administered.  Dr.  W.  T.  Cannon,  the  resi- 
dent physician,  on  making  rounds  shortly  after  the  admission  of 
the  child,  noted  that  the  cause  of  the  persistent  dyspnea  was  due 
to  a  large  pointing  peritracheal  abscess.  On  incising  the  abscess  a 
large  amount  of  pus  was  evacuated,  followed  by  an  expiratory 
cough  through  the  wound  and  on  inspiration  the  remaining  pus  was 
a sj)!  rated,  which  increased  the  dyspnea  and  the  boy  became  marked- 
ly cyanotic.  As  it  was  evident  that  the  tracheal  rings  had  sloughed 
through  from  the  long  standing  abscess,  Dr.  Cannon  rapidly  in- 
troduced the  tracheal  dilators 'into  the  wound  and  was  on  the  point 
of  in-^erting  a  tracheal  canula  when  he  saw  a  bright,  shining  for- 
eign body  in  the  tracheal  fistula  suddenly  disappear,  before  he 
could  grasp  it  with  forceps,  and  fall  downward  into  the  lung. 
He  then  introduced  the  tracheal  canula  and  the  dyspnea  improved, 
but  the  cough  still  persisted.     After  the  introduction  of  the  canula 

*Read  before   the  New  York  Academy  of  Medicine,   Section  on  Laryng-ol- 
og-y  and   Rhinology,   March   22,    1916. 
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considerable  pus  was  coughed  out.  The  following  day  owing  to  as- 
piration of  pus  about  the  canula  even  though  the  wound  was  packed 
off  the  tracheal  tube  was  removed  and  a  6-7  O'Dwyer  intubation 
tube  introduced  which  passed  below  the  tracheal  fistula.  The  abscess 
cavity  and  tracheal  wound  were  now  loosely  packed  with  plain 
gauze.  The  following  day  I  saw  the  child,  with  Dr.  Cannon,  and 
from  the  history  obtained  decided  to  make  a  bronchoscopic  exami- 
nation, no  x-ray  picture  having  been  made. 

The  child  was  in  fairly  good  condition,  but  suffering  with  a  per- 
sistent cough.  There  were  a  few  scattered  subcrepitant  rales  over 
the  upper  lobe  of  the  right  lung  with  slightly  diminished  respiratory 
murmur  over  this  area.  Dr.  Regan  thought  there  was  an  area  of 
pneumonia  in  this  region  due  to  the  foreign  body  and  aspiration 
of  pus.  The  temperature  was  101.6°,  the  pulse  and  respirations 
increased.  On  removal  of  the  intubation  tube  through  the  direct 
speculum  the  larynx  was  seen  to  be  partly  filled  with  granulation 
tissue,  and  presented  the  appearance  not  unlike  the  picture  of  the 
lar}^nx  as  seen  in  a  case  of  chronic  stenosis  following  diphtheria. 
The  5  mm.  bronchoscope  of  Dr.  Jackson  was  passed  and  the  trachea 
was  noted  to  be  edematous  on  the  anterior  wall  at  the  site  of  the 
tracheal  slough  and  covered  bj^  granulation  tissue.  On  locating 
the  carina  the  tube  was  passed  into  the  right  bronchus  and  just 
opposite  the  orifice  of  the  superior  lobe  bronchus  a  bright,  shining 
foreign  body  was  seen  and  recognized  as  a  safety  pin  with  the 
keeper  end  presenting.  The  ring  end  of  the  pin  was  well  down 
in  the  stem  bronchus.  The  keeper  was  grasped  gently  with  the 
side  curved  mosquito  forceps  of  Dr.  Jackson  and  nursed  into  the 
lip  of  the  bronchoscope  to  see  whether  or  not  the  pin  was  open. 
The  pin  was  easily  turned  and  found  to  be  closed  and  removed, 
the  bronchoscope  being  removed  at  the  same  time.  The  actual  dura- 
tion of  the  removal  required  four  minutes ;  no  anesthetic  was  used. 
The  abscess  cavity  healed  within  two  weeks  and  the  child  was  dis- 
charged from  the  hospital  cured. 

The  interesting  points  in  this  case  are :  That  a  foreign  body  im- 
pacted in  the  laryngo-trachea  was  diagnosed  as  lar\'ngeal  diphtheria 
in  Bellevue  and  the  Willard  Parker  Hospitals  and  treated  as  such 
in  the  latter  hospital,  and  some  weeks  later  when  admitted  to  the 
Kingston  Avenue  Hospital,  after  having  received  a  second  injec- 
tion of  antitoxin  for  laryngeal  diphtheria,  was  finally  recognized 
as  a  foreign  body,  sloughing  through  the  trachea,  by  the  resident 
physician  after  he  had  opened  a  peri-tracheal  abscess  which  he 
recognized  as  the  cause  of  the  dyspnea ;  that  there  was  no  ana- 
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phylactic  shock  following  the  second  injection  of  antitoxin  six 
weeks  later,  nor  was  there  any  antitoxin  rash  following  either  in- 
jection ;  that  the  child  made  a  perfect  recovery  and  has  a  normal 
speaking  voice. 

I  have  gone  on  record  more  than  once  in  saying  that  any  slowly 
progressive  dyspnea  should  be  looked  upon  with  considerable  de- 
gree of  apprehension  and  when  you  cannot  account  for  the  cause 
of  the  dyspnea  a  direct  laryngeal  and  bronchoscopic  examination 
should  be  made.  Had  this  rule  been  followed  the  child  would  have 
been  readily  relieved  of  the  discomfort  caused  by  the  sojourn  of 
the  foreign  body  during  a  period  of  six  weeks. 

127  West  Fifty-eighth  Street. 


The  Combination  of  Local  and  General  Anesthesia,  and  the  Use 
of  Adrenalin.  Dr.  D.  J.  Gibb  Wishart,  Canadian  Practitioner 
and  Review,  January,  1916. 
This  article  formed  part  of  a  symposium  upon  anesthetics.  The 
writer  protests  against  the  increasing  tendency  to  perform  nose  and 
throat  operations  under  general  anesthesia,  and  prefers  the  abolition 
of  the  shock  by  the  use  of  morphia  combined  with  atropin,  and  in 
selected  cases,  hyoscine,  followed  by  careful  packing  of  the  nose 
with  equal  parts  of  a  ten  per  cent  solution  of  cocaine  and  a  1  to 
1,000  solution  of  adrenalin,  one  hour  before  operating.  He  refuses 
to  accept  the  placing  of  the  blame  for  deaths  occurring  where  local 
and  general  anesthesia  were  combined,  upon  the  local  anesthetic, 
in  the  absence  of  post-mortem  examination  by  trained  pathologists. 
Nor  has  he  seen  a  death  where  a  highly-trained  anesthetist  was 
employed.  The  peril  lies  in  the  use  of  adrenalin.  A  lengthened 
reference  is  made  to  the  observation  of  Levy  upon  the  action  of 
adrenalin  and  chloroform  and  ether.  Adrenalin  should  never  be 
injected  during  the  course  of  a  general  anesthetic.  It  requires  the 
most  highly-trained  anesthetist  to  administer  the  anesthetic  in  nose 
and  throat  cases,  which  are  the  cases,  in  nearly  every  instance, 
where  the  combination  of  local  and  general  anesthesia  are  required. 

Wishart. 


A  CASE  OF  HEMIPLEGIA  OCCURRING  IMMEDIATELY  AFTER 
TONSILLECTOMY  UNDER  GENERAL  ANESTHESIA.* 

Dr.  Wiluam  a.  Scruton,  New  York  City. 

The  subject,  who  was  a  patient  in  the  Manhattan  Eye,  Ear 
and  Throat  Hospital,  is  a  female  child,  11  years  old.  Inquiry 
into  her  past  history  develops  no  etiological  factor  bearing  on 
the  complication  of  tonsillectomy  about  to  be  considered.  Her 
appearance  on  admission  to  the  hospital  was  that  of  one  in 
perfect  health.  The  result  of  the  anesthetist's  examination  of 
the  chest  was  negative. 

Tonsillectomy  w^as  performed  July  10,  1915,  according  to  the 
method  recommended  by  Sluder  with  a  modified  Mackenzie 
tonsillotome.  In  this  instance  the  technique  was  not  observed 
to  a  nicety  and  a  small  portion  of  the  gland  remained  at  the 
base  or  lingual  extremity  of  the  left  fossa.  Removal  of  this 
portion  was  effected  by  means  of  a  grasping  forceps  and  a 
Mosely  snare. 

The  exact  time  of  the  onset  of  the  hemiplegia  (left  side)  is 
in  doubt.  The  first  record  of  the  condition  is  at  six  o'clock 
on  the  morning  of  July  11,  when  the  child  was  requested  by  the 
nurse  to  leave  bed  and  was  found  unable  to  move.  The  patient 
was  reasonably  certain  that  the  paralysis  existed  when  she  re- 
covered from  the  anesthetic. 

The  temperature  chart  shows  a  tracing  which  made  a  gradual 
rise  to  101.8°  fortA^-eight  hours  following  operation ;  the  return 
to  normal  was  also  gradual  and  extended  over  a  number  of 
days.  It  is  recorded  on  the  chart  that  during  the  early  hours 
of  the  second  day  after  operation  the  patient  was  restless  and 
noisy.  On  a  few  occasions,  complaint  of  slight  headache  is 
recorded. 

Recovery  from  the  paralysis  was  definitely  under  way  within 
seventy-two  hours.  It  began  in  the  leg  and  shortly  afterwards 
was  manifest  in  the  arm.  In  about  two  weeks  she  began  to  trj' 
locomotion  about  the  ward  and  on  July  28th,  -svhen  discharged, 
walked  from  the  hospital  without  assistance. 

I  have  not  consulted  the  literature  on  the  subject,  but  in  the 
nine  years  that  I  have  been  connected  with  the  Manhattan 
Eye,  Ear  and  Throat  Hospital,  where  several  thousand  tonsil- 

•Read  before  the  New  York  Academy  of  Medicine,  Section  on  Laryn- 
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lectomies  are  performed  each  year,  there  has  been  no  similar 

case.^ 

In  conclusion,  I  will  endeavor  to  offer  solution  of  two  prob- 
lems w^hich  naturally  come  to  mind  in  connection  with  this 
case;  namely,  "What    happened?"  and   "Why    did    it    happen?'' 

The  paralytic  symptoms  manifested  must  have  been  due  to 
either  brain  pressure  or  brain  softening;  with  this  as  a  premise, 
a  differential  diagnosis  is  required  between  cerebral  hemor- 
rhage, embolus  and  thrombosis.  The  question  of  thrombosis 
may  be  eliminated  at  once  because  there  are  always  prodomal 
signs  and  furthermore  it  does  not  occur  at  the  age  of  this  pa- 
tient. Hemorrhage  might  have  been  caused  by  straining  and 
excitement  at  the  time  of  taking  ether,  or  by  the  strain  of  the 
vomiting  of  ether  recovery;  those  who  had  this  phase  of  the 
case  under  observation,  agree  that  these  factors  were  not  promi- 
nent. Regarding  embolus  there  is  a  definite  factor  of  causation 
in  the  opening  of  the  vessels  at  operation.  Considering  the 
symptoms : — as  against  hemorrhage,  there  was  no  coma,  which 
surely  would  have  been  present  if  sufficient  pressure  had  devel- 
oped to  cause  complete  hemiplegia;  there  was  no  immediate 
subnormal  temperature  followed  by  a  slow  rise  to  102°  ;  there 
was  rapid  recovery  of  function.  The  preponderance  of  evi- 
dence, to  my  mind,  points  indubitably  to  a  diagnosis  of  embolism. 

There  is  a  certain  circumstance  concerning  the  operation  in 
this  case  which  theoretically  may  acount  for  the  subsequent 
history.  It  was  performed  under  my  direction  by  a  man  seek- 
ing instruction  and  consumed  about  twenty-five  minutes.  The 
piece  of  gland  left  in  place  by  the  tonsillotome  was  fished  for  re- 
peatedly and  the  grasping^  instrument  regularly  pulled  away 
from  the  friable  material ;  there  was  consequently  considerable 
traumatism  and  an  unusual  amount  of  vigorous  sponging  in  the 
fossa  which  may  have  caused  dislodgment  and  discharge  of  clot 
into  the  circulation. 

Terminal  condition  found  at  examination  about  six  and  a  half 
months  following  operation:  the  leg  seems  to  have  entirely  re- 
covered :  a  condition  of  athetosis  exists  in  the  foot ;  the  arm 
has  recovered  control  of  all  movement  but  the  execution  is 
slow ;  athetosis  is  established  in  the  hand ;  the  face  still  shows 
paralysis  at  the  angle  of  the  mouth.  The  picture  now  pre- 
sented, is  substantially  permanent ;  a  truly  tragic  condition  re- 
sulting from  the,  generally  so-called,  insignificant  tonsil  opera- 
tion. 

1.  A  similar  case  occurring  in  the  New  York  Eye  and  Ear  Infirmary 
was  reported  by  Dr.  Gracey  in  the  January,  1917,  issue  of  The  Lakyxgo- 
scopE. — Ed. 

27  East  Fifty-seventh  Street. 


EDEMA  OF  THE  GLOTTIS  FOLLOWING  TONSILLECTOMY. 

Dr.  E.  Lee  Myers,  St.  Louis. 

The  occasion  for  my  reporting  this  case  is  the  rarity  of  edema 
of  the  glottis  as  a  compHcation  of  tonsil  operations.  So  far  as  I  can 
ascertain  the  Hterature  on  this  subject  is  very  meager.  Dr.  L.  W. 
Dean  (The  Laryngoscope,  July,  1910),  and  Dr.  C.  W.  Richard- 
son (The  Laryngoscope,  July,  1913),  both  refer  to  Ricordeau 
(These  de  Paris,  1886),  who  cites  Bauchacourt  and  Martin  (Ga- 
zette des  Hopitaux,  1868,  p.  433).  It  is  thus  seen  that  what  refer- 
ence there  is  to  this  complication  is  rather  indirect  and  mentioned 
as  a  possibility  and  not  as  one  encountered  by  recent  writers.  Ri- 
cordeau, in  describing  accidents  following  tonsillectomy,  called  at- 
tention to  mild  infections  with  much  edema  which  may  prove  fatal. 
He  quotes  Bauchacourt  as  reporting  a  case  of  this  kind,  and  Martin 
who  published  two  similar  cases,  the  patient  having  died  of  edema 
of  the  glottis.  He  cites  two  cases  of  his  own  of  edema  of  the  glottis 
following  tonsillotomy  with  a  fatal  issue  in  one  of  the  cases. 

The  case  I  wish  to  report  is  as  follows :  The  patient,  a  physician, 
complained  of  fullness  in  both  ears.  The  tonsils  were  buried,  the 
right  one  having  been  clipped  a  few  years  previously.  Upon  manipu- 
lation some  caseous  material  could  be  expressed.  No  evidence  of 
general  infection  from  the  tonsillar  condition. 

Family  history:  Father  died  at  80  of  cardiac  incompensation ; 
mother  at  79.  The  doctor  comes  of  a  family  of  very  muscular, 
robust  men.     No  familial  constitutional  diseases. 

Personal  history:  Age  35.  Complains  of  psuedoanginal  pains. 
Has  had  typhoid ;  no  other  diseases.  Blood  pressure  126.  Patient 
of  powerful  physique,  of  plethoric  type  and  weighs  204  pounds. 

Data  of  first  operation:  The  left  tonsil  was  removed  at  one  sit- 
ting by  dissection,  using  one  per  cent  quinin  and  urea  hydrochlorid 
as  the  infiltration.  A  slight  oozing  hemorrhage  was  the  only  com- 
plication which  no  attempt  was  made  to  control  because  of  the 
patient's  wish  to  be  bled  somewhat  to  reduce  his  full-bloodedness. 

Data  of  second  operation:  The  same  preparation  was  employed 
for  local  anesthetic,  and  in  the  same  percentage,  as  in  the  first  op- 
eration. No  difficulty  in  separating  the  anterior  pillar  from  the 
tonsil ;  the  posterior  pillar  was  more  adherent.     Two  or  three  tags 
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were  removed  with  the  tonsil  punch.  Shght  bleeding  from  an  ar- 
teriole was  stopped  by  torsion.  No  hemorrhage  and  the  patient 
was  taken  home. 

At  midnight  I  was  called  hurriedly  because  of  the  patient's  short- 
ness of  breath.  His  face  was  slightly  puffed  and  anxious.  There 
was  no  cyanosis.  Laryngoscopic  examination  showed  a  turban- 
shaped  epiglottis,  with  infiltration  of  the  glosso-epiglottidean  folds. 
What  little  could  be  seen  of  the  cords  showed  that  they  were  not 
involved. 

Treatment:  Ice  w^as  given  to  suck  and  this  was  kept  up  for  forty- 
eight  hours.  Ice  was  packed  around  the  throat  for  the  same  length 
of  time.  The  throat  was  sprayed  with  adrenalin  for  the  first  twelve 
hours ;  after  that  a  one  per  cent  cocain  in  adrenalin  was  used.  The 
patient  had  the  characteristic  apprehension  met  with  in  obstructive 
conditions  of  the  larynx  and  it  was  necessary  for  me  to  remain  with 
him  continuously  if  for  no  other  reason  than  to  relieve  his  anxiety. 
No  tubing  or  tracheotomy  was  necessary. 

Conclusions:  I  do  not  believe  that  the  quinin  and  urea  hydro- 
chlorid  can  be  held  responsible  for  the  edema.  I  have  done  numer- 
ous tonsil  dissections  with  the  various  local  anesthetics  and  have 
noticed  that  in  the  buried  variety  of  tonsils  with  adhesions  there  is 
quite  a  little  edema  of  the  uvula  and  the  posterior  pillar,  especially 
when  the  patient  is  rather  full-blooded.  Anemic  and  under-nour- 
ished men  do  not  seem  to  react  so  much  to  the  operation. 

There  was  no  fever  in  this  case  which  excludes  anything  but  a 
very  low-grade  infection ;  but  as  the  use  of  adrenalin  and  ice  caused 
the  condition  to  disappear,  I  believe  that  the  edema  was  due  to  the 
injury  to  the  soft  parts  and  the  patient's  resisting  pow-er  which  in- 
duced a  larger  supply  of  lymph  to  the  parts  than  could  be  readily 
carried  off.  Edema  of  the  soft  parts  due  to  the  local  infiltration  is 
not  amenable  to  adrenalin  as  I  have  noticed  on  numerous  occasions 
when  I  have  prescribed  astringents  and  adrenalin  to  reduce  edema 
of  the  uvula  frequently  seen  after  a  tonsil  dissection. 

3904  Laclede  Avenue. 


A  CURIOUS  CASE  OF  DIPHTHERITIC    MEMBRANE    IN    THE 

LUNG  SIMULATING  A  FOREIGN  BODY,  DIAGNOSED 

AND  REMOVED  BY  THE  BRONCHOSCOPE. 

Dr.  Ross  Hali,  Skili^ern,  Philadelphia,  Pa. 

A  boy  seven  years  old,  referred  by  Dr.  Becker,  of  Sunbury,  Pa., 
was  brought  to  the  Medico-Chirurgical  Hospital  with  the  following 
history.  About  one  month  before,  he  took  two  beads  to  school. 
While  holding  them  in  his  mouth  he  was  seized  with  a  sudden  fit  of 
coughing,  one  bead  slipped  down  his  throat;  the  teacher  recovered 
the  other. 

Previous  History.  Had  a  severe  attack  of  diphtheria  nine  months 
previously,  followed  by  a  cough  which  lasted  for  about  two  months, 
then  cleared  up  entirely. 

Present  Condition.  Violent  attacks  of  cough  and  suffocation 
which  come  on  at  night.  Cough  ringing  and  croupy.  Expectorates 
blood-tinged  mucous  in  considerable  quantities.  Voice,  husky,  some- 
times aphonia.    Examination  of  chest  practically  negative. 

Fluoroscopic  x-ray  examination  absolutely  negative. 

Bronchoscopic  examination:  The  left  lung.  After  careful  and 
prolonged  search,  nothing  pathological  was  to  be  seen.  The  right 
lung.  Slightly  above  and  at  the  lower  lobe  bifurcation  a  membrane 
was  noted  which  bled  on  being  loosened  with  the  dull  hook.  As  the 
child  had  been  under  bronchoscopic  examination  for  nearly  an  hour 
and  had  begun  to  show  signs  of  distress,  it  was  thought  wise  to 
postpone  further  treatment  for  several  days.  About  two  hours  later, 
words  came  from  the  ward  that  the  patient  was  extremely  dyspneic. 
Dr.  Ridpath  immediately  visited  him  and  found  his  condition  so 
serious  that  he  was  again  brought  to  the  operating-room  and  an 
immediate  tracheotomy  performed.  Three  days  later  he  was  anes- 
thetized and  the  bronchoscope  again  passed.  The  membrane  was 
loosened  but  was  so  friable  that  it  was  only  possible  to  take  it  piece- 
meal. This  was  done  until  apparently  all  of  the  membrane  had  been 
removed.    The  tracheotomy  tube  was  left  in  place. 

That  night,  pieces  of  membrane  were  coughed  up  and  expelled 
through  the  tube.  The  symptoms  immediately  began  to  abate, 
dyspneic  attacks  disappeared.  The  tube  was  removed  on  the  seventh 
day  with  no  return  of  tlie  cough  or  dyspnea.  Since  then  the  child 
has  been  entirely  well. 
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Bacteriological  and  pathological  examination  of  the  membrane 
showed  almost  pure  cultures  of  a  Klebs-Loeffler  bacillus  which  had 
lost  its  virulence  (no  influence  on  guinea  pigs).  Membrane  iden- 
tical with  that  of  diptheria. 

The  curious  phase  of  this  case  was  that  the  delayed  symptoms 
appeared  coincidently  with  the  apparent  history  of  an  aspirated 
foreign  body. 

2030  Chestnut  Street. 


UIcero=Membranous  Stomatitis  and  Gingivitis  Among  Troops  on 
Active  Service.     F.  B.  Bowman,  British  Med.  Jour.,  March 
11,  1916. 
This  is  a  communicable  disease  found  prevalent  among  the  Eng- 
lish troops.    From  a  study  of  a  hundred  cases  the  author  found  the 
following :    ^ 

The  disease  seems  to  be  but  another  stage  of  a  well-recognized 
disease  known  as  pyorrhoea  aveolaris.  That  is  to  say,  the  similar 
organisms  are  found  plus  the  fusiform  and  spirivlum.  The  infection 
spreads  from  the  gums  to  the  mucous  membrane,  cheeks,  tonsils, 
tongue,  etc.  On  the  membranes  of  the  mouth  superficial  ulcers  form 
that  are  covered  by  white  friable  membrane,  easily  removed  and 
leaving  a  bleeding  surface  beneath.  In  advanced  cases  it  suggests 
scurvy.  The  gums  bleed  easily,  are  injected,  retracted  from  the 
teeth  and  spongy,  the  teeth  becoming  loose  and  sensitive.  The  breath 
is  often  fetid.  There  is  always  some  glandular  enlargement.  The 
temperature  ranges  between  normal  and  102  degrees  F.  There  is 
always  more  or  less  physical  depression.  The  acute  malignant  form 
may  be  regarded  as  noma.  The  ulcerated  involvement  of  the  tonsils 
may  be  designated  as  what  we  know  as  Vincent  angina.  In  the 
treatment  the  author  recommends  the  following:  Local  treatment 
with  emetine  for  the  pyorrhoea  and  for  the  ulcero-membranous 
stomatitis 

Vinum  ipecacuanhae 4  drams 

Glycerinum  _ 1  dram 

Liquor  arsenicalis 3  drams 

Mix,  label  "poison"  and  apply  with  applicator  or  tooth  brush  to 
teeth  and  gums.  Stein. 


A  NEW  INSTRUMENT  FOR  ATTACHMENT  TO  SUCTION  AP= 
PARATUS  TO  MAINTAIN  A  DRY  FIELD  IN  TONSIL- 
LECTOMY   UNDER   GENERAL  ANESTNESIA 
AND  TO  LESSEN  OCCURRENCE   OF 
POST-OPERATIVE  PNEUMONIA. 

Dr.  Sidney  Israel,  Houston,  Texas. 

The  aim  of  any  surgeon  is  to  operate  always  with  the  field  as  dry 
as  possible,  and  to  no  one  more  so  is  this  fact  of  greater  aid  and 
importance  than  to  the  laryngologist.  In  the  light  of  recent  reports 
of  far  too  great  a  number  of  post-operative  pneumonias,  following 
tonsillectomy  when  done  under  a  general  anesthetic,  due  possibly  to 
the  aspiration  of  blood,  or  highly  infectious  material  from  the  ton- 
sils, the  waiter  was  stimulated  to  look  about  for  some  means  where- 
by this  aspiration  would  be  avoided  or  reduced  to  such  a  minimum 
that  the  chances  of  this  complication  would  be  considerably  lessened. 
The  result  has  been  ideal  and  one  feature  that  makes  its  success  and 
popularity  is  its  simplicity  in  detail  and  efficiency  in  performance. 

The  device  which  I  have  the  pleasure  to  submit  has  been  thor- 
oughly tried  in  numerous  cases  of  tonsillectomy  performed  by  the 
various  methods  in  vogue  to-day ;  namely,  dissection.  Sluder,  Beck, 
and  LaForce,  together  with  their  popular  modifications.  It  has  also 
been  used  during  suspension  laryngoscopy  and  in  several  cases  of 
surgery  of  the  mouth,  in  each  instance  yielding  the  same  gratifying 
success  Not  only  is  the  number  of  instruments  introduced  into 
liie  mouth  reduced,  but  the  added  delay,  assistance  needed,  and 
trauma  by  the  repeated  introduction  of  the  suction  tube,  entirely 
dispensed  with. 

The  means  by  which  the  oro-pharynx  is  rendered  free  of  all 
blood,  etc.,  and  kept  surgically  dry  during  operation  in  this  region, 
is  accomplished  by  the  use  of  a  metal  tube  that  branches  into  the 
form  of  a  Y,  and  is  curved  on  its  long  axis  so  that  it  conforms  ap- 
proximatel}^  to  the  contour  of  the  dorsum  of  the  nose,  in  order  to 
lie  flat  and  out  of  the  way  of  the  anesthetist  and  operator.  To  the 
ends  of  each  of  the  metal  tubes  that  form  the  prongs  of  the  Y,  is 
attached  a  piece  of  rubber  tubing,  the  size  of  which  corresponds  to  a 
No.  19  French  catheter,  is  about  five  inches  in  length,  and  each  dis- 
tal end  has  multiple  small  perforations  one-half  inch  at  its  extremity. 
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These  tubes  are  i-nsertecl  one  into  each  nostril,  along  the  floor  of 
the  nose  and  pass  through  the  naso-pharynx  until  they  extend  about 
one-half  inch  below  and  to  each  side  of  the  uvula.  To  the  stem,  or 
single  barrel,  of  the  metal  tube,  from  which  the  prongs  of  the  Y 
spring,  is  attached  the  rubber  tube  that  connects  with  any  form  of 
suction  apparatus.     Suction  is  then  started  and  the  contents  of  this 


Figure   2. 


Figure   1. 


region  rapidly  emptied  without  further  concern  to  the  operator. 
Breathing  is  free,  and  the  gurgling,  bubbling  sound  that  accompanies 
a  general  anesthetic  in  patients  with  excessive  secretion  of  mucous, 
or,  during  operation,  of  escaping  blood,  is  entirely  eliminated,  and 
the  field  kept  dry  throughout  the  entire  operation. 

404  Carter  Building. 


BOOK  REVIEWS. 

The  American  Year-Book  of  Anesthesia  and  Analgesia.     Edited  by  F.  H. 
McMechan,  a.  M.,  M.  D.   New  York:    Surgery   Publishing  Company. 

Anesthesia  is  a  subject  with  which  every  surgeon,  regardless  of  his 
specialty,  is  vitally  concerned,  at  least  in  its  practical  aspects.  But,  as 
in  other  departments  of  medicine,  it  is  well-nigh  impossible  to  sharply 
demarcate  the  "purely  theoretical"  from  the  "applied  theoretical"  or 
practical  and,  furthermore,  the  former  of  to-day  may  become  the  latter 
of  to-morrow.  The  American  Year-Book  of  Anesthesia  and  Analgesia  has 
been  established  for  the  purpose  of  presenting  the  world's  ultra-scientific 
researches  as  well  as  the  current  advances  in  the  science  and  practice 
of  anesthesia  and  analgesia.  The  work  is  so  edited  as  to  deeply  interest 
all  those  who,  in  their  work,  come  into  any  relationship  with,  the  subject 
of  anesthesia.  The  scholarly  and  wide  scope  of  the  volume  may  be 
appreciated  by  mention  of  some  of  the  splendid  contributions  contained 
therein:  "The  Physico-Chemical  Theory  of  Anesthesia,"  by  Ralph  S. 
Lillie;  "Blood  Changes  Under  Anesthesia  and  Analgesia,"  by  Theodore 
D.  Casto;  "The  Peripheral  Origin  of  Shock,"  by  Frank  C.  Mann;  "Some 
Consideration  of  Respiration  in  Relation  to  Apnea,  Anoxhemia,  Acapnia 
and  Anesthesia,"  by  Y'andell  Henderson;  "Cardias  Fibrillation  and  Chloro- 
form Sj'ncope,"  by  A.  Goodman  Levy,  of  London.  Of  special  interest  to 
laryngologists  are  the  contributions  on  "Ether-Oil  Colonic  Anesthesia," 
by  James  T.  Gwathmey;  "The  Nasal  Administration  of  Nitrous-Oxide- 
Oxygen,"  by  F.  H.  McMechan,  and  "Further  Researches  in  Novocain- 
Suprarenin  Anesthesia,"  by  Richard  H.  Riethmiiller.  The  volume  forms 
a  notable  addition  to  medical  literature.  Eu. 


"Colds"  and  the  Influence  of  the  Atmosphere  on  the  Nasal  Mucous 
Membrane.  Li:onard  Hill,  British  Med.  Jour.,  April  15,  1916. 
It  is  generally  believed  that  "colds"  are  contracted  because  of 
cold  feet.  Under  what  conditions  chilling  feet  congest  the  nasal 
membrane?  And  how  is  it  influenced  by  conditions  of  humidity 
and  draught?  Cool  breezes  blowing  around  the  head,  the  radiant 
heat  of  the  sun  and  a  warm  ground  to  stand  on  are  the  ideal  out- 
door conditions.  When  indoors  and  the  feet  are  chilled  by  a  draught 
blowing  over  a  cold  floor  and  the  head  is  immersed  in  warm, 
stagnant  air,  the  nasal  membrane  is  swollen,  congested  and  covered 
with  thick  secretion.  Warming  the  feet  at  the  fire  at  once  relieves 
the  congestion  and  obstruction.  Cold  feet  alone  do  not  produce 
these  changes  in  the  membrane.  It  is  the  indoor  conditions  of  cold, 
draught}^  floor  and  warm,  stagnant  air  around  the  head  which  pro- 
duce the  changes.  The  ideal  method  of  warming  and  ventilating 
rooms  would  be  an  abundant  radiant  heat,  a  warm  floor  and  agree- 
able movement  of  cool  air.  Stein. 
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SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION    ON    LAT.YNGOLOGY    AND    RHINOLOGY. 

Regular  Meeting,  October  26,  1016. 

Dr.  Henry  L.  Lynah,  Chairman. 

New  Safety-Pin  Closer  for  Endoscopic  Use.     H.  Arrowsmith 

(To  he  piiblished  in  a  subsequent  issue  of  The  Laryngoscope.^ 
Mouth  Gag.    Dr.  Chevalier  Jackson. 

Dr.  Jackson  said  that  In  1895  he  was  working  on  the  dog  with  Dr. 
Emma  Musson  and  there  was  some  difficulty  in  keeping  the  mouth  open, 
when  Dr.  Musson  picked  up  one  of  the  Killian  sponge  holders  with  the 
large  ring  end  and  passed  the  ring  around  one  of  the  large  tusks  of  the 
dog's  upper  jaw,  another  around  the  tusk  of  the  lower  jaw,  thus  holding 
the  mouth  wide  open.  It  was  so  simple  and  easy  that  he  had  the  instru- 
ment maker  make  for  him  an  instrument  on  the  same  lines.  The  one 
presented  had  some  improvement  over  the  one  first  made,  as  the 
ring  was  not  complete  so  that  a  rubber  ring  could  be  slipped  over  it  thus 
easing  the  pressure  on  the  jaws.  If  the  spring  pressure  was  too  great, 
it  could  readily  be  lessened  by  the  thumb  nut. 

A   Series  of    Bronchoscopic   and    Esophagoscopic    Cases.      (Lantern   slide 
demonstration.)    Dr.  Chevalier  Jackson. 

Suspension  Laryngoscopy  as  an  Adjunct  to  Bronchoscopy  and  Esophago- 
scopy,    Especially    in    Infants    and    Young    Children.      Dr.    Robfrt   C. 
Lynch   (by  invitation). 
(To  be  published  in  a  siibsequent  issue  of  The  Laryngoscope.,) 

DISCUSSION. 

Dr.  Okada,  Otolaryngologist  of  the  Imperial  University  of  Tokyo  (ab- 
stract from  the  German) : 

I  feel  highly  honored  to  be  present  here  this  evening  as  a  guest  of  this 
Society  to  be  able  to  greet  in  person  my  distinguished  colleagues  in  this 
country,  as  well  as  to  be  allowed  the  privilege  of  taking  part  in  the 
discussion  of  the  valuable  papers  by  Dr.  Jackson  and  Dr.  Lynch.  As 
regards  the  history,  in  Japan,  of  the  direct  methods  of  examination  of 
the  upper  air  passages,  bronchoscopy  and  esophagoscopy  were  introduced 
more  than  ten  years  ago  and  suspension  laryngoscopy  direct  from  Kil- 
lian's  school  was  introduced  more  than  three  years  ago  by  me  and  my 
former  assistants,  Prof.  Dr.  Kubo  and  Chiba  and  others.  As  in  other 
places,  so  in  Japan,  these  methods  of  examination  have  come  to  be 
regarded  as  indispensable  in  the  modern  practice  of  laryngology. 

In  regard  to  my  own  experiences  in  this  respect,  I  first  employed  Kll- 
lian's  tubes,  but  later,  at  least  since  the  past  three  years,   I  have  been 
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using  particularly  Briinning's.  For  local  anesthesia  in  adults  I  employed 
cocain  applications  with  or  without  a  preliminary  injection  of  morphin; 
in  children,  general  narcosis  with  chloroform  and  ether  exclusively. 
Afterwards  I  began  to  use  a  combination  of  a  subcutaneous  injection  of 
pantoponscaporamin  (about  0.4  twice  In  three  minutes)  followed  by 
cocain  applications.  This  proved  of  great  convenience,  lessening  consid- 
erably the  secretion  of  saliva  and  mucus,  and  also  allaying  the  nervous- 
ness of  the  patient.  However,  1  do  not  employ  this  combination  in  chil- 
dren as  it  seems  to  be  quite  toxic  for  them. 

The  clinical  material  in  the  University  Clinic  in  Tokyo  consists  mainly 
of  the  extraction  of  foreign  bodies,  either  from  the  trachea,  right  bronchus 
or,  as  in  most  cases,  from  the  esophagus.  In  addition  we  see  cases  of 
luetic  or  traumatic  stenosis  of  the  trachea,  etc. 

For  suspension  laryngoscopy  the  Killian  apparatus  is  generally  used 
in  Japan,  and  as  a  rule  in  endolaryngeal  operations  of  longer  duration, 
such  as  diffuse  or  multiple  papillomata  of  the  larynx,  or  in  the  various 
forms  of  laryngeal  tuberculosis,  and  particularly  in  endolaryngeal  exam- 
inations and  opreations  in  children. 

There  is  one  point  in  regard  to  suspension  to  which  I  desire  to  call 
your  attention.  "VMien,  in  the  course  of  a  suspension,  the  upper  wall  of 
the  ventricle  of  Morgagni,  namely,  the  rima  ventricularis,  is  raised  up- 
wards and  laterally  by  means  of  a  right-angled  hook,  it  is  possible  in 
many  cases  to  see  the  deeper  parts  of  this  region,  often,  however,  requir- 
ing for  better  advantage  the  aid  of  a  mirror  as  in  subglottic  laryngo- 
scopy. In  fact,  in  this  way,  I  have  in  a  number  of  cases  been  able  to 
make  early  diagnosis  of  a  latent  form  of  small,  primary  adenocarcinoma 
or  tuberculosis  in  the  ventricle,  and  by  early  operation  obtain  very  suc- 
cessful results.  To  this  slight  procedure  I  have  given  the  name  "ven- 
triculoscopy laryngis." 

Although  we  have  been  using  the  Killian  apparatus  we  have  always 
felt  that  something  was  lacking  for  the  more  satisfactory  examination 
of  the  anterior  laryngeal  wall.  When  I  shall  introduce  in  Japan  the 
instruments  so  decidedly  and  invaluably  improved  in  this  country,  and 
which  were  demonstrated,  to  my  good  fortune,  by  the  authors  themselves 
this  evening,  I  believe  that  we  will  be  able  to  meet  with  greater  success 
in  future. 

Dr.  Arhowsjiith  said  that  every  time  he  saw  and  heard  Dr.  Jackson  he 
was  the  more  impressed  by  his  skill  and  resourcefulness.  The  cases  so 
beautifully  demonstrated  this  evening  were  such  as  few  would  encounter, 
and  most  men  would  refer  them  to  Dr.  Jackson  for  relief.  It  was  a 
privilege  to  see  these  rare  conditions  demonstrated,  and  the  ingenious 
methods  whereby  the  foreign  body  imijactions  had  been  relieved  would 
be  treasured  in  the  minds  of  all  those  who  had  seen  them.  Possibly  the 
safety-pin  which  he  himself  had  shown  might  have  been  useful  in  the 
case  of  the  open  pin  with  the  end  of  the  bar  impacted. 

Dr.  Lynch's  demonstration  had  certainly  opened  up  new  combinations 
of  bronchoscopy  with  suspension  larwngoscopy.  Dr.  Arrowsmith  himself 
had  never  employed  this  combination  as  he  had  seen  no  special  reason 
for  doing  so.  Foreign  bodies  in  the  upper  trachea  or  larynx  can  often  be 
seized  and  removed  with  suspension  laryngoscopy  alone.     As  Dr.  Lynch 
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had  said,  complete  bronchoscpy  in  the  Lynch  positive  was  impossible. 
The  modified  position  that  had  been  demonstrated  might  be  perfectly 
feasible,  but  he  did  not  feel  quite  convinced  that  there  was  any  advantage 
in  doing  bronchoscopy  or  esophagoscopy  under  suspension. 

Db.  EiiiL  Mayer  said  that  Professor  Okada  had  requested  him  to  say 
to  those  who  had  not  understood  what  had  been  said  in  the  German 
language,  that  he  wished  to  extend  his  hearty  thanks  and  to  express  his 
appreciation  for  all  the  courtesies  that  had  been  extended  him. 

Professor  Okada  and  his  associates  were  the  first  to  introduce  the 
Killian  method  of  bronchoscopy  in  Japan,  and  he  had  also  made  a  contri- 
bution to  the  literature  of  the  subject  in  an  article  entitled,  "Ventroscopia 
Laryngealis." 

In  that  article  he  described  his  method  of  raising  the  ventricle  by 
means  of  a  small  blunt  hook,  introducing  a  small  mirror,  thus  exposing 
the  anterior  as  well  as  the  posterior  commissure. 

Professor  Okada  is  the  bearer  of  greetings  from  the  Oto-Laryngologists 
in  Japan  and  their  thanks  for  all  the  courtesies  extended  to  Professor 
Okada,  who  has  been  the  president  of  their  association  since  its  inception. 

In  regard  to  the  papers  of  the  evening.  Dr.  Mayer  said  that  it  was  very 
difficult  to  say  anything  about  the  subjet  of  bronchoscopy  in  the  presence 
of  the  master. 

We  all  bow  to  Dr.  Jackson,  know  how  modest  he  is  in  all  that  he  says 
and  does,  and  regard  with  admiration  a  man  who  can  say  that  he  has 
been  able  to  recover  such  an  enormous  proportion  of  foreign  bodies  after 
they  have  existed  within  the  bronchus  for  a  long  period  of  time.  Only 
those  who  have  seen  the  granulation  tissue  that  has  formed  around  such 
foreign  bodies  know  what  we  have  to  contend  with  in  attempting  their 
removal. 

Dr.  Mayer  said  that  he  was  satisfied  that  his  own  results  did  not  come 
anywhere  near  those  reported  by  Dr.  Jackson. 

It  was  greatly  to  be  regretted  that  Dr.  Lynch  has  had  to  depend  so 
largely  on  the  cadaver  in  his  work,  instead  of  being  where  he  could  do 
suspension  laryngoscopy  on  the  living. 

Dr.  Lynch  had  omitted  to  say  that  suspension  laryngoscopy  permits 
the  use  of  both  hands,  a  thing  that  is  most  desirable  in  that  often  a  foreign 
body  lies  so  near,  that  it  might,  in  the  case  of  a  safety-pin,  be  held  nrmly 
with  the  hook  in  one  hand  while  with  the  other  the  pin  couM  be  closed. 

Another  important  use  of  suspension  laryngoscopy  was  that  of  intuba- 
.  tion  under  general  anesthesia.  In  a  patient  that  had  been  under  treat- 
ment in  the  service  of  the  speaker  at  Mount  Sinai  Hospital  this  had  been 
repeatedly  done  with  the  eflBcient  assistance  of  Dr.  Yankauer  and  Dr. 
Kaempfer. 

The  history  in  brief  was  a  boy  who  had  been  wearing  a  tracheotomy 
tube,  an  attempt  had  been  mad'j  by  a  surgeon  to  heal  the  fistula  resulting, 
and  as  a  consequence  there  was  much  cicatrization  and  the  boy's  condi- 
tion amounted  to  a  complete  stenosis. 

Under  suspension  the  parts  were  rapidly  divulsed  with  uterine  forceps, 
an  intubation  tube  was  introduced,  left  in  position,  again  removed,  re-in- 
troduced after  cleansing,  and  this  procedure  has  been  going  on  at  inter- 
vals of  about  three  months  for  over  two  years.     It  is  hoped  that  we  may 
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be  able  to  dispense  with  an  intubation  tube  ultimately.  In  the  meantime 
this  method  of  treating  is  far  simpler  and  less  annoying  to  the  patient 
than  a  laryngostomy  would  be. 

Suspension  laryngoscopy  is  still  in  its  infancy,  and  we  are  all  greatly 
indebted  to  Dr.  Lynch  for  the  many  devices  he  has  added  toward  the 
perfection  of  the  apparatus. 

Dr.  Yankauer  expressed  regret  that  owing  to  his  late  arrival  he  had 
not  been  able  to  hear  Dr.  Jackson's  earlier  remarks  about  foreign  bodies. 
When  he  arrived,  Dr.  Jackson  was  speaking  about  foreign  bodies  that  had 
remained  in  situ  for  a  long  time,  and  mentioned  bronchiectasis,  etc.  Dr. 
Yankauer  said  that  within  the  last  two  years  he  himself  had  had  occasion 
to  study  a  considerable  number  of  cases  of  bronchiectasis  with  the  aid  of 
the  bronchoscope.  In  some  of  these  cases  foreign  bodies  can  be  found, 
but  in  many  of  them  nothing  of  the  kind  is  discovered.  The  use  of  the 
bronchoscope  had  aided  greatly  in  the  study  of  these  cases.  By  its  em- 
ployment they  had  been  able  to  make  the  diagnosis,  remove  specimens, 
and  prove  the  diagnosis  in  malignant  conditions  at  a  time  when  a  car- 
cinoma of  the  lung  was  still  operable.  They  had  also  been  able  to  recog- 
nize foreign  bodies  in  cases  where  the  pafent  had  no  recollection  of  swal- 
lowing or  inhaling  anything  of  the  kind.  Moreover,  they  had  been  able 
to  separate  the  bronchiectasis  cases  into  groups  and  to  place  the  indica- 
tions for  operation  in  such  conditions.  They  had  also  devised  a  treat- 
ment for  the  non-operable  cases  which  had  proved  quite  satisfactory. 
These  patients  go  on  from  month  to  month  and  from  year  to  year  coughing 
out  large  amounts  of  fetid  expectoration,  and  up  to  recently  it  had  not 
been  possible  to  do  anything  for  them;  but  with  the  aid  of  special 
apparatus  it  is  now  practicable  to  irritate  these  cases  with  antiseptics. 
After  a  few  irrigations  the  secretion  is  diminished  from  ten  ounces  to  an 
ounce,  or  half  an  ounce  a  day.  He  had  not  yet  been  able  to  follow  these 
cases  long  enough  to  produce  a  permanent  cure,  but  the  patients  had  been 
made  comfortable  and  enabled  to  return  to  their  labor,  and  relieved  from 
being  offensive  to  those  Avith  whom  they  came  in  contact.  In  this  way 
the  bronchoscope  has  been  of  material  assistance  in  the  treatment  of  this 
unfortunate  class  of  cases. 

Dr.  Yankauer  said  that  he  had  been  especially  interested  in  what  Dr. 
Lynch  had  said  about  the  value  of  suspension  laryngoscopy.  In  .the 
removal  of  foreign  bodies  from  the  larynx,  the  value  of  suspension  could 
not  be  denied,  although  he  himself  had  not  had  occasion  to  use  suspension 
laryngoscopy  for  this  purpose.  Long  before  the  days  of  suspension  laryngo- 
scopy he  had  removed  safety-pins  with  the  pin  open  and  straddled  over 
the  arytenoid  notch  and  impacted  in  both  the  larynx  and  the  pharynx.  In 
such  cases  he  would  not  hesitate  to  use  suspension  laryngoscopy. 

As  to  the  value  of  suspension  laryngoscopy  for  bronchoscopy  lower  down 
he  was  inclined  to  differ  with  Dr.  Lynch.  Dr.  Lynch  claimed  that  one 
of  the  important  features  of  suspension  laryngoscopy  was  to  enable  one  to 
pass  the  glottis  without  producing  traumatism,  and  thereby  avoid  the 
edema  which  occurs  after  same  in  some  cases.  The  reports  of  such  cases 
have  been  made  mostly  by  those  who  used  the  Briinning  bronchoscope. 
It  was  easy  to  see  how  that  happens.  As  everyone  knows,  this  device 
has  an  inner  and  an  outer  tube,  and  where  they  meet  there  is  a  projec- 
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tion,  and  this  projecting  point  will,  in  an  adult,  come  about  two  inches 
below  the  glottis.  During  the  removal  of  the  foreign  body  the  instrument 
must  be  moved  about,  and  sorrietimes,  with  the  quite  sharp  edge  that  the 
instrument  presents,  it  is  not  surprising  that  there  should  be  some  trauma. 
Dr.  Jackson  had  not  had  such  edema  in  his  post-operative  work,  nor  had 
he  had  any.  On  the  other  hand,  in  his  owti  experience,  he  had  not  seen 
subglottic  edema  following  bronchoscopy  in  children;  but  he  had  seen  a 
number  of  cases  where  an  edema  of  the  trachea  had  existed  before  the 
bronchoscopy  was  performed.  In  one  case  where  the  patient  was  a  child 
of  ten  months,  with  an  open  safety-pin,  there  was  such  an  edema  that  it 
was  impossible  to  pass  the  instrument  through  the  glottis,  but  he  had 
been  able  to  look  through  the  tube  and  see  the  safety-pin  projecting  just 
at  the  birfurcation  and  he  had  passed  the  forceps  through  the  swollen 
glottis  and  trachea,  then  opened  the  forceps  wide  enough  to  grasp  the 
foreign  body  and  succeeded  in  removing  it  very  satisfactorily.  He  had 
also  seen  other  cases  of  edema  of  the  trachea  which  were  well  marked 
at  the  time  of  the  bronchoscopy.  In  one  case  of  this  kind  in  which  he 
forced  the  bronchoscope  through  the  swollen  tissue,  he  was  compelled  to 
do  a  tracheotomy,  and  edema  was  so  intense  that  it  was  with  great  diflB- 
culty  that  the  lumen  of  the  trachea  could  be  found.  The  so-called  sub- 
glottic edema  is  not  only  in  the  immediate  neighborhood  of  the  vocal 
cords,  but  there  is  also  edema  of  the  trachea  lower  down.  It  seemed 
doubtful  whether  the  use  of  suspension  laryngoscopy  for  the  passage  of 
the  instrument  would  help  very  much,  for  if  the  bronchoscope  will  not 
pass  the  glottis  it  is  injurious  to  pass  it  anyway;  while  If  there  is  no 
swelling  of  the  mucous  membrane  it  would  only  add  to  the  length  of  the 
procedure  to  apply  the  suspension  laryngoscope,  and  to  remove  it  after- 
ward. 

Dr.  Yankauer  said  that  he  could  not  say  whether  or  not  the  employment 
of  suspension  laryngoscopy  in  the  position  indicated  by  Dr.  Lynch  would 
interfere  with  the  use  of  the  bronchoscope.  It  seems  to  him  that  having 
the  patient  in  the  suspension  laryngoscope  would  be  a  disadvantage,  for 
the  bronchoscopic  tube  itself  is  an  instrument  for  moving  the  foreign 
body  about  and  guiding  the  other  instruments,  and  the  mobility  of  the 
patient's  head  is  a  very  great  aid ;  therefore,  as  Dr.  Lynch  admits,  it  may 
become  necessary  to  remove  the  suspension  laryngoscope  in  order  to 
obtain  the  freedom  which  is  necessary. 

Dr.  Jackson  had  once  said  that  his  left  arm  afforded  the  best  suspen- 
sion that  he  knew  of;  anyone  who  can  hold  up  the  infant's  head  can  intro- 
due  a  bronchoscope  easily  and  readily,  and  for  that  reason  he  would  be 
inclined  to  feel  that  the  use  of  the  suspension  laryngoscope  for  this  pur- 
pose would  rather  add  to  than  diminish  the  complications,  especially  since 
it  requires  as  much  skill  to  introduce  the  suspension  laryngoscope  as  to 
introduce  the  bronchoscope  itself. 

Nevertheless,  the  new  position  described  by  Dr.  Lynch  offers  some 
decided  advantages.  Dr.  Yankauer  said  that  about  two  years  ago  he  had 
in  part  constructed  an  apparatus  based  upon  somewhat  the  same  prin- 
ciples, but  he  had  never  completed  it.  As  Dr.  Lynch  had  claimed,  there  is 
a  good  deal  to  be  said  for  this  position,  and  he  would  be  glad  to  use  it 
some  time  and  attempt  to  pass  the  bronchoscope  in  this  way,  and  see  if 
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he  could  verify  for  himself  all  the  good  things  that  had  been  claimed  for 
it  by  Dr.  Lynch. 

Db.  MacKenty  said  that  he  for  one  was  very  glad  indeed  that  Dr.  Jack- 
son had  taken  up  permanent  residence  in  New  York,  for  his  presence 
here  would  be  a  stimulus  which  all  need  in  this  work.  We  have  been 
doing  bronchoscopy  more  or  less,  but  he  has  been  doing  it  more,  and  his 
coming  here  will  provide  an  impetus  which  will  send  us  all  forward  much 
faster.  It  seemed  very  strange  that  in  Pittsburgh  they  had  many  more 
cases  of  foreign  body  than  we  have  in  New  York,  for  Dr.  Jackson  had  told 
him  that  he  had  had  80  cases  in  one  year.  If  Pittsburgh  has  eighty  cases, 
with  its  population,  then  New  York  ought  to  have  500  cases.  We  have  not 
seen  them,  so  many  of  them  must  be  unrecognized.  As  Dr.  Jackson  had 
said,  these  are  not  made  hospital  cases;  the  child  is  brought  to  the  hos- 
pital with  a  history  of  having  had  a  choking  spell,  and  the  interne  says 
that  it  is  not  a  hospital  case,  since  when  observed  by  him  the  child  seems 
normal.  The  child  is  sent  home  and  maybe  dies  later  of  an  unrecognized 
condition.  As  this  work  develops,  more  attention  will  be  paid  to  these 
conditions,  and  we  will  have  more  of  these  cases.  The  bronchoscope  is 
not  being  used  suflBcientlj'. 

Dr.  MacKenty  said  that  this  year  he  had  been  fortunate  enough  to  rec- 
ognize a  growth  in  the  trachea.  Later  examination  proved  it  to  be 
specific  (a  gumma).  He  had  had  occasion  to  see  two  or  three  cases  some 
years  ago  in  Vienna. 

Dr.  Jackson's  mechanical  spoon  would  prove  a  great  help  in  removing 
the  soft  foreign  bodies  which  he  had  described.  Everyone  had  seen  such 
cases  and  knows  how  difficult  they  may  be. 

Speaking  of  foreign  bodies  in  the  larj-nx.  Dr.  MacKenty  said  that  in  the 
spring  a  case  had  been  referred  to  him  from  Lake  Saranac.  The  patient 
had  been  sent  there  for  tuberculosis.  The  foreign  body  happened  to  be 
part  of  the  root  of  a  tooth  which  had  dropped  into  the  lung  during  extrac- 
tion. It  had  been  there  for  several  months,  and  was  well  embedded  in  the 
right  lower  lobe  bronchus.  It  was  extracted  with  some  difficulty  on 
account  of  the  granulation  tissue  which  had  formed  around  it.  The  patient 
had  been  sent  to  Saranac  as  a  case  of  tuberculosis,  and  had  been  diag- 
nosed there  as  a  foreign  body  case.  After  the  foreign  body  was  extracted 
the  patient  recovered  completely. 

Dr.  Jackson  had  showed  a  large  safety-pin  extracted  from  the  esopha- 
gus. Dr.  MacKenty  said  that  he  had  had  a  similar  case  lately,  in  which 
he  had  found  it  impossible  to  dislodge  the  pin  from  the  esophagus,  where 
it  had  lodged,  as  it  extended  more  or  less  across.  He  cut  the  pin  in  two 
and  so  managed  to  extract  it.  That  might  not  be  considered  good  tech- 
nique, for  a  piece  might  have  been  lost,  but  it  came  out  without  much 
difficulty. 

The  profession  was  greatly  indebted  to  Dr.  Lynch  for  his  improved 
suspension  apparatus.  There  was  no  question  but  that  he  had  placed 
suspension  laryngoscopy  upon  a  better  basis  by  his  ingenious  work.  Dr. 
MacKenty  said  that  he  himself  had  been  using  suspension  laryngoscopy 
since  it  was  first  introduced,  and  he  agreed  with  Dr.  Lynch  in  regard 
to  the  use  of  suspension  laryngoscopy  with  children.  He  had  seen  Dr. 
Lynch  work  and  knew  what  his  technique  and  skill  were;  they  are  equal 
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to  that  of  any  man,  and  if  he  finds  it  necessary  to  use  suspension  in  order 
'to  pass  the  bronchoscope  in  a  child,  we  should  consider  what  he  says. 

Dr.  MacKenty  recalled  a  case  that  came  to  him'  several  years  ago.  The 
patient  had  a  foreign  body  (a  dime)  in  the  larynx  that  had  been  there 
for  eighteen  months.  It  had  lodged  transversally  and  was  extracted  with 
very  little  difficulty,  using  the  Jackson  instruments.  Speaking  of  the  way 
that  foreign  bodies  disappear,  he  told  of  an  interesting  case  he  had  some 
years  ago,  where  a  small  pen  was  located  in  the  trachea.  The  instrument 
was  introduced,  and  the  house  surgeon  asked  to  extract  it.  Then  some- 
thing happened  and  the  pen  disappeared.  A  careful  search  failed  to 
reveal  it.  Then  it  occurred  to  him  that  it  might  be  in  the  naso-pharynx, 
and  he  looked  there  and  found  it.  Then  he  asked  the  house  surgeon  to 
take  it  out.  He  inserted  his  finger  into  the  naso-pharynx  and  said  it  was 
not  there.  Then  he  himself  looked  again,  and  could  not  find  it — it  had 
disappeared  again.  He  then  examined  the  posterior  edge  of  the  septum, 
which  seemed  abnormally  thick,  and  passing  a  probe  through  the  nose  he 
found  the  pen  applied  by  its  concave  surface  to  the  posterior  edge  of 
septum. 

Dr.  Lynch  with  his  ingenious  mind  had  adapted  a  good  idea  in  the 
Johnson  method  of  using  flexion  instead  of  extension.  There  was  no 
doubt  that  flexion  gives  a  better  view. 

Dk.  Hurd  said  that  there  was  no  doubt  of  the  admiration  which  all  felt 
for  the  technique  of  such  men  as  Dr.  Jackson  and  Dr.  Lynch.  He  himself 
had  been  much  interested  in  the  Johnson  position,  used  by  Dr.  Lynch 
with  the  suspension  apparatus. 

A  number  of  years  ago  he  had  a  case  of  a  child  with  a  foreign  body  in 
the  esophagus.  He  could  see  it  and  take  hold  of  it.  It  was  a  collar  but- 
ton, but  although  he  could  grasp  it  with  the  forceps  he  could  not  extract 
it.     The  child  died  that  night. 

Another  time  he  had  the  case  of  a  child  of  five  years  who  had  swallowed 
a  jackstone.  He  slipped  down  a  snare  and  managed  to  get  one  of  the 
arms  over  the  jackstone,  and  then  turned  it  around  and  disengaged  the 
jackstone  and  brought  it  out  of  the  tube.  That  was  one  problem  that  he 
had  solved,  and  since  then  he  had  had  several  others  in  which  he  had 
used  the  snare. 

Inanother  case  the  foreign  body  was  a  piece  of  chicken  bone  as  sharp 
as  a  knife,  and  it  had  lodged  in  the  throat  of  an  old  lady  seventy  years 
of  age.  She  was  a  very  intelligent  woman,  and  had  described  the  piece 
of  bone  very  clearly.  He  succeeded  in  passing  the  tube  without  anesthesia, 
but  found  when  he  seized  the  bone  with  forceps  that  if  he  used  traction 
it  would  break  the  bone  and  cut  the  esophagus  badly.  He  therefore  tickled 
the  esophagus  and  started  up  a  reverse  peristalsis,  and  out  came  the  bone. 

These  various  substances  in  the  tube  offer  many  problems,  and  he  had 
found  the  snare  very  useful  at  times. 

Dr.  Imperatori  asked  Dr.  Jackson  whether  in  the  case  with,  the  bar- 
pin  that  he  demonstrated,  it  would  have  been  possible  to  have  cut  the  pin 
with  a  pin-cutter.  He  intended  to  try  Dr.  Lynch's  new  method  of  sus- 
pension. He  had  found  that  he  could  not  bronchoscope  patients  satis- 
factorily while  suspended,  and  had  been  surprised  to  hear  the  title  of  the 
paper,  but  understood  it  now. 
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With  regard  to  the  use  of  scopolamine,  which  Professor  Okada  had 
referred  to,  employed  on  animals,  it  reduces  the  irritability  of  the  superior 
and  inferior  laryngeal  nerve  markedly.  It  would  seem  that  the  use  of 
scopolamine  in  patients  who  are  to  be  bronchoscoped  would  hardly  be 
a  good  idea,  for  the  irritability  of  the  larynx  is  reduced  to  such  an  extent 
that  the  cough  reflex  is  abolished. 

Suspension,  as  described  by  Dr.  Lynch,  should  be  used  for  surgical  pro- 
cedure within  the  larynx,  and  the  other  methods,  as  described  by  Dr. 
Jackson,  for  diagnostic  purposes.  For  bronchoscopy  and  esophagoscopy 
the  methods  of  Jackson  or  Briinning  are  very  satisfactory.  The  use  of 
the  endoscope  has  always  been  so  intimately  associated  with  foreign 
body  work,  that  its  possibilities  seems  to  have  been  neglected  in  the  very 
useful  field  of  diagnosis. 

Dk.  Freudenthal  said  he  would  like  to  make  a  few  remarks  on  Dr. 
Lynch's  paper.  The  use  of  suspension  laryngoscopy  for  introducing  the 
bronchoscope  was  one  of  the  first  experiments  he  made  in  that  direction. 
He  believed  that  he  himself  had  been  the  first  to  demonstrate  it  at  a 
public  meeting  in  New  York.  He  got  the  bronchoscope  down  to  a  certain 
point,  but  not  beyond;  then,  by  introducing  a  mouth  gag  and  removing  the 
suspension  apparatus,  he  got  further  down.  Unfortunately,  he  had  not 
tried  it  with  infants,  but  it  would  seem  that  it  had  a  very  great  field  of 
usefulness. 

Dr.  Freudenthal  said  he  had  abandoned  the  use  of  scopolamin  and 
morphin,  and  other  general  narcotics,  for  a  long  time  in  doing  suspension 
laryngoscopy,  as  well  as  bronchoscopy. 

He  did  not  quite  understand  the  use  of  the  instrument  which  Dr.  Okada 
had  spoken  of,  and  would  be  very  glad  to  have  it  explained. 

Dr.  Myles  said  that  nothing  but  commendation  could  be  uftered  for  the 
demonstrations  of  the  evening,  and  that  all  would  heartily  endorse  those 
specialists  of  our  specialism  who  are  making  such  work  approxiraately 
perfect.  Dr.  Jackson's  coming  here  will  undoubtedly  give  it  a  needed 
stimulus.  Perhaps  in  a  few  years  Dr.  Lynch  would  come  to  New  York 
also  and  then  we  will  have  our  five  hundred  or  a  thousand  cases  to  report. 
Probably  the  most  neglected  part  of  our  specialty  consists  of  those  chronic 
diseases  of  the  trachea  and  bronchi  which  can  be  reached  through  the 
aperture  of  the  vocal  cords  by  local  applications. 

Dr.  Jackson  said  that  a  few  points  had  been  brought  up  to  which  he 
felt  called  upon  to  refer.  In  the  first  place,  he  differed  very  strongly  with 
Dr.  Arrowsmith,  who  had  referred  to  the  methods  by  which  he  (Dr.  Jack- 
son) overcame  these  difiiculties.  Dr.  Arrowsmith  should  have  said  the 
methods  by  which  he  attempted  to  overcome  them.  He  had  illustrated 
the  methods  which  finally  succeeded.  Other  methods  which  were  tried  did 
not  succeed  and  often  in  a  single  case  several  methods  were  tried  before 
success  was  attained,  and  in  a  few  instances  he  did  not  succeed  ultimately. 
The  gentlemen  might  perhaps  remember  Edison's  remark  that  he  had  been 
trying  new  things  all  his  life,  most  of  which,  would  not  work.  That  may 
occasionally  be  the  case  with  the  attempts  at  removing  a  foreign  body; 
but  if  we  proceed  carefully  we  can  at  least  avoid  doing  harm.  The  main 
thing  is  to  think  out  carefully  all  possible  risks,  and  avoid  them.  We 
should  above  all  things  avoid  ruthlessly  tearing  out  the  foreign  body. 
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Some  cases  remind  one  of  the  ignorant  farmer  who  hitched  a  team  of 
horses  to  the  malpresented  calf. 

Dr.  Jackson  said  he  was  interested  in  what  Prof.  Okada  had  said,  but 
unfortunately  his  (Dr.  Jackson's)  knowledge  of  German  was  so  defective 
that  he  had  not  been  able  to  follow  clearly  all  that  had  been  said.  He  had 
followed  Prof.  Okada's  work  in  the  German  literature  as  closely  as  he 
had  been  able  to  do  it,  and  had  been  much  interested  in  it,  and  he  con- 
gratulated Dr.  Okada  on  the  excellent  results. 

Dr.  Yankauer's  work  in  bronchiectasis  was  most  interesting,  and  he 
had  accomplished  a  great  deal,  but  even  had  he  not  been  able  to  accom- 
plish anything  directly,  it  was  work  in  a  new  field  and  was  full  of  prom- 
ise. It  was  like  a  baby.  No  one  could  predict  what  it  was  going  to  be. 
Like  Dr.  Arrowsmith's  work  in  tuberculosis,  when  we  work  in  new  fields 
we  may  develop  new  things  which  exceed  our  anticipations.  Dr.  Jackson 
endorsed  what  Dr.  Yankauer  had  said  about  subglottic  or  tracheal  edema; 
it  must  not  invariably  be  attributed  to  traumatism,  though  trauma  is  the 
usual  cause.  If  it  really  existed  before  the  tube  was  introduced,  from 
trauma,  from  a  foreign  body  or  from  a  previous  bronchoscopy,  edematous 
stenosis  might  follow  a  gentle  bronchoscopy.  He  then  related  a  case, 
which  had  been  cited  to  him  by  another  physician,  of  a  child  with  a  for- 
eign body,  supposed  to  be  a  nut  kernel.  The  child  was  extremely  dysp- 
neic,  and  the  parents  refused  to  have  anything  done.  It  was  clearly  an 
edema  and  not  an  obstruction  by  the  foreign  body.  The  child  died  from 
the  gradually  increasing  edema.  Had  a  bronchoscopy  been  done,  the 
stenosis  would  have  been  attributed  to  the  traumatism  of  the  tube.  For- 
eign bodies  knocking  about  in  the  trachea  can  produce  an  edema  and  a 
complete  closure  in  a  child.  What  Dr.  MacKenty  had  said  about  foreign 
bodies  not  being  recognized  was  a  valuable  point.  Dr.  Jackson  said  that 
he  had  been  impressed  by  the  number  of  cases  of  foreign  body  recognized 
by  the  x-ray  which  had  not  been  suspected,  and  he  understood  that  intern- 
ists are  now  relying  very  much  upon  the  Roentgen  ray  to  aid  their  diag- 
noses of  thoracic  disease.  He  recalled  fourteen  cases  in  which  a  foreign 
body  was  revealed  by  the  x-ray,  when  it  had  been  employed  for  the  diag- 
nosis of  some  other  supposed  condition  in  the  chest.  If  a  radiograph  were 
taken  of  every  case  of  chest  disease,  many  foreign  bodies  would  be  re- 
vealed that  had  been  unsuspected.  Dr.  Hurd's  suggestions  in  regard  to 
the  cases  he  had  spoken  of  were  excellent.  Dr.  Imperatori's  suggestion 
regarding  cutting  the  pin  was  a  very  good  one.  He  had  himself  men- 
tioned only  one  of  the  ways  by  Avhich  he  had  succeeded.  Xo  doubt  there 
were  many  other  methods  of  doing  it,  and  some  of  the  present  methods 
can  be  improved  upon.  Dr.  Jackson  said  that  he  had  had  no  experience 
with  scopolamin,  and  thought  its  safety  remained  to  be  proven.  The 
cough  reflex  is  a  very  good  thing  at  times;  it  was  also  annoying  in  some 
cases.    Dr.  Myles'  suggestions  and  Dr.  LjTich's  paper  were  both  valuable. 

Dr.  Lyxch  said  that  to  introduce  a  bronchoscope  without  traumatism 
by  the  aid  of  a  spatula,  was  the  problem  he  tried  to  solve.  It  occurred  to 
him  that  it  would  be  much  easier  to  do  it  under  suspension  than  with  the 
usual  spatula.  It  was  simply  another  form.  It  holds  the  mouth  open  and 
holds  the  child  still.  If  you  are  dealing  with  a  tracheal  edema  produced 
by  a  foreign  body,  you  will  get  a  chance  to  see  that  which  you  don't  see 
if  you  are  trying  to  work  your  way  through  by  other  means. 
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With  the  new  position,  it  is  very  much  easier  to  introduce  the  spatula, 
the  tip  does  not  touch  the  posterior  pharyngeal  wall.  It  is  much  easier  for 
an  untrained  assistant  to  hold  the  head  in  the  median  line  in  order  that 
you  may  control  the  tongue,  than  it  is  to  have  the  assistant  hold  the  head 
properly  when  it  is  hanging  over  the  table.  Again,  even  If  you  raise  the 
patient  by  the  aid  of  the  vertical  crane  and  make  the  crane  travel  toward 
the  feet,  it  is  surprising  how  the  larynx  comes  into  view,  and  the  tissues 
of  the  neck  are  very  much  softer  and  have  less  tension. 

Lastly,  you  don't  have  to  use  a  high  table.  You  can  stand  up  and  look 
down  in  the  new  position,  which  is  in  the  general  pathway  of  the 
trachea  into  the  chest  cavity. 

The  question  of  removing  foreign  bodies  with  either  a  tube  or  spatiila  is 
a  question  of  personal  preference,  and  the  choice  of  the  spatula,  the  sus- 
pension spatula,  or  the  Jackson  spatula  for  the  introduction  of  the 
bronchoscope  is  a  matter  of  personal  preference;  but  with  suspension 
laryngoscopy  you  have  both  hands  free,  and  the  left  band  can  serve  some 
other  purpose  than  that  of  holding  up  the  suspension  appartus.  And, 
finally,  you  will  diminish  the  manipulative  traumatism  to  nothing  if  every 
move  is  under  your  direct  guidance.  To  me  this  is  the  one  most  im- 
portant point  under  discussion. 


Regular  Meeting,  November  22,  1916. 

Carcinoma  of  the  Epiglottis:  Removal  Unler  Suspension  Laryngoscopy: 
No  recurrence  in  Three  Years.      Dr.  Emil  Mayeb. 

The  patient  here  presented  is  the  same  whose  case  is  recorded  in  the 
transactions  of  the  American  Laryngological  Association  for  1913,  as  also 
in  the  Archiv.  fiir  Laryngologie  for  the  same  year. 

He  first  presented  himself  in  June,  1912,  complaining  of  some  pain  in 
swallowing  especially  cold  substances,  and  at  night. 

The  diagnosis  of  edema  of  the  uvula  and  leukoplakia  buccalis  was  made. 

He  might  not  then  have  consulted  a  physician  were  it  not  for  the  fact 
that  both  parents  had  died  at  the  same  age  of  the  patient  at  that  time, 
sixty-four.  A  sister  and  brother  had  died  of  phthisis  and  two  brothers 
of  diabetes  at  approximately  the  same  age.  The  patient  improved  some- 
what under  treatment,  went  abroad  and  returned  in  January,  1913,  with 
the  same  symptoms  and  much  nasopharjTigeal  catarrh. 

An  examination  showed  the  same  condition  as  previously.  One  month 
later  there  was  an  entirely  new  condition  on  the  laryngeal  surface  of  the 
epiglottis.    A  new  growth  was  present,  with  a  deep  ulcer  in  the  center. 

A  part  of  this  was  removed  and  referred  to  the  pathologists,  who 
reported  cylindrical  cell  carcinoma. 

On  February  20,  1914,  under  ether  anesthesia,  the  patient  was  sus- 
pended with  the  Killian  apparatus,  the  epiglottis  seized  with  forceps  and 
removed  entire  and  is  here  presented. 

He  made  an  uninterrupted  recovery  except  for  a  rather  alarming  hemor- 
rhage on  the  second  day  after  operation. 

Since  that  time  nearly  three  years  have  elapsed,  and  the  patient  has 
experienced  no  discomfort  whatever  from  the  absence  of  his  epiglottis, 
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swallowing  all  manner  of  foods,  and  with  a  perfectly  clear  and  resonant 
voice.    There  has  been  no  recurrence. 

It  is  also  unique  in  that  the  malignancy  was  seen  in  its  inception,  and 
is  an  added  proof  of  what  may  be  done  for  malignant  disease,  seen  early; 
the  case  is  the  first  in  which  the  epiglottis  was  removed  entire  under  sus- 
pension. ,     *. 

DISCUSSION. 

Dr.  Fbeudehs'thal  said  that  he  considered  the  case  an  important  one, 
as  it  showed  the  importance  of  suspension  laryngoscopy.  A  few  days 
ago  he  had  removed  an  epiglottis  in  a  tuberculous  patient,  simply  using 
the  old  big  curette  of  Killian.  The  epiglottis  was  removed  in  the  easiest 
possible  way  with  this  biting  forceps,  and  the  wound  was  afterwards 
smoothed  off  and  healed  perfectly.  In  cases  of  carcinoma  of  the  epiglottis, 
such  a  procedure  might  perhaps  not  be  advisable. 

Db.  King  said  that  he  had  examined  the  patient  and  wished  to  con- 
gratulate Dr.  Mayer  on  the  splendid  result  achieved.  He  had  never  before 
seen  such  a  beautiful  result  following  the  removal  of  the  epiglottis.  Dr. 
Mayer  had  spoken  of  the  severe  hemorrhage  occurring  twenty-four  hours 
after  the  operation,  and  it  would  be  interesting  to  know  by  what  means 
it  was  stopped. 

In  closing  the  discussion,  Db.  Mayeb,  replying  to  a  query  as  to  instru- 
ments used  for  the  removal  of  the  epiglottis  entire,  said  they  consisted 
of  two  long-handled  scalpels,  right  and  left,  the  entire  length  being  ten 
inches,  and  there  was  a  slight  curve  upwards  of  each  blade. 

As  to  the  treatment  of  the  hemorrhage  which  occurred  on  the  second 
day,  ice  applications,  gargle  of  peroxid,  with  compression  of  a  large  pad 
of  gauze  drawing  the  tongue  well  forward  alternating,  was  quite  sufficient 
to  control  the  bleeding. 

In  reference  to  the  proposed  method  of  punching  out  pieces  of  the  epi- 
glottis, the  speaker  was  greatly  opposed  to  any  surgical  method  that 
meant  cutting  into  the  cancerous  tissue,  and  felt  that  it  was  the  general 
conception  that  such  procedure  was  dangerous  and  that  the  incision 
should  go  well  bej'ond  the  disease,  and  healthy  tissues  only  be  incised. 

The  case  in  question  bore  a  very  great  lesson  as  showing  the  possibility 
of  a  cure  of  cancer  if  seen  early  and  thoroughly  eradicated,  nor  could  too 
much  praise  be  given  the  suspension  method  which  made  it  possible  to 
remove  the  epiglottis  entire  as  shown  by  the  specimen  which  had  been 
passed  aroimd  among  the  members. 

Laryngostomy  for  Carcinoma.   Db.  Johx  McCoy. 

The  patient,  Mr.  M.,  age  44,  was  first  seen  on  Sept.  3,  1916.  He  gave  a 
history  of  increasing  hoarseness  for  eighteen  months,  and  lately,  some 
dyspnea.  On  examination,  his  larynx  showed  an  infiltration  of  its  entire 
right  side  with  small  papillomatous  projections  in  the  region  of  the 
false  cord.  His  doctor  reported  that  a  Wassermann  test  was  negative. 
On  Sept.  6,  1916,  a  section  was  removed  from  the  infiltration  and  the 
report  returned  that  the  growth  was  epithelioma. 

On  Sept.  13,  1916,  a  preliminary  low  tracheotomy  was  performed.  This 
operation  disclosed  the  fact  that  the  patient  had  an  extremely  deep 
trachea  and  showed  the  necessity  for  the  surgeon  to  be  provided  with  the 
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long  tracheal  tubes  of  Jackson.  One  week  later,  the  complete  removal 
of  the  larynx  was  performed,  and  the  trachea  was  sutured  to  the  neck. 
The  patient  made  an  uneventful  recovery  with  one  exception.  On  the 
second  day  after  the  operation,  his  pulse  rose  to  190,  while  his  tempera- 
ture was  only  100 14  by  rectum.  It  was  decided  that  this  was  a  tachycardia 
due  to  pressure  of  gauze  packing  on  the  vagus.  The  packing  was  removed 
and  within  one  hour  the  pulse  rate  fell  to  normal;  otherwise  his  conva- 
lescence was  perfectly  normal  and  he  was  able  to  leave  the  hospital  in 
four  weeks. 

The  reason  for  presenting  this  case  and  the  one  which  the  writer  pre- 
sented last  spring  before  this  Section,  is  because  of  the  wonderfully  easy 
convalesence  of  these  patients.  This  the  writer  attributes  to  three 
things,  in  addition  to  the  usual  surgical  caution.  These  are  the  prelim- 
inary tracheotomy,  as  nearly  as  possible  a  sterilization  of  the  mouth,  and 
an  anesthetization  by  rectum  according  to  the  method  of  Gwathmey. 

DISCUSSION. 

Dr.  Myles  said  that  for  many  yeai's  he  had  tried  to  find  safer  procedures 
in  the  operation  of  laryngectomy,  especially  with  reference  to  the  too 
frequent  deaths  from  broncho-pneumonic  infections;  and  he  believed  that 
Dr.  McCoy's  efforts  in  sterilizing  the  mouth  and  the  adjacent  cavities  was 
a  progressive  step  in  the  right  direction.  He  believed  that  the  free  use 
of  alcohol — with  or  without  a  small  percentage  of  iodin — was  of  the  great- 
est advantage.  A  95  per  cent  solution  of  alcohol,  discreetly  applied  with 
cotton  applicators  and  followed  by  a  nebulized  spray  of  some  oil  was  of 
great  importance. 

Db.  Thukber  said  that  he  had  had  the  pleasure  of  seeing  Dr.  McCoy's 
case  a  few  days  ago  and  was  impressed  with  the  prompt  and  easy  recovery 
from  the  operation  with  no  complications.  The  tracheotomy  was  a  very 
low  one,  part  of  the  scar  still  being  seen  on  the  sternum,  and  he  had  also 
experienced  the  deep  position  of  the  trachea  in  this  region.  In  a  case  of 
his  own,  rubber  tubing  had  to  be  resorted  to  until  a  long  enough  canula 
could  be  obtained. 

Severe  Recurrent  Hemorhage  from  the  Nasopharyngeal  Vault  of  Over 
Twenty  Years'  Duration.     Dn.  Wolfi^  Freudexthal. 

Dr.  Freudex'thal  said  that  the  patient  had  consulted  him  for  the  first 
time  some  twenty  years  ago,  when  she  gave  the  following  history:  Mrs. 
B.  N.,  35  years  of  age,  had  had  one  child,  which  died  after  an  operation. 
For  the  last  two  years  she  had  been  spitting  blood,  and  has  a  sensation  as 
if  something  was  sticking  in  her  throat,  causing  her  to  cough.  The  blood 
usually  comes  during  such  attacks,  but  sometimes  occurs  spontaneously. 
All  this,  independent  of  the  season  of  the  year. 

The  patient  is  a  thin,  anemic,  weakly  person,  who  was  never  sick  before. 
Her  sputum  had  been  repeatedly  examined  for  tubercle  bacilli,  but  always 
with  a  negative  result.  (Neither  have  any  tubercle  bacilli  been  found 
during  the  course  of  my  treatment.)  On  examination,  the  lungs  were 
found  to  be  perfectly  free,  but  there  was  a  very  marked  rhinitis  and 
pharyngitis  sicca,  and  a  mass  of  inspissated  crusts  and  scabs  were  noticed 
in  the  retropharynx.  When  she  was  regularly  treated  in  the  clinic,  she 
lost  almost  no  blood;   but  if  she  stayed  away  for  a  week  or  longer  she 
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bled  afresh  and  a  terrible  dryness  occurred.  At  that  time  I  could  plainly 
see  an  elongated  ulceration  at  the  vault  of  the  pharynx.  She  was  cauter- 
ized with  a  50  per  cent  solution  of  nitrate  of  silver,  and  some  time  later 
she  was  sent  to  the  seashore,  where  the  bleeding  ceased  entirely. 

Since  then  she  had  followed  Dr.  Freudenthal  through  all  the  clinics 
he  has  been  connected  with,  appearing  generally  about  twice  a  year  for  a 
prolonged  treatment  of  six  weeks  or  so.  For  the  last  seven  years  she  has 
been  free  from  any  hemorrhage,  but  this  fall  it  retu"ned  with  renewed 
vigor,  leaving  her  in  quite  a  weak  condition.  An  ulceration  was  found 
on  the  left  side.  This  was  treated  as  before,  and  she  has  now  regained 
her  strength. 

This  case,  which  was  published  twenty  years  ago,  was  mentioned  at 
that  time  in  connection  with  Dr.  Freudenthal's  studies)  on  the  etiology  of 
pulmonary  tuberculosis.  At  that  time,  in  examining  81  patients  at  the 
Moniefiore  Home,  ulcerations  were  found  seven  times;  besides  this,  there 
was  noticed  quite  frequently  an  intense  hyperemia  in  the  naso-pharynx, 
whicn  contrasted  strongly  in  consumptives  with  the  pale  anemic  condi- 
tion of  the  posterior  parts  of  the  nose  and  the  velum.  The  frequency 
of  hemorrhages  from  the  naso-pharynx  was  peculiar.  While  he  saw  them 
only  once  in  tuberculous  patients,  they  were  present  five  times  in  the 
others.  It  was  remarkable  that  in  one  of  these  six  cases  were  tubercle 
bacilli  found,  as  would  be  expected  a  priori.  It  could  be  explained  only 
in  one  way.  If  the  bacilli  are  not  too  deeply  embedded  in  the  tissues, 
the  flow  simply  carries  them  away,  thus  offering  a  certain  safety  against 
the  invasion  of  the  same.  This  patient  never  had  tuberculosis,  nor  does 
she  show  any  symptoms  thereof  at  the  present  time;  but  it  is  remark- 
able that  she  is  still  alive  after  having  had  such  severe  hemorrhages 
extending  over  so  many  years. 

A  Case  of  Nasal  Deformity  Due  to  the  Sub-Mucous  Operation  Corrected 
by  the  Transplantation  of  Bone.      Dk.  William  Wesley  Cabtee. 

This  gentleman,  30  years  of  age,  had  a  blow  on  the  nose  when  a  child 
which  caused  an  obstruction  to  nasal  respiration  and  some  irregularity 
of  the  nasal  bridge. 

The  case  is  non-specific.  The  patient  has  always  enjoyed  the  best  of 
health. 

On  April  1,  1915,  he  submitted  to  an  operation  for  a  slight  irregularity 
of  the  nasal  bridge,  and  two  weeks  later  a  submucous  operation  was  per- 
formed by  the  same  surgeon.  This  later  operation  was  followed  by  an 
abscess  which  was  treated  for  some  time  before  it  healed.  Shortly  after- 
wards he  noticed  a  depression  of  the  bridge.  This  depression  increased 
until  the  deformity  shown  in  the  cast  was  produced. 

I  saw  the  patient  for  the  first  time  on  Nov.  2',  1916,  one  and  one-half 
years  after  his  operation.  At  this  time  he  had  a  typical  saddleback  de- 
formity. There  was  practically  no  support  to  the  bridge  below  the  ends 
of  the  nasal  bones,  most  of  the  cartilaginous  septum  having  been  removed 
at  the  time  of  the  operation,  or  having  been  destroyed  by  the  infection. 
The  extent  of  the  deformity  is  well  shown  in  the  cast  which  is  being 
passed  around. 

I  transplanted  about  two  inches  of  the  ninth  rib  on  Nov.  6,  by  the 
intranasal  route.  The  technique  of  this  operation  I  have  already  described 
before  this  section. 
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The  result,  you  will  note,  is  entirely  satisfactory.  The  bone-graft  is  in 
good  position,  has  already  established  its  nutrient  connections  and  is 
supporting  the  nasal  bridge.  The  deformity  is  entirely  corrected,  and  the 
nose  is  as  strong  as  it  ever  was. 

DISCUSSION, 

Dk.  Harjiox  Smith  said  that  he  wished  to  commend  the  outcome  of 
Dr.  Carter's  surgical  procedure  and  likewise  to  say  that  he  had  not  yet 
seen  any  unfavorable  result  in  the  plastic  work  done  on  the  nose  by  Dr. 
Carter.  These  remarks  embodied  the  observation  of  his  work  over  a  long 
period  of  time.  He  wished  to  emphasize  the  fact,  however,  that  a  great 
many  cases  were  now  submitted  to  major  surgery,  when  the  subcutaneous 
injection  of  paraflBn  would  have  met  the  requirements.  While  paraflBn 
was  limited  in  its  application,  it  was,  nevertheless,  a  perfectly  feasible 
performance  when  the  necessary  restrictions  were  observed.  Dr.  Smith 
said  that  he  classed  the  correction  of  his  nasal  deformities  into,  first, 
those  capable  of  being  corrected  by  paraflBn;  second,  those  requiring  the 
bridge  splint  operation,  and  thirdly,  those  which  could  only  be  corrected 
by  the  introduction  of  a  rib. 

Ds.  ScEUTON  asked  if  Dr.  Carter  considered  it  necessary  to  anchor  the 
superior  extremity  of  the  transplant  in  every  instance? 

A  Case  of  Staphylococcemia.     Dk.  W.  W.  Carteb. 

(To  l>e  published  in  a  suhsequent  issue  of  The  Labyngoscope.^ 

DISCUSSION. 

Db.  Dwter  said  that  this  was  a  most  interesting  case  from  many  points 
of  view,  and  he  congratulated  Dr.  Carter  on  the  way  it  had  been  worked 
up.  The  case  was  to  him  a  pyemia,  with  the  original  focus  in  doubt, — 
it  may  have  been  the  sinuses,  the  teeth,  etc.  The  blood  culture  findings 
were  noteworthy.  He  had  had  occasion  to  see  one  case  of  general  septi- 
cemia due  to  pan-sinusitis  with  infection  with  the  same  organism,  and 
from  his  statistics  he  found  that  five  to  ten  per  cent  of  acute  mastoids 
were  due  to  this  organism.  The  hemorrhages  were  due  to  the  action  of 
the  organisms  and  would  tend  to  show  that  the  case  was  an  advanced 
one,  when  Dr.  Carter  saw  the  case  first,  as  hemorrhages  do  not  usually 
occur  early.  The  purulent  condition  of  the  nose  was  interesting.  The 
condition  could  not  have  been  primary,  but  again  it  could  be  a  secondary 
ulceration,  just  as  the  hemorrhages  on  the  skin.  Dr.  Dwyer  thought  that 
all  such  cases  should  be  placed  on  record. 

Septal   Hemorrhage:     Its  Cure  by  Submucous  Elevation.       Dn.  Joiix  Le- 

SHURE. 

(To  be  published  in  a  subsequent  issue  of  The  Laryngoscope.^ 

DISCUSSION. 

Du.  Harmon  Smith  said  that  in  his  experience  the  necessity  for  oper- 
ative measures,  in  cases  of  this  class,  had  not  obtained.  In  earlier  years 
he  had  been  induced  to  try  the  actual  cautery  but  it  had  never  worked 
satisfactorily,  owing  to  the  fact  that  he  either  got  it  too  hot  and  it  made 
more  bleeding,  or  too  cold,  thereby  not  being  effective.  Fused  nitrate  of 
silver  had  never  failed,  however,  to  overcome  any  bleeding  ulcer  of  the 
septum.  He  believed,  moreover,  that  when  hemorrhages  occurred  in 
elderly  people,  with  high  blood  pressure,  that  it  was  nature's  safety  valve 
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and  that  they  should  be  permitted  to  bleed  for  a  long  while  before  any 
efforts  were  directed  towards  its  stoppage.  He  also  believed  it  was  quite 
possible  that  many  brain  hemorrhages  were  prevented  by  a  nose  bleed, 
thus  lessening  the  blood  pressure  in  the  cerebral  vessels. 

Db.  Cabteb  stated  that  on  one  occasion  a  young  lady  was  brought  to  his 
office  from  a  nearby  village  who  was  in  almost  an  exsanguinated  condi- 
tion due  to  hemorrhage  from  a  septal  ulcer. 

She  gave  a  history  of  having  had  hemorrhages  from  this  ulcer  at  in- 
tervals for  several  years.  On  the  night  before  he  saw  her  she  had  been 
bleeding  in  her  sleep  probably  most  of  the  night,  and  when  she  awakened 
she  was  hardly  able  to  stand. 

Examination  showed  a  fairly  large  ulcer  on  the  right  side  of  the  septum 
from  which  an  intermittent  stream  of  blood  was  coming,  the  septal  ar- 
tery being  eroded.  Dr.  Carter  did  a  modified  submucous  resection,  in- 
cluding the  ulcerated  area  and  the  surrounding  cartilage.  He  then  in- 
troduced a  purse-string  suture  around  the  ulcer;  this  stopped  the  hem- 
orrhage and  in  a  comparatively  short  time  the  ulcer  healed  completely. 

Dr.  Carter  believes  that  in  treating  ulcers  of  the  septum,  the  cartilage 
at  the  base  of  the  ulcer  should  always  be  resected  for  it  is  always  in- 
volved in  the  inflammatory  process  and  prevents  healing. 

Dr.  Wilson  said  that  if  he  understood  the  doctor's  paper,  he  stopped  the 
hemorrhage  by  breaking  the  intima  of  the  artery.  Why  was  it  necessary 
to  dissect  up  the  mucous  membrane?  Why  could  it  not  be  done  by  pres- 
sure upon  the  septum?  -^ 

In  reference  to  nose  bleed  from  high  pressure.  Dr.  Wilson  said  that 
he  had  seen  several  such  cases;  in  one  case  when  the  pressure  was  100, 
he  did  not  attempt  to  stop  it,  and  the  man,  who  was  68  years  old,  lived 
for  a  year  afterward  and  then  died  of  apoplexy. 

Dr.  Kixg  said  that  when,  several  years  ago,  he  had  read  Dr.  Thomp- 
son's paper  on  "The  Submucous  Resection  as  a  ]\Ieans  of  Curing  Septal 
Hemorrhage,"  published  in  The  Laryngoscope,  it  seemed  to  him  that  it 
was  not  an  unusual  procedure,  as  he  himself  had  performed  several  such 
operations  on  patients  who  had  come  to  him  for  relief  from  nose  bleeding. 
In  such  cases,  he  had  found  nasal  obstruction  due  to  a  deflected  septum. 
The  lack  of  air  entering  the  nasal  chambers, — in  other  words,  the  nasal 
obstruction, — had  caused  the  patient  to  pick  the  nose  and  thus  produce 
excoriation  of  septal  blood  vessels  with  consequent  hemorrhage.  Fre- 
quently these  patients  had  been  unconscious  of  picking  the  nose,  and  it 
would  seem  that  the  nasal  obstruction  would  cause  them  to  pick  the  nose 
imconsciously  at  night  while  sleeping.  The  bleeding  in  such  cases  is 
only  one  of  the  consequences  of  nasal  obstruction,  and  if  there  are  no 
contra-indications  the  submucous  resection  should  be  done  to  relieve  the 
obstruction.  When  the  obstruction  is  removed,  the  patient  will  no  longer 
pick  the  nose,  and  consequently,  as  the  cause  of  the  bleeding  has  been 
removed,  the  hemorrhage  will  have  been  stopped. 

In  such  cases  as  he  had  described,  where  the  bleeding  was  a  sequel  of 
nasal  obstruction,  the  submucous  resection  seems  a  rational  procedure. 

Dr.  Scbutox  said  that  the  criticism  was  directed  by  a  misunderstanding 
concerning'  the  type  of  septal  hemorrhage  that  Dr.  Leshure's  technique 
was  intended  to  control.  It  was  quite  apparent  that  the  method  recom- 
mended in  the  paper  was  not  intended  to  apply  to  hemorrhage  from  a 
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given  point  but  to  wide-spread  oozing,  and  it  seemed  to  offer  a  distinct 
advantage  over  cauterization  in  that  it  preserved  the  membrane. 
Inflatable  Rubber  Bag  for  Intranasal  Use.  Presented  by  Dr.  A.  L.  Bex;k. 
The  members  were  favorably  impressed  by  the  ingenious  device,  many 
giving  Dr.  Beck  personal  assurance  that  they  would  give  it  immediate 
trial  in  their  practice. 

An  Interesting  Cut-Throat  Case.     Dr.  William  W.  Cakteb. 

(To  he  iruhlished  in  a  subsequent  issue  of  The  Laryngoscope.; 

DISCUSSION. 

Dr.  Emil  Ma^-er  said  that  no  two  cases  of  throat  cut  are  ever  quite 
alike,  and  each  one  must,  therefore,  be  treated  in  accordance  with  the  in- 
jury sustained. 

The  speaker  mentioned  a  case  which  he  had  seen  recently  in  Mount 
Sinai  Hospital,  in  which  the  epiglottis  had  been  cut  through  and  evi- 
dently sloughed  away. 

The  arytenoids  could  be  seen  on  attempts  at  phonation,  and  the  entrance 
to  the  esophagus.  The  speaker  was  able  to  introduce  a  large  sized 
Schroter  tube  into  the  larynx  and  trachea,  and  phonation  was  possible. 

A  tracheotomy  had  been  done  as  also  a  gastrostomy,  which  latter  solved 
the  feeding  problem. 

It  v/as  proposed  to  introduce  a  piece  of  fascia  so  as  to  prevent  too  much 
drawing  in  of  the  vicatrix,  and  complete  recovery  was  anticipated. 

In  att  these  "cut  throat  cases"  it  is  rather  remarkable  how  they  suc- 
ceed in  cutting  in  the  wrong  place  to  achieve  the  end  that  they  desire, 
as  also  the  extreme  eagerness  with  which  they  afterward  desire  to  re 
cover  from  their  self-inflicted  wounds. 


Treatment  of  Graves' Disease  by  the  Roentgen  Ray.  M.  Sey- 
mour, Boston  Med.  and  Surg.  Jour.,  Oct.  19,  191G. 
Eighty  out  of  144  cases  were  given  at  least  two  treatments  with 
the  Roentgen  ray  and  all,  except  seven,  have  shown  improvement, 
as  evidenced  by  gain  in  weight  and  lowering  of  the  pulse  rate.  The 
advantages  of  the  Roentgen  ray  treatment  are  that  there  are  no 
fatalities,  no  resulting  scars,  absence  of  pain  and  if  the  treatment  is 
unsuccessful  operation  can  be  done  with  less  risk  because  of  the 
favorable  action  of  the  rays  on  the  thymus  gland.  P.  F. 
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Meeting  of  January  2,  1917. 

Db.   Sidney  L.   Olsho,  Reporter. 

Epithelioma  of  the  Ethmoid.   Dk.  George  M.  Coaxes. 

Dr.  George  M.  Coates  presented  a  female  patient,  age  3.5,  who  first 
camo  under  observation  November  13,  1916,  with  a  swelling  on  the  right 
side  of  the  nose,  first  noticed  two  years  previously,  ana  having  gradually 
increased  in  size  since  that  time.  There  has  been  progressive  loss  of 
body  weight  and  loss  of  the  senses  of  taste  and  smell.  Both  nasal  pas- 
sages are  occluded.  Marked  deafness  with  annoying  tinnitis  has  been 
present  during  the  past  week  and  non-productive  cough  during  the  past 
two  weeks.  There  have  been  no  night  sweats.  She  has  had  expistaxis 
from  the  right  nostril  every  few  days  for  the  last  year,  bleeding  profusely 
sometimes. 

On  transillumination,  all  of  the  sinuses  are  clear  excepting  the  eth- 
moids.  Examination  shows  the  septum  pushed  to  the  left  and  the  entire 
right  nostril  occluded  by  a  soft,  friable  mass,  apparently  originating  in 
the  ethmoid  region. 

On  November  15,  this  mass  was  removed  with  the  snare  and  punch 
forceps.  Bleeding  was  free  but  was  controlled.  The  mass  removed  was 
the  size  of  a  pigeon's  egg  and  consisted  of  a  friable  vascular  mass,  in 
parts  quite  firm.  Histologic  diagnosis:  Basal  cell  epithelioma  of  the  eth- 
moid. 

Spindle  Cell  Sarcoma  of  the  Ethmoid  Involving  the  Supraorbital  Soft 
Tissues  and  the  Antrum.  Dr.  Ross  H.  Skillerx. 

Dk.  Ross  H.  Skillerx  presented  a  patient.  Miss  M..  age  39.  She  first 
noticed  a  painful  swelling  in  the  region  of  the  left  lachrymal  duct  in 
August,  1916.  On  external  pressure  a  thin  liquid  exuded  from  the  left 
nostril.  The  supraorbital  region  was  soon  involved.  The  left  side  of  the 
nose  gradually  became  occluded.     She  has  severe  supraorbital  headaches. 

Examination  of  the  nose,  December  1,  1916,  showed  the  left  side  of  the 
nose  to  be  occluded  with  polyps,  apparently  originating  in  the  ethmoid 
region.  The  supraorbital  region  is  protruding.  X-ray  examination 
showed  a  mass  in  the  ethmoid  region  with  destruction  of  cell  walls. 
Clinical  diagnosis:  Hypertrophic  fronto-ethmoidal  sinusitis.    • 

The  polyps  were  first  removed  intranasally  and  the  ethmoidal  cells  de- 
stroyed.    Portions  were  sent  to  the  patrological  laboratory. 

One  week  later  an  external  opening  was  made.  The  entire  ethmoidal 
labyrinth  was  found  to  be  degenerated  into  a  large  tumor  mass,  infil- 
trating upward  into  the  supraorbital  soft  tissues  and  downward  into  and 
filling  the  antrum.  The  incision  was  closed.  The  histologic  diagnosis 
is  spindle  cell  sarcoma. 

Giant  Cell  Sarcoma  of  Maxillary  Sinus.      De.   Robert  F.    RmpAXH. 

Dr.  Robert  F.  Ridpath  presented  a  patient,  male,  age  53,  of  medium 
stature,  considerably  emaciated.  History  of  a  blow  on  the  cheek,  by  a 
heavy  board,  two  years  ago.     Considerable   subsequent   swelling  but  no 
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skin  abrasion.  After  two  months  a  lump  formed,  under  the  skin,  which 
was  treated  by  x-ray  at  weekly  intervals  for  seven  months,  without  re- 
lief, but  with  a  consequent  breaking  down  of  the  skin  and  the  formation 
of  a  fistular  opening  into  the  antrum.  A  radical  Denker  operation  was 
indicated  and  performed,  September  29,  1916.  The  tissue  did  not  heal 
after  operation  but  has  continued  to  slough  and  necrose.  The  fistulous 
opening  has  enlarged  and  will  admit  a  thumb.  Histological  diagnosis: 
Giant  cell  sarcoma  of  maxillary  sinus. 
Carcinoma  of  Lingual  Tonsil  and  Epiglottis.  Dr.  James  A.  Babbitt. 

Dr.  James  A.  Babbitt  presented  a  patient,  0.  H.  F.,  male,  age  59,  who 
came  under  observation  December  5,  1916.  He  complained  of  sore  throat, 
dysphagia,  pain  in  the  larynx  radiating  to  the  ears,  frequent  hoarseness, 
at  times  aphonia  and  the  presence  of  a  lump  on  the  left  side  of  the 
neck. 

The  lump,  when  first  noticed,  October,  1916,  was  small  and  soft,  but  in 
one  montb,  it  had  become  larger  and  harder.  A  smf.ll  lump  is  also  no- 
ticed on  the  right  side  of  the  neck.  There  has  been  no  loss  of  weight  or 
other  significant  symptom.  A  secondary  anemia,  however,  is  present. 
Tuberculosis  and  syphilis  were  excluded.  Alcohol  has  been  used  to  excess 
up  to  five  years  ago,  smoking  tobacco  to  excess  until  four  months  ago. 

Examination  of  the  left  side  of  the  neck  shows  a  flat,  diffuse,  indurated 
area,  the  size  of  a  half  dollar,  just  over  the  middle  of  the  sterno-oleido- 
mastoid  muscle  and  a  hardness  of  the  submaxillary  gland,  but  no  nodules. 
The  right  submaxillary  region  shows  some  induration. 

Examination  of  the  throat  shows  a  nodular,  non-ulcerated  mass,  involv- 
ing the  lingual  tonsil  and  epiglottis  and  extending  downward  into  the 
larynx,  occluding  a  view  of  the  cords.  The  clinical  diagnosis  and  the 
consensus  of  opinion  at  the  meeting  is  that  the  condition  is  one  of  car- 
cinoma. 

Mycosis    Fungoides    Involving   the   Tonsils,   Soft    Palate   and    Uvula.     Dr. 

Matthew  S.  Ersnek. 

Dh.  Matthew  S.  Ersner  presented  a  patient,  H.  P.,  male,  age  34,  col- 
ored. Five  years  ago  the  right  tonsil  became  swollen  and  after  several 
weeks  exuded  a  muco-sero-pus.  In  the  course  of  the  subsequent  six 
months,  the  following  structures  were  involved,  uvula,  left  tonsil,  right 
and  left  tonsillar  pillars. 

In  the  last  five  months,  deep  ulcerations  and  excoriations  developed 
on  the  floor  of  the  mouth,  spreading  to  the  outer  edge  of  the  tongue. 

The  soft  palate  is  edematous,  of  pale,  glassy  appearance.  The  other 
mentioned  structures  are  all,  more  or  less  matted  together  in  a  granulo- 
matous mass,  with  polypoid  structures  hanging  down  into  the  pharynx. 
From  time  to  time,  a  polypoid  mass  has  sloughed  off.  On  six  occasions 
in  the  last  four  years,  hemorrhages  lasting  from  one-half  to  twenty-four 
hours   followed.     The   clinical   picture   resembles   that   of   syphilis. 

Blood-serum,  bacteriologic  and  biologic  studies  were  made,  but  failed 
to  establish  a  diagnosis  of  syphilis  or  tuberculosis.  There  has  been  no 
glandular  enlargement  and  no  loss  of  body  weight. 

Finally  a  section  was  removed  for  histologic  study.  In  the  sections, 
certain  areas  resemble  tuberculosis;  others,  small,  round-cell  sarcoma. 
Diagnosis  after  study  by  Drs.  Kolmer,  Smith  and  MacFarland,  of  the 
University  of  Pennsylvania:   Granulomata  mycoses  fungoides. 


AMERICAN  LARYNQOLOGICAL,  RHINOLOQICAL  AND 
OTOLOQICAL  SOCIETY, 

SECTION   ON   LARYNGOLOGY   AND   BHINOLOGY. 

Twenty-second  Annual  Meeting,  May  5  and  6,  1916. 
White  Sulphur  Springs,  West  Virginia. 

The  President,  Dr.  S.  MacCuen  Smith,  Philadelphia,  Presiding. 

Tracheo-Bronchial  Syphilis,  With  Report  of  an  Unusual  Case.  Dr.  Hu- 
bert Arrowsmith,  Brooklyn,  N.  Y. 

After  reviewing  the  cases  recorded  in  literature,  reported  the  following 
case  of  tracheo-bronchial  syphilis:  The  patient,  a  man,  44  years  of  age, 
was  admitted  to  the  hospital,  November  10,  1915,  complaining  of  short- 
ness of  breath  and  cough,  with  paroxysmal  exacerbations  of  both.  Ve- 
nereal infection  denied.  Tubercle  bacilli  not  found  in  sputum.  Urine 
normal.  Hemoglobin,  80  per  cent;  erythrocytes,  4,928,000;  leucocytes, 
13,000,  with  63  per  cent  polymorphonuclears;  27  per  cent  lymphocytes; 
7  per  cent  large  mononuclears;  2  per  cent  transitionals;  1  per  cent 
eosinophiles.  Wassermann  test  was  4  plus.  There  was  irregular  fever, 
from  101  to  104  degrees.  Protoiodid  of  mercury,  one-fourth  gr.  t.  i.  d., 
was  given,  being  changed,  after  a  short  time,  to  mercury  salicylate  ad- 
ministered intramuscularly,  with  the  potassium  iodid  in  increasing  doses. 
Digitalis  was  necessary  most  of  the  time. 

Bronchoscopy  was  attempted  December  1,  but  was  abandoned  for  fear 
persistence  might  precipitate  an  attack  of  dyspnea,  several  attacks  of 
which  the  patient  had  had  since  admission.  On  December  4,  against  ad- 
vice, the  man  left  the  hospital,  but  was  admitted  again,  January  4,  1916, 
in  much  the  same  condition  as  before.  From  the  symptoms  and  the  x-ray 
examination  the  diagnosis  of  broncho-pneumonia  was  made,  and  broncho- 
scopy advised.  On  January  10,  under  oil-ether  colonic  anesthesia  (Gwath- 
mey  method)  direct  laryngoscopy  showed  no  lesion  of  the  larynx.  A  7 
mm.  Jackson  cronchoscope  was  passed  and  a  definite  and  symmetrical 
diminution  of  the  tracheal  lumen  was  encountered,  the  tube  being  held 
snugly  as  soon  as  it  entered  the  trachea,  a  certain  amount  of  pressure 
being  necessary  to  advance  it.  The  obstruction  was  not  due  to  infiltration 
or  edema  of  the  mucous  membrane.  -  There  was  no  suggestion  of  the 
tracheal  rings,  and  the  carina  was  identified  with  some  difficulty.  Con- 
siderable pressure  was  required  to  enter  the  primary  bronchi,  and  the 
orifices  of  the  secondary  bronchi  were  only  suggested.  This  stenosis  was 
absolutely  uniform  and  symmetrical  throughout.  There  was  a  decided 
sense  of  unyielding  resistance  outside  of  the  mucous  membrane.  There 
were  no  localized  constrictions  or  dilatations,  no  ulcerations,  no  scars. 
Diffuse  indurative  peri-tracheo-bronchitis  seemed  to  fully  describe  the 
conditions  found. 

The  patient  was  then  put  upon  inunctions  of  mercury  ointment,  begin- 
ning with  half  a  dram  a  day  and  increasing  until   signs   of  salivation 
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appeared.  Increasing  doses  of  potassium  iodid  were  given  (salvarsan 
being  unattainable  at  the  time).  The  patient's  response  to  the  treatment 
was  prompt,  and  by  FebruaiT  3,  1916,  he  was  up,  with  very  little  dys- 
pnea, but  still  considerable  cough.  On  February  22,  he  began  to  cough 
more,  fever  and  dyspnea  returned,  and  his  condition  became  more  rapidly 
worse,  until  March  1,  when  he  died.     Autopsy  not  permitted. 

The  great  value  of  the  Gwathmey  oil-ether  colonic  anesthesia  in  such 
cases  was  emphasized. 

DISCUSSION. 

Dr.  Charles  Johnstone  Impekatori,  New  York  City,  opening  the  dis- 
cussion, said:  "I  wish  to  express  my  thanks  to  Dr.  Arrowsmith  for  the 
honor  in  asking  me  to  open  the  discussion  on  his  report  of  this  very  in- 
teresting case. 

"I  had  the  opportunity  of  endoscoping  the  case  with  him  and  his  de- 
scription of  the  findings  are  very  exact.  One  could  hardly  imagine  that 
the  bronchoscope  was  within  the  trachea.  The  appearance  of  the  mucous 
membrane,  being  more  that  of  the  esophagus.  The  rings  of  the  trachea 
could  not  be  made  out,  and  one  had  to  orient  himself  by  identifying  the 
carina.  The  breath  of  the  patient  coming  through  the  bronchoscope,  of 
course,  assisted  materially.  The  Gwathmey  ether-oil  method  of  anes- 
thesia was  ideal  in  this  case. 

"Regarding  the  pathology  of  this  condition,  very  little  can  be  found  in 
the  literature.  Adami  gives  but  a  few  lines  to  it,  and  considers  the 
condition  very  rare.  From  a  perusal  of  Conner's  article,  the  pathological- 
histological  report  of  the  sections  that  are  of  interest  to  us,  showed  the 
mucosa  of  the  trachea  and  bronchi  to  be  in  a  hyperplastic  state  and 
thrown  into  polypoid  folds  or  elevations,  while  the  bronchial  and  tracheal 
wall  was  in  some  places  entirely  replaced  by  fibrous  tissue,  the  diagnosis 
being  a  diffuse  indurative  peribronchitis  and  endobronchitis. 

"Symptoms  are  rather  vague  and  the  physical  signs  fail  to  give  any 
clue  of  the  marked  inspiratory  type  of  dyspnea.  Paroxysmal  dyspnea  at 
some  time  in  the  course  of  the  disease  with  marked  suffocative  attacks 
seem  to  be  characteristic. 

"Diagnosis:  Paryoxsmal  attacks  of  dyspnea  and  as  the  disease  advances 
marked  dyspnea,  coupled  with  negative  cardiac  and  renal  complications, 
and  with  or  without  positive  laryngeal  findings,  plus  a  positive  Wasser- 
mann,  should  lead  one  to  suspect  endobronchial  obstruction;  this,  in  turn, 
may  be  definitely  identified  by  endoscopy. 

"Treatment:  As  Lues  does  not  confer  immunity  against  acute  iodism, 
potasssium  iodid  alone  should  be  given  with  caution.  As  we  know  that 
iodin  is  remotely  irritant  to  mucous  membranes  and  an  inflammatory 
edema  of  the  larynx,  trachea  or  bronchi  may  be  superinduced  on  an 
already  irritated  respiratory  mucous  membrane.  Salvarsan  or  its  sub- 
stitutes would  have  seemed  to  be  the  elective  method  of  treatment  in  this 
case,  followed  by  the  use  of  mercury,  either  by  inunction  or  injection." 

Dr.  Robert  Levy,  Denver,  Colo.,  thought  Dr.  Arrowsmith's  paper  should 
stimulate  inquiry  along  the  lines  suggested.  No  doubt  many  cases  of 
tracheal  and  bronchial  syphilis  had  passed  unnoticed.  It  was  true  that 
the  use  of  the  bronchoscope  Avould  doubtless  call  attention  to  conditions 
in  the  trachea  and  bronchi  which  formerly  were  not  recognized, — a  point 
which  Dr.  Arrowsmith  probably  wished  to  emphasize.     The  placing   on 
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record  of  such  cases  was  important.  Cases  of  ulceration  of  the  trachea 
had  been  reported  from  time  to  time.  He  recalled  a  case  of  ulceration 
at  the  bifurcation  of  the  trachea,  with  cough,  in  a  policeman.  Syphilis 
was  suspected,  but  the  man  passed  out  of  his  care  and  the  subsequent 
history  could  not  be  reported.  In  a  case  of  tracheo-esophageal  syphilis 
reported  at  the  meeting  of  the  Middle  and  Western  Sections  at  St.  Louis, 
it  was  fair  to  assume  that  perforation  of  the  trachea  was  due  to  syph- 
ilitis  ulceration. 

Dr.  Robert  Clyde  Lynch,  New  Orleans,  La.,  had  had  an  experience 
with  tracheo-bronchial  syphilis  limited  to  two  cases.  One  case  was  that 
of  a  marine  man  who  had  a  tracheal  fistula,  a  gumma  which  ulcerated 
just  below  the  thyroid  gland.  The  rings  of  the  trachea  were  exposed  as 
if  one  had  done  a  very  bad  tracheotomy  operation.  There  was  a  definite 
history  of  syphilis.  The  fistula  closed  and  the  trachea  had  remained 
patulous  since.  The  second  case  was  at  the  Eye  and  Ear  Hospital  in  Xew 
Orleans.  It  was  the  third  stage  of  syphilis,  and  the  gumma  involved  the 
fossa  of  Rosenmiiller.  Spirochetes  were  removed  from  the  surface  in  this 
location,  and  a  section  removed  showed  evidence  of  gumatous  infiltration. 
In  consultation  it  was  discovered  that  between  the  upper  and  the  lower 
lobes  of  the  right  lung  there  was  a  dull  or  quite  flat  area,  quite  definite 
in  outline.  This  was  a  gumma.  In  the  lower  lobe  of  the  right  lung  there 
was  apparently  complete  absence  of  stem  bronchi;  in  other  words,  there 
were  not  so  many  offshoots  from  the  bronchus  as  ordinarily  found  by 
x-ray  examination.  This  patient  had  begun  to  have  hemoptysis.  Internists 
in  Xew  Orleans  had  observed  a  number  of  cases  of  gumma  of  the  lungs 
of  a  pronounced  type,  in  which  no  tubercle  bacilli  were  found,  in  which 
the  area  of  dullness  was  not  limited  to  the  lower  lobe,  and  in  which  the 
polymorphonuclear  increase  was  not  as  ordinarily  observed.  The  import- 
ance of  a  closer  relationship,  bronchoscopically,  between  internist  and 
laryngologist  was  emphasized. 

Dr.  Chevalier  Jacksox.  Pittsburgh,  Pa.,  thought  it  was  very  fortu- 
nate indeed  for  medical  science  in  general  and  for  bronchoscopy  in  par- 
ticular, that  this  case  fell  under  the  observation  of  such  acute  and  accurate 
observers  as  Dr.  Arrowsmith  and  Dr.  Imperatori.  His  personal  observa- 
tions in  lues  of  the  tracheo-bronchial  tree  have  been  three,  and  they  have 
been  published.  In  none  of  them,  however,  was  there  such  a  serious  con- 
dition as  that  observed  by  Dr.  Arrowsmith.  All  of  them  were  mild  cases 
or  lesion  relics,  and  all  of  them  recovered.  Dr.  Boyce,  who  had  had  a 
large  fluoroscopic  experience,  stated,  "I  have  seen  through  the  fluoroscope 
a  ragged  shadow  to  the  right  of  the  vertebra  at  the  level  of  the  heart  and 
extending  out  about  two  inches  in  a  number  of  luetic  cases  and  I  believe 
it  has  some  diagnostic  value.  Beginning  malignancy  is  the  only  thing 
likely  to  be  confused  with  it".  He,  the  speaker,  would  like  to  ask  Dr. 
Arrowsmith  in  his  reply  to  state  whether  he  believed  the  quick  response 
to  specific  treatment  with  the  great  relief  of  the  dyspnea  could  not  have 
been  due  to  the  relief  of  some  condition  other  than  the  indurative  peri- 
tracheobronchitis;  which,  it  seemed  to  him,  would  be  like  the  luetic 
fibrotic  conditions  seen  in  the  larynx  and  which  are  not  amenable  to  any 
form  of  specific  treatment.  He  heartily  agreed  with  Dr.  Imperattori's 
remarks  on  postassium  iodid;  though  it  was  clearly  indicated  here  and 
doubtless  was  responsible  for  the  improvement.     He  believed  that  everj^- 
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thing  was  done  in  tliis  case  that  could  possibly  have  been  done,  under 
the  circumstances,  to  relieve  the  patient.  He  heartily  endorsed  Dr.  Ar- 
rowsmith's  suggestion  as  to  calling  the  attention  of  internists  to  the  value 
of  bronchoscopy  in  disease.  The  utility  of  the  work,  both  for  diagnosis 
and  treatment,  was  only  in  its  infancy,  and  he  felt  that  if  bronchoscopy 
was  ever  to  receive  its  just  measure  of  recognition  by  the  internist, 
bronchscopists  would  have  to  do  the  work  with  local  anesthesia,  in  adults, 
none  in  children;  because  the  greatest  usefulness  would  be  in  the  early 
st;ages  in  which  the  relatively  mild  symptoms  of  the  patient  would  never 
seem  to  the  internist  to  justify  general  anesthesia.  For  foreign  body 
work  the  endoscopist  should  use  whatever  form  of  anesthesia  he  may 
think  will  give  him  the  best  results,  but  in  bronehoscojjy  for  disease,  gen- 
eral anesthesia  was  a  bar  to  investigation  of  any  except  the  most  des- 
perate cases. 

Dk.  John  A.  Thompson,  Cincinnati,  Ohio,  called  attention  to  the  well 
known  fact  that  a  combination  of  local  with  general  treatment  of  syphilis 
of  the  upper  air  passages  would  give  prompter  results  than  either  alone. 
In  hi.5  first  case,  reported  twenty  years  ago,  gummata  of  the  lower  lobe  of 
the  right  lung,  the  patient  had  a  temperature  of  104  degrees,  she  was 
expectorating  a  quart  of  offensive  fiuid  daily,  and  was  going  on  rapidly 
to  a  fatal  end.  Internal  treatment  had  no  effect,  and  intratracheal  in- 
jections were  employed.  In  three  weeks  the  temperature  was  normal,  and 
in  three  months  the  patient  had  returned  to  normal  health.  In  such 
cases  as  that  reported  by  the  essayist  intratracheal  in.iections  would  have 
relieved  the  intense  dyspnea. 

Dk.  Eugene  L,.  Vansant,  Philadelphia,  Pa.,  recalled  a  case  of  syphilis  of 
the  bronchi  and  lungs,  with  absence  of  tubercle  bacilli,  with  widely  dis- 
seminated symptoms  in  the  lungs,  without  emaciation, — points  which  may 
indicate  syphilis,— in  which  recovery  followed  energetic  mixed  treatment. 

Dr.  Thomas  H.  Halsted,  Syracuse,  N.  Y.,  had  had  three  cases  of  tracheo- 
bronchial syphilis,  two  of  which  had  come  under  his  observation  before 
he  had  begun  to  use  the  bronchoscope.  Both  of  these  patients  were  cyan- 
otic and  about  to  succumb.  Recovery  followed  tracheotomy  and  anti- 
specific  treatment.  In  the  third  case  the  patient,  a  woman  of  45  years  of 
age,  was  cyanotic  and  semiconscious  when  first  seen  by  him.  She  was 
sent  to  the  hospital,  and  bronchoscopy  was  performed.  There  was  ulcer- 
ation at  the  tracheo-bronchial  junction.  This  area  was  covered  with 
crusts  similar  to  those  seen  in  atrophic  rhinitis.  Nitrate  of  silver  was 
applied  to  the  ulcer,  and  general  treatment  given.  Six  months  later  the 
patient  had  another  attack  of  dyspnea  and  died.  Intratracheal  injections 
of  vaselin  or  albolen  were  used  to  soften  the  crusts. 

Dr.  Lee  M.  Hurd,  New  York  City,  cited  the  case  of  a  man  about  50 
years  of  age,  who,  a  short  time  before,  had  been  sent  to  him  with  the 
history  of  spasmodic  cough.  He  had  had  a  number  of  x-ray  examinations, 
which  revealed  nothing  except  a  peculiar  area  in  one  lung.  The  internist 
could  find  no  cause  for  this  cough.  Bronchoscopy  showed  that  the  right 
bronchus  was  intensely  congested  at  its  junction  with  the  trachea.  There 
was  no  history  of  syphilis.  In  the  meantime  he  developed  a  gumma  on 
the  scalp.  In  such  cases  the  bronchoscope  would  make  the  diagnosis 
where  the  internist  could  not.  He  had  had  another  case,  in  a  boy  about 
three  years  old,  who  had  a  syphilitic  gumma  of  the  trachea.     He  passed 
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an  intubating  tube  three  and  a  half  inches  long,  holding  it  in  place  with 
a  clamp.     This  was  worn  for  four  or  five  months. 

Dr.  Jackso>',  at  the  request  of  the  president,  spoke  of  the  legal  aspect 
of  the  bronchoscopic  examination,  in  cases  anesthetized  for  other  pur- 
poses and  in  whom  bronchoscopy  was  not  indicated.  He  had  had  an  ex- 
perience years  ago  which  had  caused  him  to  go  into  the  legal  phases  of 
consent  to  operation.  He  did  a  tracheotomy  on  a  child  whose  heart  had 
stopped.  He  had  gotten  consent  to  the  mastoid  operation,  but  the  father 
brought  suit  on  the  ground  that  the  tracheotomy  was  done  without  con- 
sent. The  suit  hung  over  his  head  for  two  years,  and  caused  him  a  good 
deal  of  worry.  Finally  the  man's  attorney,  who  happened  not  to  be  a 
"shyster,"  called  on  him  about  the  case  and  was  told  that  six  medical 
men  were  present,  all  of  whom  would  testify  that  the  operation  was  nec- 
essary to  save  the  patient's  life.  The  attorney  advised  his  client  that  he 
had  no  ground  for  action,  especially  as  the  child  was  alive  and  well. 
Since  that  time  he  had  always  insisted  on  written  consent,  covering 
everything  that  might  be  deemed  necessary,  by  himself  or  his  associates. 
He  would  not  presume  on  this  account  to  do  a  purely  experimental  oper- 
ation or  one  not  urgently  necessary.  If  the  parents  were  accessible  he 
would  ask  their  consent  to  any  additional  procedure  if  time  permitted; 
but  often  the  children  were  left  at  the  hospitals  by  their  parents.  One 
would  certainly  be  subject  to  suit  for  malpractice  for  an  experimental 
operation,  or  for  any  operation  that  is  not  necessary.  Doing  anything 
merely  for  the  development  of  one's  technic  was  a  matter  for  one's  own 
conscience. 

De.  Akeowshith,  in  closing  the  discussion,  said  he  attributed  the  un- 
pleasant after-effects  of  the  iodins  to  the  fact  that  the  initial  dose  was  too 
large.  Answering  Dr.  Jackson,  he  said  there  was  no  congestion  or  swell- 
ing of  the  soft  parts,  and  apparently  no  syphilitic  lesion  there.  Undoubt- 
edly the  prompt  yielding  was  in  part  due  to  the  mental  effect  of  the  treat- 
ment. The  mere  mechanical  stretching  of  the  trachea  and  bronchi  tempo- 
rarily relieved  the  patient.  Dr.  Thompson's  suggestion  was  a  good  one, 
but  he  did  not  think  local  medication  would  have  done  any  good  in  the 
case  reported.  He  had  used  intratracheal  injections  for  twenty  years  in 
suitable  cases.  He  employed  for  this  purpose  vegetable  oils,  medicating 
them  in  various  ways.     Mineral  oils  were  not  satisfactory  in  these  cases. 

Dr.  Chevalier  Jacksox,  Pittsburgh,  Pa.,  had  been  very  much  inter- 
ested, three  years  ago,  in  a  paper  read  by  Dr.  Lynah  before  the  New 
York  Academy  of  Medicine  on  the  endotracheal  removal  of  foreign  body 
cases  of  diphtheritic  membrane.  The  speaker  had  not  himself  seen  such 
a  case,  though  he  had  encountered  two  cases  of  endotracheal  diphtheria, 
and  many  cases  sent  in  for  post-diphtheritic  laryngeal  stenosis.  There 
should  be  connected  with  institutions  where  diphtheria  is  treated,  men 
competent  to  deal  with  these  cases  by  endoscopic  methods,  and  they 
should  have  and  use  direct  intubation  instruments  of  Mosher  and  Lynah. 
Direct  laryngoscopy  should  be  used  for  diagnosis  and  treatment,  and 
without  anesthesia,  general  or  local.  It  was  out  of  the  question  to  get 
an  internist  to  consent  to  anesthetize  a  patient  in  cases  of  suspected  laryn- 
geal diphtheria.  Bronchoscopy  was  not  the  severe  ordeal  that  some  had 
supposed,  as  was  evidenced  by  the  report  of  Dr.  Lynah  that  some  of  these 
patients  went  to  sleep  on  the  table  with  bronchoscope  in  situ. 
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Tracheo-Bronchial   Diphtheria   (With   Lantern   Slide   Demonstration).     Dr. 

Henky  Lowndes  Lynaii,  New  York  City. 

(Published  in  the  October,  1916,  i.ssue  of  The  IjAuyngoscope.) 

WSCUSSION. 

Dk.  Harris  P.  Mosheh,  Boston,  Mass.,  had  had  only  two  cases,  as  com- 
pared with  the  thirty-six  reported  by  Dr.  Lynah,  but  in  a  measure  he 
had  gone  over  the  same  ground,  in  liis  own  two  cases,  the  one  which 
was  tracheotomized  was  one  which  recovered.  Both  were  operated  upon 
without  anesthesia.  To  have  the  tracheotomized  patient  recover  was 
rather  contrary  to  the  rule.  The  membrane,  in  that  case,  was  removed 
with  forceps.  When  he  had  finished  with  these  two  cases  he  devised  an 
instrument  for  sucking  out  the  membrane,  -but  it  had  never  been  used. 
It  was  striking,  as  Dr.  Lynah  had  pointed  out,  and  as  Dr.  Jackson  had 
emphasized,  that  these  patients  go  to  sleep  on  the  table  as  soon  as  the 
obstruction  is  relieved. 

Dr.  Hubert  Arrowsmith,  Brooklyn,  N.  Y.,  had  stopped  doing  intuba- 
tions several  years  ago.  Dr.  Lynah's  presentation  of  this  work  deserved 
the  praise  of  laryngologists  all  over  the  world. 

Dr.  Ross  Hall  Skillern,  Philadelphia,  Pa.,  reported  a  curious  case  of 
diphtheritic  membrane  in  the  lung  simulating  a  foreign  body,  diagnosed 
and  removed  by  the  bronchoscope. 

(PuMisJied  on  page  100  in  the  present  issue  of  The  Laryxgoscope.^ 

Dr.  J.  B.  Greene,  Asheville,  N.  C,  said  that  he  was  a  follower  of  Place, 
of  Boston,  in  the  use  of  large  doses  of  antitoxin.  He  was  also  a  follower 
of  Park,  of  New  York,  in  the  advocacy  of  the  intravenous  administration 
of  antitoxin  in  severe  cases  of  diphtheria  such  as  the  essayist  had  de- 
scribed. It  was  difficult  to  see  why  there  should  be  greater  shock  follow- 
ing the  intravenous  administration  of  antitoxin,  for  the  pain  was  cer- 
tainly less, — an  important  element  in  shock.  In  his  experience  he  had 
seen  no  evidence  of  shock.  There  was  experienced,  at  times,  particu- 
larly in  very  young  ckildren,  difficulty  in  finding  the  vein  with  the  needle 
In  all  cases  of  antitoxin  administration  it  was  well  to  ask  if  there  was  a 
history  of  asthma,  hay  fever,  or  sensitiveness  to  the  emanations  from 
the  horse. 

Dr.  E.  Fletcher  Ingals,  Chicago,  111.,  had  had  several  cases  in  which 
the  patient's  life  had  been  saved  by  tracheotomy,  performed  without 
anesthesia,  and  these  patients  had  told  him  afterward  that  they  suffered 
none  or  very  little  from  the  operation.  Several  of  these  patients  were 
so  far  gone  that  he  was  sure  they  felt  nothing. 

Dr.  B.  R.  Shurly,  Detroit,  Mich.,  had  had  an  experience  of  five  years 
with  several  hundred  intubations.  The  wonderful  progress  that  had 
been  made  in  the  use  of  antitoxin,  with  the  technic  becoming  more  and 
more  perfect,  with  the  earlier  and  earlier  use  and  the  larger  and  larger 
doses  of  antitoxin,  had  reduced  the  mortality  so  that  the  last  series  of 
cases  showed  a  mortality  of  only  twenty  per  cent.  It  was  within  that 
twenty  per  cent  that  one  found  the  cases  of  endotracheal  diphtheria, 
with  extension  of  the  membrane  and  the  development  of  broncho-pneu- 
monia, and  these  were  the  patients  who  would  be  relieved  and  whose 
lives  would  be  saved  by  the  method  which  Dr.  Lynah  had  presented.  The 
development  of  bronchoscopy  and  its  use  in  diphtheria  hospitals  should 
be  a  specialty  within  itself.    These  little  children,  with  lowered  vitality 
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and  weakened  hearts,  must  be  managed  with  great  gentleness,  the  oper- 
ation must  be  very  quicklj^  performed,  and  the  technic  must  be  care- 
fully considered.  He  had  many  intubation  cases  in  which  casts  of  the 
bronchi  and  trachea  had  been  expelled  after  the  removal  of  the  mem- 
brane. The  painting  of  the  bronchi  and  trachea  with  antitoxin  after 
the  removal  of  the  casts,  to  prevent  the  reformation  of  the  membrane, 
was  a  distinct  advance  and  should  be  tried. 

Db.  Johx  F.  Baenhill,  Indianapolis,  Ind.,  emphasized  the  fact  that 
these  membranes  are  foreign  bodies,  and  as  such  should  be  removed. 
Tracheotomy,  in  these  cases,  was  not  an  entirely  hopehiss  matter.  He  had 
had  seven  cases  in  one  year  in  which  he  resorted  to  tracheotomy,  with 
six  recoveries.  In  the  fatal  case  death  was  due  to  the  failure  of  the  nurse 
to  properly  remove  the  tube.  These  cases  were  not  always  found  in  the 
best  hospitals,  and  sometimes  it  was  necessary  to  employ  tracheotomy. 
It  was  the  next  best  thing  to  the  method  proposed  by  Dr.  Lynah. 

Db.  Robebt  Clyde  Lynch,  New  Orleans,  La.,  had  had  forty-two  tracheo- 
tomies with  uo  deaths  due  to  the  tracheotomy.  One  was  done  in  a  taxi- 
cab.  The  patient  had  coughed  up  th^  intubation  tube,  and  while  being 
taken  to  the  hospital,  where  something  more  could  be  done  for  him,  he 
stopped  breathing.  The  taxicab  was  halted,  fortunately,  under  an  elec- 
tric light  and  tracheotomy  immediately  performed.  The  patient  was  still 
living.  In  another  case,  in  which  the  membrane  involved  the  bronchi, 
he  would  put  in  the  bronchoscope  and  pick  out  a  piece  of  the  membrane 
whenever  breathing  was  obstructed.  Six  times  during  the  week  in  which 
he  slept  in  the  room  with  the  patient,  the  boy  was  perfectly  dead,  and 
each  time  he  brought  him  back  to  life  by  removing  pieces  of  the  mem- 
brane which  had  come  in  front  of  the  tube.  This  child,  also,  was  living. 
In  all  these  cases  except  the  taxicab  case  the  operation  was  performed 
in  the  hospital,  with  every  possible  care.  In  none  was  there  subsequent 
obstruction  or  stenosis,  and  all  had  recovered  with  good  voices.  In  view 
of  these  facts,  it  seemed  to  him  that  tracheotomy  did  not  present  100 
per  cent  mortality.  He  operated  entirely  without  anesthesia.  He  used 
antitoxin  intravenously  when  he  could  back  it  up  with  aromatic  spirits 
of  ammonia  or  caffeine,  followed  by  strychnia. 

Db.  Abthub  I.  Weil,  New  Orleans,  La.,  said  in  many  instances  the 
facilities  for  bronchoscopy  were  very  limited,  and  in  such  cases  a  good 
tracheotomy  was  better  than  an  unsatisfactory  bronchoscopy.  He  had  had 
only  one  death,  in  a  case  in  which  the  membrane  extended  down  into 
the  bronchi.  Regarding  the  impunity  with  which  bronchoscopy  could  be 
done  under  local  anesthesia  or  with  none  at  all,  it  was  surprising  to  see 
how  easily  the  instrument  could  be  passed.  Following  the  work  of  Dr. 
Skillern,  he  had  made  it  a  routine  practice  to  examine  all  cases  with 
obscure  symptoms.  It  had  been  surprising  to  him  to  see  how  easily  pa- 
tients in  clinics  would  sit  down  on  the  stool  and  take  the  tube  without 
any  discomfort.  He  thought  bronchoscopy  was  entirely  too  little  em- 
ployed in  ambulatory  clinics. 

Db.  Lynah,  in  closing  the  discussion,  said  the  point  made  by  Dr.  Greene, 
with  reference  to  anaphylaxis,  was  well  taken.  Some  patients  after  a 
subcutaneous  injection  of  antitoxin  would  have  a  severe  reaction  and 
very  stormy  symptoms  of  anaphylactic  shock,  but  he  had  never  seen  a 
fatal  result  follow  the  subcutaneous  method.     Reactions  wpre  equally  se- 
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vere  in  some  cases  by  the  intramuscular  injection,  but  the  shock  was 
nothing  in  comparison  to  the  intravenous  injection,  which  was  at  times 
exceedingly  dangerous  and  followed  by  fatal  termination.  Large  doses 
of  antitoxin  were  the  rule  in  all  of  the  hospitals  at  the  present  time,  but 
the  general  condition  of  the  patient  and  the  duration  of  illness  should  be 
taken  into  consideration  and  the  dose  judged  accordingly.  Formerly, 
at  the  Willard  Parker  Hospital,  Dr.  W.  H.  Park  advocated  small  doses 
of  antitoxin  frequently  repeated  at  intervals  of  twelve  to  eighteen  hours, 
until  the  patient  showed  signs  of  improvement;  then  later  on  he  followed 
the  method  at  Boston  City  Hospital  and  gave  large  doses  of  20,000  to 
30,000  units  in  severe  cases,  one  initial  dose,  and  recommended  the  repe- 
tition of  the  dose  was  not  necessary,  while  to-day  he  believed  that  an 
intravenous  injection  of  10,000  units  of  antitoxin  was  sufficient  for  the 
great  majority  of  cases.  The  speaker  believed  in  intravenous  injection  of 
antitoxin  in  selected  cases,  but  it  was  certainly  contraindicated  in  cases 
of  long  standing,  in  whom  there  was  marked  prostration  at  the  time  of 
admission  to  the  hospital.  Early  in  the  disease  the  patient  was  stimu- 
lated by  the  toxemia  and  intravenous  injection  of  antitoxin  would  do  no 
harm,  the  element  of  shock  being  soon  overcome;  but  later  in  the  disease 
of  four  or  five  days'  duration,  accompanied  by  profound  prostration,  the 
further  element  of  shock  added  by  the  intravenous  injection  was  not  only 
harmful  but  at  times  was  followed  by  fatal  result. 

Replying  to  Dr.  Barnhill,  Dr.  Lynah  said  he  was  not  speaking  of  the 
laryngeal  type,  but  of  the  tracheo-bronchial  involvement,  and  these  were 
the  cases  that  died  after  tracheotomy.  Not  only  the  tertiary  bronchi  and 
bronchicles,  but  the  lung  as  well,  were  involved  in  these  cases.  The 
necrotic  lung  would  certainly  not  recover. 

He  had  been  interested  in  Dr.  Skillern's  case,  but  he  did  not  know 
that  the  membrane  could  last  so  long  and  the  case  recover  without  anti- 
toxin. 

Referring  to  Dr.  Lynch's  use  of  caffeine,  so  far  as  he  knew  this  was  one 
of  the  most  insoluble  of  drugs  and  was  of  little  use  hypodermically.  He 
preferred  the  use  of  small  doses  of  morphia  for  the  stimulating  effect 
and  also  to  counteract  shock.  He  also  used  camphor  in  oil.  He  had  gone 
on  record  more  than  once  in  saying  that  any  slowly  progressive  dyspnea 
should  be  looked  upon  with  considerable  degree  of  apprehension,  and 
when  one  was  unable  to  account  for  the  cause  ofi  the  dyspnea  a  direct 
laryngeal  and  bronchoscopic  examination  should  be  made.  While  it  was 
not  a  difficult  procedure  to  remove  the  mechanical  obstructing  foreign 
body  membrane,  the  whole  credit  for  the  ultimate  outcome  of  the  cases 
belonged  entirely  to  the  house  staff  and  nurses  of  the  hospital. 

Bronchoscopic  Postulates.   Di?.  Chevalier  Jackson,  Pittsburgh,   Pa. 

Dr.  Chevalier  Jackson,  Pittsburgh,  Pa.,  offered  the  following  sugges- 
tions in  the  form  of  postulates,  emphasizing  that  they  are  merely  tenta- 
tive, given  for  the  purpose  of  eliciting  discussion,  and  not  to  be  taken 
as  rules  to  be  followed: 

1.  Anesthesia  should  be  left  to  the  choice  of  the  operator  in  the  par- 
ticular case.  Diagnostic  direct  laryngoscopy  in  children  should  be  done 
without  anesthesia,  general  or  local.  Cocain  and  morphin  are  dangerous 
in  very  young  children.     Novocain  and  alypin  may  be  used. 
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2.  An  antiseptic  technic  should  be  carried  out  as  thoroughly  as  in 
laparotomy. 

3.  Bronchoscopy,  ordinarily,  should  not  be  continued  longer  than 
thirty  minutes  in  one  under  twelve  years  of  age.  Unless  for  urgent  rea- 
sons, bronchoscopy  should  not  be  repeated  at  shorter  intervals  than  five 
days  in  children  under  five  years  of  age.  Both  bronchoscopy  and  esopha- 
goscopy  may  be  done  in  the  new  bom,  if  necessarj',  the  duration  not  ex- 
ceeding 15  minutes,  except  in  case  of  bronchoscopy  for  the  maintenance 
of  respiration. 

4.  Four  or  more  very  careful  twenty-minute  bronchoscopies,  at  in- 
tervals of  a  few  days,  in  an  infant,  may  be  fatal,  no  matter  how  care- 
fully done. 

5.  There  are  no  absolute  contraindications  to  bronchoscopy  or  esopha- 
goscopy  in  foreign-body  cases.  Many  conditions  (aneurysm,  for  example) 
may  render  endoscopy  for  disease  inadvisable,  and  in  foreign-body  cases 
may  justify  its  postponement. 

7.  The  primary  requisite  for  bronchoscopy  Is  gentleness. 

8.  A  foreign  body  should  not  be  pulled  upon  until  the  bronchoscopist 
has  a  clear  idea  of  the  mechanical  problem,  nor  until  he  is  certain  that 
the  foreign  body  is  free  to  be  moved  without  inflicting  trauma. 

9.  It  is  dangerous  to  pull  on  a  tack,. pin,  needle,  nail,  or  other  sharp 
pointed  object  until  the  point  is  in  the  tube-mouth.  Hasty  and  violent 
attempts  at  removal  are  unjustifiable,  especially  since  in  most  cases  of 
foreign  body  in  the  bronchi  the  patient  will  live  many  months  if  no 
trauma  Is   caused. 

10.  Full-curved  hooks  are  to  be  used  with  the  greatest  caution,  lest 
they  catch  inextricably  in  branch  bronchi. 

11.  Laceration  or  perforation  of  the  thoracic  esophagus  is  almost  in- 
variably fatal. 

12.  The  motto  of  the  bronchoscopist  should  be,  "If  I  can  do  no  good, 
I  will  at  least  do  no  harm." 

Accidents  in  Bronchoscopy.   Dr.  Hexky  Hall  Forbes,  New  York  City. 

D«.  Hexry  Hall  Forbes,  New  York  City,  in  discussing  his  own  expe- 
rience and  that  of  other  operators  with  accidents  in  bronchoscopy,  ar- 
ranged the  cases  under  the  following  divisions:  (1)  Accidents  during  the 
anesthetic  stage,  or  previous  to  the  actual  instrumentation.  (2)  Acci- 
dents during  the  instrumentation  either  for  operation  or  examination. 
(3)  Accidents  occurring  in  the  post-operative  stage  of  the  work.  In  ad- 
dition to  these  accidents  to  the  patient,  he  detailed  two  cases  of  accident 
to  the  operator,  in  one  of  which  a  cocain  solution  being  used  in  a  bron- 
choscopic  examination  was  coughed  into  the  eye  of  the  operator,  and 
in  the  other  a  sharp  steel  lace  pin  was  coughed  out  through  a  broncho- 
scopy tube  with  the  force  of  a  dart  from  an  air  rifle,  hitting  the  lens  of 
the  operator's  glasses. 

Sudden  Death  During  Bronchoscopy.  A  Preliminary  Report  of  a  Phy- 
siological Study.  Dr.  Charles  Johxstoxe  Imperatori,  New  York  City. 
(Published  in  the  November,  1916,  issue  of  The  Laryxgoscope.) 

DISCUSSIOX. 

Dr.  Lee  M.  Hukd.  New  York  City,  emphasized  the  fact  that  the  vagal 
reflex  varies  widely  in  different  individuals.    In  the  average  it  was  a  very 
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sensitive  reflex;  simply  extending  the  head  would  produce  slowing  of 
the  heart  beat  and  raising  of  the  blood  pressure.  There  was  vagal  irri- 
tation, to  a  greater  or  less  degree,  from  the  time  the  head  was  extended 
for  passing  the  bronchoscope,  but  this  was  increased  as  the  tube  passed 
over  the  base  of  the  tongue,  and  still  more  increased  as  the  tube  entered 
the  larynx,  trachea  and  bronchi.  Atropin  or  hyoscin  and  morphin  would 
control  the  vagal  reflex,  and  should  be  used  in  appropriate  cases,  but 
this  did  not  give  license  to  rough  usage  of  the  parts. 

Children,  as  Dr.  Jackson  had  repeatedly  asserted,  could  have  the  tubes 
passed  better  without  anesthesia.  The  speaker  presented  a  pearl  button, 
two  centimeters  in  diameter,  which  was  removed  from  the  upper  portion 
of  the  esophagus  of  a  child  of  two  years  old  without  anesthesia  and  also 
without  distress.  The  fatal  case  reported  by  Dr.  Imperatori  probably  was 
due  to  laceration  or  rupture  of  a  bronchus  from  clumsy  use  of  the  tube. 

As  Moynihan  has  said,  "The  perfect  surgeon  must  have  the  heart  of 
a  lion  and  the  hand  of  a  lady;  never  the  claws  of  a  lion  and  the  heart  of 
a  sheep." 

Du.  Sta>'tox  a.  Friedberg,  Chicago,  111.,  classified  accidents  associated 
with  bronchoscopy  as:  (1)  Trauma,  such  as  the  too  forcible  introduction 
of  the  speculum  or  endoscope  resulting  in  supra-  or  sub-glottic  edema; 
forceps  with  teeth  catching  in  the  mucous  membrane;  and  perforation  of 
a  bronchus.  (2)  Mechanical  accidents,  due  to  defective  or  deficient  appa- 
ratus. (3)  Accidents  due  to  anesthesia.  Most  of  the  accidents  reported 
were  due  to  general  anesthesia.  He  had  had  one  death  in  which  the 
anesthetic  was  given  by  an  expert.  The  patient  was  a  child  of  two  years 
of  age,  with  an  impacted  bean  in  the  left  bronchus.  The  bean  could  not 
be  removed  easily,  and  during  the  manipulation  the  child  collapsed  and 
could  not  be  revived.  He  heartily  agreed  with  Dr.  Jackson  regarding 
the  question  of  anesthesia.  He  had  ceased  to  use  general  anesthesia  in 
patients  with  foreign  bodies  in  the  respiratory  tract,  and  was  able  to 
operate  just  as  easily  and  without  any  more  discomfort  to  the  patient. 
(4)  Accidents  due  to  hemorrhage.  He  recalled  the  case  of  a  man,  forty 
years  of  age,  who,  in  an  intoxicated  sleep,  had  aspired  a  tooth  bridge, 
which  lodged  in  the  left  bronchus.  While  cocainizing  the  larynx,  there 
was  a  hemorrhage  from  the  lung.  The  bronchoscope  was  passed  but  the 
cough  and  constant  flow  of  blood  prevented  any  successful  effort.  A  second 
attempt  under  fluoroscopic  bronchoscopy  was  also  preceded  by  a  flow  of 
blood,  but  the  foreign  body  was  found  and  removed.  (5)  Alarming  symp- 
toms, such  as  strangulation,  might  occur  from  the  removal  of  a  foreign 
body  from  below  a  stricture,  thus  releasing  a  large  amount  of  pus.  (6) 
On  account  of  subglottic  edema  and  the  necessity  for  the  use  of  a  small 
bronchoscope,  it  might  be  very  difficult  to  withdraw  a  foreign  body 
through  the  subglottic  space.  The  foreign  body  might  slip  off-  of  the 
forceps  repeatedly,  so  that  it  might  be  necessary  to  do  a  tracheotomy 
to  secure  its  removal.  Subglottic  edema  resulting  from  the  use  of  too 
large  a  bronchoscope,  or  from  the  repeated  passage  of  one,  might  necessi- 
tate intubation  or  tracheotomy  within  a  short  time  after  the  examina- 
tion was  made. 

Dk.  Harris  P.  Mosher,  Boston,  Mass.,  would  modify  Dr.  Jackson's  postu- 
late regarding  the  use  of  general  anesthesia  in  esophageal  examinations. 
He  had  had  no  mishaps  in  tracheal  work,  and  in  two  esophageal  cases. 
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in  the  early  days  of  esophagoscopy.  The  esophagus  was  curetted,  became 
infiltrated,  an  abscess  followed,  with  fatal  result.  He  did  not  feel,  how- 
ever, that  general  anesthesia  was  as  dangerous  in  esophageal  work  as  one 
would  infer  from  Dr.  Jackson's  book.  He  would  like  to  add  another 
postulate,  namely,  "that  no  esophageal  examination  is  complete  unless 
esophageal  ballooning  is  employed." 

Dk.  George  L.  Richabds,  Fall  River,  Mass.,  cited  a  case  in  which  a 
child,  eight  years  old,  had  a  metal  pencil  point  in  the  right  lower 
bronchus.  The  specialist  in  charge  made  an  unsuccessful  attempt  to  re- 
move it  with  the  Killian-Brunings  instruments.  A  second  attempt  was 
made  by  a  gentleman  of  considerable  experience,  who  worked  an  hour 
without  being  able  even  to  grasp  it,  using  the  Jackson  instruments.  The 
x-ray  showed  just  where  the  object  was,  but  it  could  not  be  grasped.  At  a 
later  date  another  attempt  was  made,  more  than  an  hour  being  consumed, 
when,  without  much  warning,  the  respiration  became  bad  and  the  boy 
died  on  the  table.  At  autopsy  the  pencil-point  was  found  pushed  down 
to  the  pleura. 

Dr.  J.  W.  Jeextty,  Greenville,  S.  C,  referring  to  Dr.  Jackson's  postulate 
in  which  the  time  of  operation  in  children  under  five  years  of  age  was 
limited  to  twenty  minutes,  hoped  that  an  extra  five  or  ten  minutes  might 
be  added  for  the  benefit  of  those  less  expert  than  the  essayist.  Various 
handicaps  might  be  encountered  in  the  course  of  the  operation  which 
would  make  such  an  extension  of  time  necessary.  Mucous  and  blood  some- 
times had  to  be  removed,  great  gentleness  and  care  had  to  be  exercised, 
and  sometimes  it  was  necessary  to  locate  a  foreign  body  which  had  not 
been  located  by  x-ray,  and  this  alone  would  consume  fifteen  minutes. 

Dr.  Richmond  McKi>':xey,  Memphis,  Tenn.,  was  glad  to  have  an  oppor- 
tunity to  express  his  approval  of  Dr.  Jackson's  advocacy  of  doing  broncho- 
esophagoscopy,  whenever  possible,  without  general  anesthesia.  He  had 
noticed  in  the  current  issue  of  the  Journal  of  Laryngology,  that  Hill,  in 
reviewing  Dr.  Jackson's  recent  book  on  broncho-esophagoscopy,  had  criti- 
cised very  unfavorably  the  position  taken  by  Jackson  that  most  broncho- 
esophagoscopies  can  be  done  very  satisfactorily  without  general  anes- 
thesia. Hill  advocated  the  use  of  chloroform,  which  certainly  would  not 
meet  with  approval  on  the  part  of  American  broncho-esophagoscopists. 
English  laryngologists  generally  seem  to  favor  chloroform  in  this  kind 
of  work.  The  speaker  had  lately  been  doing  broncho-esophagoscopy  prac- 
tically altogether  without  general  anesthesia,  and  recently  had  removed 
an  orange  seed  from  the  trachea  of  a  child  one  year  of  age,  and  a  large 
sweater  button  from  the  esophagus  of  a  child  twenty  months  of  age,  with 
no  anesthesia  of  any  kind,  and  apparently  without  discomfort  to  either 
patient,  and  with  no  difficulty  to  himself.  He  believes  general  anesthesia 
to  be  the  cause  of  many  accidents  in  broncho-esophagoscopy.  His  per- 
sonal experience  had  been  that  the  removal  of  foreign  bodies  from  the 
esophagus  is  much  more  dangerous  than  where  the  foreign  body  is  lo- 
cated in  the  trachea  or  one  of  the  bronchi.  In  one  case  of  removal  of  a 
large  metal  overall  button  from  the  esophagus  of  a  child  of  two  years 
of  age,  which  he  had  already  reported,  there  was  some  traumatism  of 
the  mucous  membrane  back  of  the  larynx,  and  although  the  attendants 
in  the  hospital  were  warned  of  the  possibility  of  edema,  and  told  to  ad- 
vise him  should  the  child  develop  symptoms  of  asphyxiation,  the  patient 
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was  permitted  to  slowly  die  from  this  cause,  when  a  tracheotomy  prob- 
ably would  have  saved  the  child.  Under  any  and  all  circumstances, 
broncho-esophagoscopy  deserved  the  exercise  of  the  greatest  care  to  avoid 
traumatism,  and  should  the  foreign  body  not  be  secured  within  a  com- 
paratively few  minutes  after  manipulation  is  begun,  it  was  better  to 
postpone  further  efforts  until  another  day,  ratlier  than  to  subject  the 
patient  to  the  attendant  danger,  especially  when  general  anesthesia  was 
used. 

Di5.  Thomas  Hubbard,  Toledo,  Ohio,  had  experimented  a  few  years  ago 
with  a  snare  for  closing  a  safety-pin,  and  had  found  that  it  could  be  done, 
but  cautioned  against  this  method,  as  it  might  engage  in  such  a  manner 
that  it  could  not  be  released.  The  curved  hook  was  unsafe  in  broncho- 
scopic  work.  The  right-angle  hook  was  safer,  as  it  could  always  be  re- 
leased. The  rule  held  good  in  all  endoscopic  operations:  Never  grasp, 
or  rather  never  get  tangled  up  with,  a  foreign  body  in  such  a  manner 
that  prompt  release  cannot  be  effected.  Progress  in  this  art  tended  toward 
simplified  instrumentation. 

Dr.  Jackson,  in  closing  the  discussion,  quite  agreed  with  Dr.  Imperatori 
as  to  the  value  of  these  investigations.  If  deaths  on  the  table  were  fre- 
quent, bronchoscopy  would  not  hold  the  place  it  does  as  a  life-saving  op- 
eration with  an  exceedingly  low  mortality,  if  considered  apart  from  the 
condition  for  which  it  is  done.  Therefore,  the  determination  of  the  cause 
of  each  and  every  death  became  of  paramount  importance.  If  Killian's 
first  bronchoscopy  had  ended  as  did  this  case,  bronchoscopy  would  prob- 
ably not  be  performed  to-day.  Fortunately,  the  unfortunate  cases  were 
not  the  first  cases.  Neither  Dr.  Patterson  nor  the  speaker  had  had  a 
death  on  the  table  such  as  that  described  by  Dr.  Imperatori.  Possibly 
their  turn  had  not  yet  come;  but  in  any  event,  even  he,  the  speaker,  could 
not  speak  from  experience.  Theoretically,  the  chief  causes  of  sudden 
death  on  the  table  during  bronchoscopy  would  be  asphyxia  due  to  cut- 
ting off  all  the  air  in  the  case  of  using  a  bronchoscope  without  side 
openings,  and  the  anesthetic.  The  use  of  excessively  large  tubes  he  had 
always  considered  dangerous.  Any  kind  of  anesthesia  rendered  it  dif- 
ficult to  restore  arrested  cardiac  or  respiratory  action  arising  from  any 
cause  whatsoever.  The  experimental  data  of  Dr.  Imperatori  were  im- 
portant, and  his  deductions  seemed  to  the  speaker  to  be  warranted.  All 
the  points  made  by  Dr.  Forbes  deserved  especial  emphasis. 

Dr.  Mosher  had  added  an  important  postulate  with  regard  to  esophageal 
ballooning.  Dr.  Hubbard's  postulate  was  a  very  important  one  and  should 
be  added  to  the  list.  Others  could  be  worked  out  from  the  discussion  if 
time  permitted.  The  point  raised  by  Dr.  Jervey,  with  reference  to  ex- 
tending the  duration  of  the  operation,  was  a  very  important  one.  Dr. 
Richards  had  cited  a  case  in  which  the  operation  was  prolonged  until 
the  patient  died.  The  criticism  of  Dr.  Jervey  expressed  what  all  had 
felt  at  times.  Success  seemed  so  near  that  one  wanted  to  keep  on  a  few 
minutes  longer;  and  precisely  therein  lay  the  danger.'  The  question  was 
when  to  stop  and  wait  for  another  day.  As  many  fifteen  or  twenty-minute 
bronchoscopies  as  needed  might  be  done  without  harm,  whereas  one  of 
an.  hour  might  be  fatal.  If  a  patient  was  asphyxiating  from  the  foreign 
body  it  must  be  gotten  out,  by  tracheotomy  or  whatever  means  necessary, 
in   order  to   preserve   the  patient's   life;   but  in  most  other  cases   there 
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was  no  urgent  need  for  immediate  removal,  and  it  was  better  to  desist 
and  try  again.  Success  might  be  prompt  at  the  next  attempt.  He  was 
glad  to  have  Dr.  Kurd's  endorsement  as  to  the  needlessness  of  an  anes- 
thetic for  esophagoscopy  for  foreign  body. 

Dr,  Imperatori,  in  closing  the  discussion,  advocated  the  use  of  atropin, 
previous  to  bronchoscopy.  The  experience  of  the  different  speakers 
seemed  to  show  that  the  hypothesis  which  he  had  advanced  could  be 
translated  as  a  fact,  by  further  investigation,  and  hoped  that  at  some 
future  meeting  the  opportunity  would  be  extended  to  him  to  present  a 
completed  study. 

Diagnosis  and  Treatment  of  Syphilitic  Affections  of  the  Acoustic  Nerve, 
With  Special  Reference  to  the  Use  of  Salvarsan.  Dr.  Georgf.  M.  Davis, 
New  York  City. 

(Published  in  the  August,  1'J16,  issue  of  The  Laryxgoscopf.^ 

DISCUSSIOX. 

Dr.  Xorval  H.  Pierce,  Chicago,  111.,  said  the  diagnosis  of  syphilis  of 
the  auditory  apparatus  should  not  cease  with  the  tuning-fork  exami- 
nation. In  every  case  giving  the  picture  of  syphilis  of  the  auditory 
apparatus,  with  or  without  a  history  of  chancre,  the  cerebrospinal  fluid 
should  be  examined.  With  or  without  negative  or  positive  Wassermann 
from  the  blood,  the  cerebronspinal  fluid  should  be  subjected  to  the  Wasser- 
mann test.  It  was  a  good  practice  to  give  liberal  doses  of  salvarsan  in 
all  suspected  cases,  beginning,  of  course,  with  a  minimal  dose.  In  the 
Illinois  Eye  and  Ear  Infirmary,  with  or  without  a  history  of  luetic  infec- 
tion, with  negative  Rinne,  both  air  and  bone  conduction  being  diminished, 
with  lowering  of  the  tone-limit,  without  the  history  of  any  disease  which 
usually  produces  degenerative  neuritis,  a  series  of  patients  were  sub- 
jected to  the  examination  of  the  cerebrospinal  fluid.  The  majority  showed 
positive  Wassermann  when  the  cerebrospinal  fluid  was  examined.  Sal- 
varsan had  not  greatly  changed  the  prognosis  over  that  given  by  the 
older  methods.  It  depended  entirely  upon  the  process  which  produced 
the  auditory  symptoms — whether  it  was  merely  a  hyperemia  at  the  begin- 
ning of  the  infection,  or  a  degeneration  of  the  axis  cylinder  of  the  nerve — 
and  the  time  at  which  the  treatment  was  begun.  The  prognosis,  in  other 
words,  was  in  direct  ratio  to  the  time  of  the  onset  and  the  beginning  of 
the  treatment.  He  had  yet  to  see  an  -old  case,  with  considerable  degenera- 
tion, make  material  improvement  either  with  salvarsan  or  with  mercury. 
In  early  cases,  where  the  degeneration  was  slight,  and  where  interference 
with  audition  was  slight,  a  great  deal  could  be  accomplished  with  salvarsan 
or  mercury.  He  had  seen  but  one  case  in  which  the  auditory  symptoms 
were  made  much  worse  by  the  use  of  salvarsan.  Another  dose  had  been 
beneficial. 

Dr.  Arthxr  B.  DrEi.,  New  York  City,  in  opening  the  discussion,  said: 
"It  is  impossible  to  adequately  discuss  so  vast  a  subject  in  so  short  a 
time.  I  should  feel  that  it  had  not  been  properly  presented  unless  I 
brought  out  the  essential  points  of  several  monographs  giving  the  results 
of  the  work  done  by  Swift  and  Ellis  at  the  Rockefeller  Institute. 

"Some  years  ago  the  rapid  succession  of  three  or  four  cases  showing 
intense  manifestations  of  syphilis  involving  the  eighth  nerve,  and  in 
some  cases  other  cranial  nerves,  early  in  the  secondary  stage,  following 
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the  use  of  salvarsan,  led  me  to  look  up  the  literature  of  the  subject.  It  was 
just  at  the  time  when  the  enthusiastic  use  of  salvarsan  everywhere  had 
stimulated  closer  observations  of  all  syphilitic  manifestations. 

"Although  the  subject  of  cerebral  syphilis  had  engaged  the  attention  of 
many  observers  in  Italy,  Germany,  France,  England,  and  America,  even 
as  far  back  as  1650,  it  was  only  since  salvarsan  had  been  exploited  that 
it  had  been  vigorously  discussed.  This  was  partly  due  to  the  serious 
consideration  of  the  question  whether  or  not  the  administration  of  sal- 
varsan was  the  real  cause  of  some  of  the  cranial  manifestations,  rather 
than  the  syphilis.  Vigorous  discussion  pro  and  con,  by  Benario,  Ehrlich, 
and  score  of  others,  has  stimulated  a  very  careful  observation  of  the 
cases  and  has  led  to  a  much  better  position  regarding  the  diagnosis  and 
treatment  of  all  syphilis. 

"Perhaps  the  most  important  result,  so  far  as  otologists  are  concerned, 
has  been  the  definite  emphasis  of  one  point,  i.  e.,  that  syphilitic  signs  in 
the  eighth  nerve,  as  in  any  other  cranial  nerve,  really  mean  cerebrosinnal 
sypliUis — a  most  dangerous  form;  a  most  diflBcult  form  to  eradicate;  and, 
one  requiring  the  most  skillful  laboratorj'  examinations  at  frequent  in- 
tervals, accompanied  by  the  most  careful  management  in  its  treatment. 

"For  instance,  it  has  been  very  definitely  shown  that  these  local  foci  in 
the  brain  (involving  any  of  the  cranial  ner\'es)  may  become  latent,  as  a 
result  of  inadequate  dosage,  and  only  manifest  themselves  after  consid- 
erable periods.  The  presence  of  these  isolated  areas  can  be  demonstrated 
by  adequate  laboratory  examinations,  and  the  proper  treatment  of  them 
may  save  most  important  functions,  even  the  life  of  the  patient. 

"It  follows,  then,  that  the  discovery  by  us  of  these  early  lesions  in  the 
auditory  apparatus  should  not  be  followed  by  casual  or  inadequate  thera- 
peutic measures. 

"We  owe  it  to  our  patients — and  to  our  reputations — either  to  acquaint 
ourselves  with  the  very  latest  work  in  diagnosis  and  treatment,  with  con- 
trol tests  to  discover  if  the  disease  is  eradicated — or  to  send  them  to 
experts  who  will  do  so. 

"Ellis  and  Swift,  at  the  Rockefeller  Institute,  have  done  some  most 
exact  work  on  the  subject.  The  evidence  of  their  investigations  would 
seem  to  show,  that,  for  a  disease  which  is  responsible  for  so  much  human 
suffering  and  death,  and  for  which  we  have  perfectly  definite  specific  treat- 
ment, the  majority  of  cases  are  treated  in  a  most  inadequate  and  really 
haphazard  way.  Doubtless  most  of  you  are  familiar  with  their  published 
monographs,  but  if  not,  I  do  not  think  I  am  going  too  far  to  say  that 
you  are  unfair  to  both  yourself  and  your  patient,  when  you  treat  an 
otitic  syphilitic  manifestation  without  having  acquainted  yourself  with 
their  methods  of  examination  and  treatment.  They  are  not  too  diflBcult 
for  anyone  to  adopt,  and  the  satisfaction  of  knowing  we  have  done  all  in 
our  power  to  relieve  such  an  infection  should  stimulate  us  to  familiarize 
ourselves  with  the  technic,  or  to  refer  our  cases  to  those  who  have  done 
so. 

"I  append  the  titles  of  the  published  monographs  of  these  investigators.*" 


*Ellis,  Arthur  W.  M. — "Secondary  Syphilitic  Mening-itis."  Jour.  Am.  Med. 
Assoc,   1912,   LIX.    1263-1267. 

Swift,  Homer  F.,  and  Ellis,  A.  W.  M. — (1)  "The  Intensive  Treatment  of 
Syphilis."  Jour.  Am.  Med.  Assoc,  LIX,  1251-1254;  (2)  "The  Cerebrospinal 
Fluid    in  Syphilis."      Jour,   of   Experimental   Medicine,    1913,    X^^III,    No.    2; 
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Dr.  Pierce  wished  to  correct  Dr.  Canfield's  impression  concerning  the 
ill  effects  from  the  use  of  salvarsan.  His  contention  was  that  the  ill 
effects  were  more  likely  due  to  inadequate  doses.  It  was  very  necessary 
in  auditory  syphilis  to  precede  the  injection  of  salvarsan  with  the  ad- 
ministration of  calcium  iodide,  and  then  begin  with  a  minimal  dose  of 
salvarsan. 

Dr.  George  W.  Mackenzie,  Philadelphia,  Pa.,  referring  to  the  question 
of  shortened  bone  conduction,  associated  with  a  relatively  normal  air 
conduction  found  by  Dr.  Davis  as  an  early  sign  of  syphilis,  said  in  his 
experience  the  bone  conduction  is  never  shortened  without  a  propor- 
tionate amount  of  shortening  of  the  air  conduction.  As  pointed  out  by 
Dr.  Davis,  some  authors  had  found  the  Rinne  positive  and  others  had 
found  it  negative.  The  answer  to  this  apparent  contradiction  in  findings 
was  due  to  the  fact  that  those  who  found  the  Rinne  positive  were  ex- 
amining cases  of  mild  grade  nerve  deafness,  with  bilateral  involvement, 
while  those  who  found  the  Rinne  negative  were  examining  cases  of 
more  pronounced  deafness  or  unilateral  cases,  or  cases  with  unequal  in- 
tensity or  deafness  on  the  two  sides. 

In  a  case  of  unilateral  inner-ear  or  nerve  deafness,  the  typical  findings 
showed  a  positive  Rinne  when  the  deafness  was  of  slight  or  moderate 
degree.  Eventually  if  the  process  increased  to  total  deafness  the  Rinne 
became  negative;  that  is,  no  air  conduction  and  a  tolerable  degree  of  bone 
conduction.  This  bone  conduction,  however,  was  not  present  because  of 
any  real  hearing  in  the  affected  ear,  but  was  due  to  a  cross-conduction 
from  the  opposite  side.  The  more  intelligent  patient  recognized  that 
though  he  appeared  to  hear  the  fork  over  the  affected  ear,  he  referred 
the  sound  to  the  unaffected  ear.  So  that  in  this  way  from  the  normally 
positive  Rinne  (with  air  and  bone  both  shortened)  that  was  typical  of 
slight  degrees  of  involvement  up  to  the  complete  deafness  with  negative 
Rinne,  all  varieties  of  Rinne  might  be  found. 

In  the  case  of  bilateral  involvement  of  inner  ear  or  nerve  of  equal 
intensity,  the  Rinne  remained  positive  on  the  two  sides  throughout,  ex- 
cept in  the  case  of  complete  bilateral  deafness,  when  it  was  neither  positive 
nor  negative. 

In  bilateral  deafness  the  long  bone  conduction  was  more  pronounced 
than  in  unilateral  deafness,  and  though  there  was  always  some  borrowed 
bone  conduction  from  the  opposite  side,  there  was  less  to  borrow  in 
bilateral  cases. 

Tinnitus  could  be  present  m  a  case  of  total  nerve  deainess  of  syphilitic 
or  other  origin.  Such  cases  he  had  seen  and  reported.  This  was  to  be 
explained  by  the  presence  of  a  destructive  lesion  in  the  inner  ear  asso- 
ciated with  an  irritative  lesion  in  the  nerve. 

He  emphasized  the  importance  of  the  Galvanic  test  in  the  study  and 
diagnosis  of  inner  ear  and  nerve  deafness.  It  was  the  only  available 
method  of  differentiating  between  disease  of  the  inner  ear  and  the  eighth 


(3)  "The  Treatment  of  Syphilitic  Affections  of  the  Central  Nervous  System 
with  Especial  Reference  to  the  Use  of  Intraspinous  Injections."  Archives 
of  Internal  Medicine,  1913,  Vol.  12,  331-345;  (4)  "Involvement  of  the  Eighth 
Nerve  in  Syphilis  of  the  Central  Nervous  System."  Jour.  Am.  Med.  Assoc, 
1915.  LXrV,  1471-1477. 

Swift,  Homer  F. — "Intraspinal  Therapy  in  Syphilis  of  the  Central  Nervous 
System."     Jour.  Am.  Med.  Assoc,  LXV.  209-314. 
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nerve;  besides,  it  was  a  valuable  test  for  determining  whether  the  path- 
ologic process  was  taking  a  favorable  or  an  unfavorable  turn  by  comparing 
the  findings  from  time  to  time.  It  had  the  added  advantage  of  being  a 
therapeutic  agent. 

Spontaneous  Recovery  in  Cerebro-Spinal  Meningitis  of  Otitic  Origin,  With 
Report  of  a  Case.     Dr.  Samuel  McCullagh,  New  York  City. 
(Published  in  the  December,  1916,  issue  of  The  Laryngoscope.^ 

The  Relief  of  Otitic  IVleningitis  by  Sub-Temporal  Drainage,  With  a  Report 
of  Two  Cases  of  Recovery  from  Streptococcus  Meningitis  by  This 
Method.  Dr.  Ettgene  A.  Crockett,  Boston,  Mass. 
Dr.  Eugene  A.  Crockett,  Boston,  Mass.,  presented  this  report,  as  a 
continuation  of  a  former  contribution,  entitled,  "The  Treatment  of 
Acute  Lepto-Meningitis  of  Otitic  Origin  in  Early  Operation  and  Sub- 
dural Drainage,  with  a  Report  of  Six  Cases."  The  writer  now  reports 
three  cases  of  acute  streptococcus  meningitis  operated  on  by  his  method, 
witli  recovery,  one  operated  upon  by  himself,  and  two  by  his  assistants 
at  the  Massachusetts  Eye  and  Ear  Infirmary.  In  addition  to  these  three 
successful  cases,  he  operated,  during  the  same  period,  on  two  cases  in 
which  the  patients  died  after  operation.  He  liad  refused  to  operate  in 
tliree  other  cases  wliich  were  obviously  moribund  when  seen.  The  opera- 
tive recoveries  in  the  last  year  were  fifty  per  cent  of  the  cases  treated, 
which  was  probably  accidental  and  unusually  high,  the  twenty  per  cent 
of  recoveries  given  in  his  first  paper  being  more  nearly  correct. 

Certain  points  in  the  operative  technic  of  these  cases  make  or  mar 
the  success  of  the  operation.  In  the  earlier  operations  his  principle 
difficulty  was  in  the  handling  of  the  cerebral  hernia  which  instantly 
forms  after  the  dura  is  opened,  in  cases  of  increased  intra-cerebral  pres- 
sure. Attempts  to  reduce  this  hernia  often  led  to  laceration  of  the  brain, 
the  operative  results  being  poor  in  consequence.  The  opening  in  the 
dura  should  be  small,  not  over  one  inch  or  one  and  a  half  inches,  and 
the  decompression  opening  should  be  made  low  and  as  near  the  upper 
border  of  the  external  auditory  canal  as  possible.  The  dura  should  be 
opened  at  the  bottom  of  the  bone  opening.  The  amount  of  pressure  in 
the  brain  can  be  gauged  by  the  finger  tip  pressed  against  the  dura.  The 
lumbar  puncture  is  made,  by  an  assistant,  previous  to  opening  the  dura, 
the  operator  keeping  the  tip  of  his  forefinger  on  the  dura  in  the  com- 
pression opening.  The  cerebro-spinal  fluid  is  allowed  to  run  from  the 
lumbar  opening  until  the  intra-cerebral  pressure  is  distinctly  subnormal. 
According  to  circumstances,  30  to  40  cc.  may  be  withdrawn.  The  intra- 
cerebral pressure  being  reduced,  a  slit  is  made  in  the  dura  and  the 
drain  is  inserted  between  the  dura  and  the  pia,  along  the  top  of  the 
petrous  portion  of  the  temporal  bone.  This  is  passed  along  nearly  to 
the  internal  auditory  meatus,  about  an  inch  or  an  inch  and  a  half.  The 
writer  has  not  attempted  to  sew  the  dura,  nor  has  he  attempted  to 
approximate  the  external  skin  flaps  too  carefully.  Not  much  more  than 
fifteen  minutes  need  be  consumed  in  this  operative  procedure.  Every 
minute  over  that  counts  materially  against  the  patient's  recovery.  The 
subdural  drain  may  be  left  in  for  a  week  or  ten  days.  The  important 
point  in  the  after-treatment  of  the  cases  is  the  free  use  of  lumbar  punc- 
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ture.  A  marked  increase  of  cerebral  pressure  prevents  free  drainage 
from  the  subdural  drain.  Where  the  patient  presents  cerebral  pressure 
symptoms,  such  as  headache,  Cheyne-Stokes  respiration,  delirium,  or 
convulsions,  lumbar  puncture  is  done  twice  a  day,  if  necessary,  20  to 
30  CO.  of  fluid  being  drawn  off  each  time.  This  has  reference  to  adult 
cases.  Recovery  undoubtedly  depends  upon  the  unhesitating  resort  to 
the  free  use  of  lumbar  puncture  at  the  proper  time. 

DISCUSSIOX. 

Dr.  Wendell  C.  Phillips,  New  York  City,  had  thought,  until  he  heard 
Dr.  McCullagh's  paper,  that  recoveries  called  spontaneous  were  due  to 
some  recuperative  power  on  the  part  of  the  patient.  Cases  had  been 
reported  from  time  to  time  of  recovery  having  taken  place  in  cases  in 
which  there  was  no  doubt  as  to  the  diagnosis.  He  had  seen  such  a  case 
recently,  under  the  care  of  Dr.  Friesner,  on  his  service  at  the  Manhattan 
Eye  and  Ear  Hospital.  He  called  attention  to  two  cases  recently  re- 
ported in  the  Journal  of  the  American  Medical  Association,  in  which 
dural  drainage  was  established  by  lumbar  laminectomy.  Both  cases  re- 
covered, although  the  cerebrospinal  fluid  gave  a  positive  culture.  He 
was  still  somewhat  skeptical  as  to  whether  the  operation  had  very  much 
to  do  with  the  recoverj*.  Lumbar  puncture,  in  his  opinion,  had  much 
to  do  with  recovery  in  many  of  these  cases. 

Dr.  Ewing  W.  Day,  Pittsburg,  Pa.,  had  been  working  at  this  problem 
ever  since  he  had  been  a  member  of  the  Society,  and  had  tried  the 
various  new  methods  which  had  been  presented  from  time  to  time. 
Despite  the  general  skepticism  regarding  the  subject,  he  hoped  that 
Dr.  Crockett's  method  would  stand  the  test.  Dr.  Crockett  was  to  be 
congratulated  upon  having  these  cases,  and  upon  the  procedure  detailed. 

The  symptoms  in  meningitis  were  those  which  come  from  pressure 
and  from  the  poisoning  of  the  blood  stream.  In  Dr.  Crockett's  former 
paper,  doubt  had  been  cast  upon  the  diagnosis;  the  cases  now  reported 
were  undoubtedly  cerebrospinal  meningitis.  Many  mild  cases,  the  speaker 
believed,  were  never  recognized,  only  the  most  intense  and  the  grosser 
ones  being  known.  This  was  contrary  to  what  he  had  stated  a  few 
years  ago. 

The  important  thing  in  connection  with  meningitis  was  the  cerebro- 
spinal fluid  stream,  the  method  of  its  flow  and  the  direction  it  follows. 
This  Avas  given  in  detail,  and  the  experiments  of  Weed,  of  Johns  Hopkins, 
with  coloring  matter  injected  into  the  brain,  mentioned.  In  the  majority 
of  cases,  he  believed,  infection  takes  place  above  the  base,  the  upward 
flow  of  the  cerebral  fluid  tending  to  keep  it  from  the  base.  When  the 
fluid  was  drawn  off  from  below,  if  the  force  of  the  stream  going  up 
over  the  cerebrum  was  sufficient  .to  hold  the  infection  up,  naturally  a 
sterile  fluid  would  be  obtained.  The  course  of  the  infection  might  be  on 
the  surface  of  the  brain  or  be  absent,  but  all  postmortems  showed  an 
immense  volume  of  pus  at  the  base  of  the  brain,  where  large  arachnoid 
spaces  are  located.  This  condition  seemed  to  be  common  in  all  cases  of 
fatal  meningitis. 

Dr.  Crockett  had  certainly  added  greatly  to  the  technic  of  sub-temporal 
drainage,  and  the  repeated  tapping  to  reduce  the  pressure  was  a  distinct 
advantage.     He  cited  a  case,  reported  before  this  Society,  in  which  the 
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patient  recovered.  There  was  no  doubt  about  the  diagnosis  so  far  as 
could  be  determined  by  present  methods  of  diagnosis.  Two  years  later 
the  patient  returned  with  a  re-filling  of  the  cerebellar  abscess,  and  the 
condition  progressed  to  death.  Just  at  that  time  Barr,  of  Edinburgh, 
suggested  washing  through  the  ventricles  to  a  lumbar  canula.  The 
speaker  tried  this  plan  in  the  case  mentioned,  when  he  knew  that  the 
patient  would  die.  All  preparations  were  made,  and  a  solution  of 
methylene  tilue  was  injected,  to  see  where  it  went.  It  was  put  in  the 
lateral  ventricle  and  came  out  with  the  lumbar  canula.  Autopsy  showed 
that  the  whole  of  the  cerebral  area  was  colored  perfectly  blue,  excepting 
an  area  where  the  former  dural  drainage  had  been  done.  Microscopic 
examination  showed  that  there  had  been  an  inflammatory  process  in 
this  area  which  was  not  stained.  That  case,  which  he  had  reported  as 
cured,  was  one  in  which  the  infection  had  not  gone  to  the  base  and 
was  of  limited  area.  In  another  case,  in  which  he  employed  the  Haynes 
operation,  in  endeavoring  to  drain  the  cistern  in  front  of  the  medulla, 
which  could  not  be  reached  by  this  method.  Some  fused  wire  was 
twisted  into  a  spiral  form,  three  or  four  strands  being  used,  and,  by 
cutting  away  the  petrous  portion  of  the  bone,  he  was  able  to  reach  the 
point,  just  over  the  basilar  process,  which  he  had  not  been  able  to 
reach  by  the  Haynes  method.  After  several  days  the  patient  died,  and 
at  autopsy  it  was  found  that  there  was  less  pus  in  the  cisterna  magna 
and  other  cisterns  than  in  most  cases. 

Db.  E.  B.  Bench,  New  York  City,  said  that  his  first  subdural  drain- 
age for  meningitis  was  done  unconsciously.  He  had  operated  upon  the 
patient  for  a  temporo-sphenoidal  abscess,  and  not  finding  the  abscess  had 
inserted  a  drain  into  the  subdural  space.  The  patient  recovered.  This 
was  the  first  time  in  which  a  decompression  operation  had  been  per- 
formed for  a  leptomeningitis.  There  was  another  sort  of  a  decompres- 
sion which  he  had  found  of  value,  namely,  the  exposure  of  a  large  area 
of  dura  without  opening  the  dura  at  all.  As  great  an  authority  as 
Ballance  had  said  that  decompression  could  not  be  effected  wjthout 
division  of  the  dura.  The  speaker  had  been  of  the  same  opinion  until 
he  had  a  case  at  St.  Luke's  Hospital  in  which  an  undoubted  meningitis 
was  present,  as  proved  by  lumbar  puncture.  The  patient  was  blind,  and 
presented  all  the  characteristic  symptoms  of  meningitis.  In  this  case  a 
mastoid  operation  was  performed,  with  extensive  exposure  of  the  dura. 
This  patient  made  a  complete  recovery.  In  a  second  case  at  St.. Luke's, 
a  patient  had  all  the  clinical  symptoms  of  meningitis,  including  stiff 
neck,  Kernig  sign,  headache,  and  a  temperature  of  104.  Upon  spinal 
puncture,  the  cell  count  of  the  spinal  fluid  was  2500.  At  Dr.  Bench's 
suggestion,  one  of  his  associates  performed  a  mastoid  operation  and 
exposed  a  large  area  of  dura  in  the  middle  fossa.  All  the  symptoms  ot 
meningitis  disappeared,  the  spinal  fluid  became  normal,  and  the  boy 
made  a  complete  recovery. 

These  cases  convinced  him  that  a  certain  amount  of  decompression 
was  obtained  by  exposing  a  large  area  of  dura  without  opening  it.  He 
had  had  only  one  recovery  from  true  decompression  in  meningitis,  but  in 
nimierous  cases  this  procedure  had  undoubtedly  prolonged  life.  Any 
operation  which  prolonged  life  for  even  four  or  five  days,  was  a  step 
in  the  right  direction  and  was  an  indication  that  it  might  be  possible, 
by  improved  technique,  to  bring  about  a  recovery. 
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Referring  to  Dr.  Day's  remarks  concerning  the  Neumann  operation. 
Dr.  Dench  mentioned  one  case  which  had  been  operated  on  by  one  of 
his  assistants.  Dr.  Perkins,  in  which  the  patient  made  a  complete  re- 
covery. This  case  was  operated  on  very  early,  the  diagnosis  being  made 
practically  upon  the  cytology  of  the  spinal  fluid.  In  other  case,  operated 
upon  by  the  speaker  by  a  similar  method,  the  patient  had  died.  This 
case  was  operated  on  a  little  later  in  the  course  of  the  disease.  Accu- 
mulated personal  experience  led  the  speaker  to  believe  that  the  Neu- 
mann operation,  in  order  to  be  of  value,  must  be  performed  very  early — 
as  soon  as  the  cytology  of  the  spinal  fluid  was  indicative  of  menin- 
gitis. The  speaker  emphasized  the  fact  that  it  was  only  by  persistently 
operating  upon  these  cases  that  the  profession  would  be  able  to  formu- 
late, ultimately,  the  best  procedure. 

He  had  had  considerable  experience  with  the  Haynes  operation,  but 
did  not  think  it  offered  as  much  hope  of  success  as  the  sub-temporal 
drainage  proposed  by  Dr.  Crockett.  He  did  not  agree  with  Dr.  Crockett 
concerning  the  advisability  of  exposing  only  a  small  area  of  dura. 
He  preferred,  personally,  to  expose  a  dural  area  of  two  or  three  inches. 
Latterly,  he  had  not  employed  any  drain,  but  had  trusted  to  the  escape 
of  the  cerebro-spinal  fluid  into  the  soft  tissues  and  its  absorption  there. 

Concerning  the  occurrence  of  a  hernia  cerebri,  attention  was  called  to 
the  fact  that  if  the  dura  was  perforated  by  simply  scraping  through  the 
dura  M  ith  a  scalpel  the  pia  would  not  be  injured.  A  director  could  then 
be  passed  through  the  opening  thus  formed  and  the  dura  divided  with- 
out injuring  either  the  pia  or  the  brain  substance.  If  the  pia  was  not 
divided,  there  was  comparatively  little  danger  of  a  hernia  cereljri.  In 
some  cases  the  pial  vessels  were  greatly  engorged,  and  when  this  condi- 
tion was  present  the  application  of  a  gauze  compress  moistened  in  a 
1-1000  solution  of  adrenalin  chlorid  would  contract  the  vessels,  render 
the  tissues  firmer,  and  render  their  liability  to  injury  much  less  pos- 
sible upon  manipulation. 

Dr.  J.  A.  SxtrcKY,  Lexington,  Ky.,  had  employed  the  method  of  Dr. 
Crockett  in  three  cases  of  serous  meningitis.  A  few  years  ago  he  was 
criticised  severely  for  claiming  that  there  was  such  a  thing  as  a 
localized  serous  meningitis.  His  son  had  since  operated  by  this  methon 
on  a  case  with  double  mastoiditis.  There  were  ten  or  fifteen  spinal 
punctures  in  this  case.  He  agreed  with  Dr.  Crockett  that  enough  fluid 
should  be  withdrawn  to  relieve  the  pressure.  The  operation  was  a  step 
in  the  right  direction,  and  was  justified.  Drainage  with  rubber  tissue 
or  rubber  tubing,  as  advocated  by  Ballance,  was  better  than  with  gauze. 

Dr.  Joseph  C.  Beck.  Chicago,  111.,  said  the  term,  "spontaneously  cured," 
was  not  properly  applied  to  these  cases  because  they  had  had  the  de- 
compression operation  and  spinal'  puncture.  The  night  before  leaving 
home  he  had  performed  an  operation  such  as  Dr.  Crockett  described. 
The  patient  was  practically  moribund  before  operation.  The  drum  was 
perforated  in  one  ear,  and  from  this  came  a  discharge.  He  did  a  mastoid 
operation  on  the  affected  side,  and  found,  leading  up  to  the  tegmen,  an 
area  of  inflammation.  He  followed  Cushing's  method,  making  two 
linear  incisions  and  a  very  imperfect  cross  incision  into  the  dura. 
Through  one  of  the  larger  incisions  he  passed  a  fine  drainage  tube, 
leaving  the  skin  incisions  wide  open.     He  then  made  a  spinal  puncture. 
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He  had  no  time  to  make  an  examination  of  the  fluid  up  to  this  moment, 
but  the  next  day  as  soon  as  he  made  another  spinal  puncture  the  child 
rallied.  The  temperature  fell  to  100,  and  he  was  on  the  way  to  recov- 
ery, which  he  hoped  would  be  complete.  He  had  had  one  case  in  which 
the  patient  recovered  after  the  Haynes  operation.  He  had  used  the 
fascia  lata  in  covering  a  large  area  of  dura,  with  success. 

Dr.  S.  MacCuen  Smith,  Philadelphia,  Pa.,  had  not  seen  a  case  of 
purulent  meningitis  recovery  after  operation  by  any  method,  no  matter 
what  the  procedure.  The  Haynes  operation,  although  giving  hope  of  re- 
lief, at  first,  had  proved  totally  unsuccessful  and  had  been  practically 
abandoned.  He  would  have  renewed  courage  in  treating  some  of  these 
cases  by  the  method  proposed  by  Dr.  Crockett. 

Dr.  Nokval  H.  Pierce,  Chicago,  111.,  had  not  changed  his  position  in 
this  matter.  He  had  yet  to  see  a  case  of  any  severity,  in  which  the 
bacteria  were  recovered  from  the  cerebro-spinal  fluid  and  cultured,  get 
well.  In  this  connection,  he  cited  a  recent  case,  in  which  the  patient 
had  otitis  media  which  continued  for  six  weeks,  without  external  symp- 
toms. The  ear  continued  to  discharge,  and  the  general  condition  of  the 
patient  became  less  favorable.  He  operated,  finding  very  little  change 
in  the  mastoid.  There  was  some  degeneration  in  the  terminal  cells, 
and  some  change  going  on  toward  the  labyrinth.  All  went  well  for  three 
weeks,  then  there  was  vomiting,  vertigo,  sub-febrile  temperature,  rising 
to  102  in  the  afternoon,  headache,  slightly  stiff  neck,  and  doubtful 
Kernig.  The  question  of  operation  came  up  immediately.  Spinal  punc- 
ture was  made,  yielding  a  turbid  fluid,  under  considerable  pressure. 
There  was  micro-organisms  in  a  smear,  but  culturally  the  fluid  re- 
mained sterile.  The  symptoms  became  very  much  improved  after  this 
lumbar  puncture,  and  remained  so  for  a  few  days,  when  the  temperature 
and  headache  returned,  and  the  vertigo  became  worse.  The  lumbar 
puncture  report  was  thirty  cubic  centimeters  removed;  pressure,  138. 
Improvement  again  followed.  After  seven  lumbar  punctures,  extending 
over  ten  days,  the  symptoms  disappeared  and  the  patient  recovered. 
He  could  cite  similar  cases  without  labyrinthine  symptoms,  with  all  the 
classical  symptoms  of  cerebro-spinal  meningitis,  treated  in  the  same 
way,  by  repeated  lumbar  puncture,  with  recovery.  It  was  a  serious  ques- 
tion whether  the  dura  would  be  incised  around  this  infected  area. 

Dr.  Day,  continuing  the  discussion,  said  it  did  not  follow  that  there 
was  inflammation  in  the  arachnoid  spaces,  as  he  had  found  in  three 
cases.  If  the  Haynes  operation  would  not  cure  these  cases,  why  would 
lumbar  puncture  do  so? 

Dr.  McCullagh,  in  closing  the  discussion,  said,  regarding  the  non- 
viability  of  the  organisms  in  recovered  cases,  that  Dr.  Dwyer  claimed 
that  growth  failed  in  many  of  these  cases  because  of  too-acid  media. 
Recovered  cases,  it  seemed  to  the  speaker,  suggested  the  possibility  of 
self-limitation  in  diffuse  purulent  meningitis,  just  as  in  the  epidemic 
type  where  there  was  always  a  percentage  of  cases  which  recovered 
spontaneously.  In  view  of  Dr.  Day's  observations,  it  was  a  question 
whether  operative  measures  did  more  than  add  to  the  drainage. 
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Auditory  Re-Education.    Dr.  Thomas  J.  Haeris,  New  York  City. 

(Published  in  the  September,  1916,  issue  of  The  Laeyngoscope.j 

Dr.  FitA>-K  E.  MiLLEB,  New  York  City,  in  opening  the  discussion,  said: 
"This  splendid  paper  of  Dr.  Harris  brings  out  in  many  instances  points 
which  I  have  tried  to  establish  in  my  attempt  to  standardize  voice  and 
sound-matters.  I  deem  it  a  great  honor  to  have  the  privilege  of  opening 
the  discussion  of  so  valuable  a  paper. 

"It  is  my  purpose  to  bring  out  a  few  points  for  further  discussion 
which  I  hope  will  be  interesting  for  further  study. 

'According  to  Dr.  Irving  W.  Voorhees,  both  Dr.  Alexander  and  Dr.  Neu- 
mann, of  Vienna,  make  the  statement  that  pathological  findings  substan- 
tiate only  seven  per  cent  of  so-called  oto-sclerosis  cases. 

"My  processes  and  methods  of  dactylization  consist  in  breaking  up 
adhesions  in  the  region  of  the  apex  and  base  of  the  Eustachian  orifice, 
about  the  palato-pharyngeus  and  pharyngeal  muscles,  and  in  separating 
the  levator  palati  from  the  tensorpalati;  also  massaging  the  ascending 
pharyngeal  artery  and  supra-tonsillar  region,  thus  giving  at  certain  points 
in  the  dome  of  the  pharynx  indirect  stimulation  to  cochlea,  vestibule,  otic 
and  Meckel's  ganglia.  Often,  through  the  aid  of  this  manipulation,  I  have 
been  able  to  increase  seven  to  twelve  seconds'  duration  of  bone  conduction 
to  twelve  to  fifteen  seconds,  and  aerial  conduction  of  twelve  to  fifteen  sec- 
onds to  thirty-two  to  forty-two  seconds. 

"Again,  in  many  cases  the  suppuration  dries  up  and  disappears  in  four- 
teen days  after  dactylization. 

"Now  let  us  turn  our  attention  to  the  subject  of  mechanical  methods 
of  treatment,  contrasting  principally  the  Maurice  and  the  Meyer-Roman 
machines. 

"First  let  us  point  out  that  in  98  carefully  reported  cases  with  Maurice's 
first  and  best  imported  machine  the  results  were  far  inferior  to  those 
attained  by  the  Meyer-Roman  instrument. 

"The  Maurice  machine  is  only  capable  of  producing  a  series  of  vibratory 
changes  which  in  themselves  are  not  sufficient  to  effect  a  cure  in  every 
case. 

"Realizing  this  deficiency,  I  have  tried  to  set  down  a  few  of  the  salient 
points  essential  for  an  efficient  machine;  also  what  we  are  capable  of 
producing  with  the  Meyer-Rowan  apparatus. 

"We  must  have  a  machine  that  will,  First,  By  mechanical  vibration 
increase  the  blood  supply  of  the  part,  which  in  turn,  of  course,  increases 
its  nourishment  and  allows  for  excretion.  Second,  Produce  a  natural  form 
of  sound  vibration  which  may  be  varied  to  attune  the  tympanum  without 
irritation.  Third,  By  proper  manipulation  be  able  to  break  up  any  partial 
tendency  to  ankylosis.  Fourth,  Produce  any  amount  of  vibratory  pitch, 
or  resonance  which  is  judged  acceptable  for  raising  the  efficiency  of  the 
mechanical  working  parts  of  the  hearing  apparatus.  Fifth,  Produce  any 
amount  of  vibration  or  stroke  from  10  to  300  vibrations  per  second  with 
or  without  mechanical  pressure  or  suction.  Sixth,  Capable  of  use  for 
syphoning  the  Eustachian  tube  in  order  to  release  lymphatic  secretion, 
which  is  one  of  the  principal  causes  of  middle  ear  deafness.  Seventh,  By 
an  experienced  manipulation  and  proper  knowledge  of  otology  all  these 
factors  can  be  blended  or  used  alone  to  produce  effects  on  the  different 
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component  structures.  Eighth,  Have  proper  types  and  sizes  of  catheters 
that  will  pass  into  the  Eustachian  orifice  without  trauma.  Ninth,  Produce 
suction  or  massage  separately  or  with  sound  vibrations  from  either  of 
four  machines  or  their  combinations  at  the  pleasure  of  the  operator. 
Tenth,  Provide  any  amount  of  force  as  the  case  may  require. 

"These  ten  factors  I  have  found  incorporated  in  the  Meyer-Rowan 
machine,  and  by  proper  scientific  manipulation  and  knowledge  of  the 
anatomical  and  physical  structure  of  the  ear,  have  obtained  some  very 
striking  results. 

"It  has  been  questioned  as  to  whether  the  cellular  tissues  function  or 
degenerate  under  treatment.  This  machine  produces  solely  a  stimulation 
of  the  parts  which  naturally,  if  applied  properly,  will  tend  to  activate  the 
cells  and  increase  their  tone  and  functionating  power. 

"The  subject  of  auditory  re-education  comes  to  my  attention.  I  believe 
its  ineffectiveness  and  apparent  failure  by  many  is  due  not  to  its  im- 
practicability, but  to  the  lack-  of  suflScient  study  into  the  normal  operation 
of  the  ear  as  well  as  the  etiology  of  the  pathological  condition. 

"Inasmuch  as  the  laws  of  hearing  are  not  known  nor,  as  yet,  been 
reproduced  by  any  mechanical  device,  we  must  of  necessity  establish  fur- 
ther new  views  and  theories  with  which  to  try  to  accomplish  this  long 
desired  end. 

'The  phonograph  being  a  disc  cannot  transmit  and  translate  sound  of 
the  correct  intensity  and  pitch  as  produced  by  the  voice. 

"Some  years  ago  I  brought  and  submitted  23  personal  cases  to  you  for 
discussion,  representing  some  of  the  principles  to  which  I  am  still  holding, 
in  some  measure. 

"The  external  meatus  can  be  inspected  with  the  otoscope  and  the  condi- 
tion of  the  drum  inspected,  but  its  recording  sensitiveness  cannot  be 
determined  by  inspection. 

"To  understand  the  physical  properties  of  the  drum,  I  might  mention 
its  possibilities  in  manner  of  response  to  various  soimd  vibrations. 

"The  drum  is  a  cuspoid,  formed  by  the  action  of  the  two  planes  of 
forces,  one  sinister — the  other  dexter-gyrate,  acting  in  opposition.  The 
dexter-gyrate  force  decreases  while  the  sinister  force  increases,  until  at 
the  vertex  the  two  forces  are  in  equilibrium. 

"Similarly,  we  have  the  laws  governing  the  earth  and  the  sun.  The 
equilibrium  position  of  the  two  forces  result  only  after  they  have  made 
two  and  a  half  turns;  that  is  to  say,  it  takes  two  and  a  half  turns  to 
establish  equilibrium.  The  equilibrium  point  or  vertex  of  the  contact  of 
the  two  curves  makes  the  cuspoid.  Thus  the  cuspoid  is  of  such  fonn 
that  any  sound  reaching  it  conforms  exactly  to  that  part  of  the  cusp 
upon  which  it  is  registered. 

(To  be  continued.) 
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NATURE  AND  CONTROL  OF  HEMORRHAGE  IN  NA50= 
PHARYNGEAL  OPERATIONS.* 

Dr.  Joseph  Weinstein,  Xew  York  City. 

The  operative  technique  in  nasopharyngeal  work  has  recently 
seen  such  gradual  and  progressive  improvement  that  the  procedures 
involved  have  at  the  present  time  reached  a  high  degree  of  efficiency. 
Indeed,  numerous  methods  offer  themselves  to  the  specialist  in  this 
field  of  surgery,  and  it  is  the  ability  to  choose  and  execute  the  one 
procedure  specially  adapted  to  the  exigencies  of  the  case  on  hand 
that  marks  the  man  with  extensive  and  varied  experience  in  naso- 
pharyngeal work,  that  is,  the  specialist,  from  the  occasional  opera- 
tor on  the  nose  and  throat. 

Such  rapid  progress  in  operative  technique  has  had,  however,  one 
undesirable  feature.  It  has  somewhat  blunted  the  recognition  of 
the  fact  that  nasopharyngeal  operations  are  in  many  ways  similar 
to  the  major  operations  of  surgery,  involving  comparable  risks  from 
shock,  anesthesia,  infection,  etc. 

Moreover,  the  one  striking  thing  about  a  major  operation  is  its 
comparative  bloodlessness,  and  the  great  care  taken  to  eft'ect  such 
bloodlessness  to  the  highest  degree  possible.  In  nasopharyngeal 
work,  on  the  other  hand,  much  remains  to  be  done  in  this  phase 
of  the  operation  to  obtain  any  results  that  are  comparable  to  those 
attained  in  general  surgery.     Yet,  careful  comparison  of  a  laparo- 

*Read  at  the  Twenty-first  Annual  Meeting-  of  the  Amei'ican  Academy  of 
Ophthalmology   and   Oto-Laryngology.   Memphis,    Tenn. 
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tomy  with  a  tonsillectomy,  let  us  say,  shows  that  the  dangers  of 
uncontrolled  hemorrhage  or  oozing  is  rather  more  marked  in  the 
latter  than  in  the  former.  Of  course,  bleeding  from  a  large  vessel 
is  equally  dangerous  whether  the  blood  enters  the  peritoneal  cavity 
or  gushes  from  the  mouth,  and  its  treatment,  that  is,  ligation  of  the 
large  vessels  is  equally  imperative  and  is  about  the  same  in  pro- 
cedure in  either  case. 

On  the  other  hand,  smaller  hemorrhages  in  our  work  are  of  great- 
er significance  because  the  blood  is  apt  to  enter  the  bronchi  and  the 
lungs  with  much  more  serious  consequences  than  if  the  free  peri- 
toneum were  involved.  Aloreover,  such  blood  is  more  apt  to  be  and 
indeed  almost  always  is  mixed  with  infected  tissues  or  secretions, 
for,  of  course,  no  nasopharyngeal  field  can  be  made  as  sterile  as  a 
clean  peritoneal  or  other  field  of  surgical  interference.  To  the  dan- 
gers of  mechanical  damage  due  to  interference  with  respiration  and 
with  the  circulation  in  the  lungs,  is  added  the  probability  of  infec- 
tion with  all  its  dire  consequences  from  a  slight  bronchitis  to  a 
bronchopneumonia  or  a  lung  abscess.  In  this  connection  the  great 
difficulty  of  immobilizing  the  site  of  bleeding  in  nasopharj^ngeal 
work-,  the  site  of  operation  being  usually  involved  in  the  movements 
of  respiration,  swallowing,  vomiting,  etc.,  must  be  remembered  and 
compared  with  the  more  or  less  greater  ease  with  which  other  fields 
mav  be  immobilized  from  the  complete  rest  of  an  extremity  to  the 
fairly  complete  paralysis  of  the  intestine  attainable  by  the  use  of 
drugs. 

Still  there  is  no  denying  the  fact  that  nasopharyngeal  operations 
are  done  by  the  hundreds  in  which  these  considerations  are  hardly 
entered  into,  and  it  is  probable  that  it  is  merely  the  lack  of  such  rec- 
ords as  are  usually  available  in  the  major  surgical  field  that  hide 
the  fact  of  the  extensive  amount  of  damage  that  results.  There 
seems  to  be  no  reason  why  progress  in  this  important  detail  of 
operation  should  not  go  on  at  a  speedier  rate  than  heretofore  has 
been  the  case.  Careful  study  of  the  literature  and  extensive  ex- 
perience in  special  nasopharyngeal  work  have  convinced  the  writer 
tliat  there  has  been  rather  a  lack  of  application  of  the  various  meth- 
ods involved  rather  than  absence  of  remedies  dealing  with  the  evil. 

The  procedures  involved  in  dealing  with  nasopharyngeal  hemor- 
rhage are  preventive,  surgical  and  medical.  The  preventive  methods 
in  the  first  place  depend  upon  such  study  of  the  general  condition 
of  the  patient  as  may  reveal  any  constitutional  conditions  favoring 
a  hemorrhage  from  the  much  feared  hemophilia  to  diseased  kid- 
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neys  with  consequent  high  blood  pressure.  Such  study  we  may 
safely  leave  to  the  internist  or  to  the  family  practitioner  who  is 
usually  the  intermediary  between  the  patient  and  the  specialist  sur- 
geon. I  would  like  to  warn  the  latter,  however,  from  taking  any 
unnecessary  risks  in  the  matter  with  patients  who  reach  him  di- 
rectly or  in  whom  the  general  examination  has  not  been  thoroughly 
performed.  The  time  spent  in  having  such  examination  done  while 
apparently  thrown  away  in  case  after  case,  may  save  him  from  the 
great  misfortune  of  witnessing  a  serious  or  fatal  outcome  after 
operation  upon  a  patient  who  should  either  never  have  come  to  op- 
eration or  have  been  properly  prepared  for  the  procedure. 

Further  prevention  is  inherent  in  such  mastery  of  technique  as 
shall  result  in  the  choice  of  the  method  best  adapted  to  the  individual 
case.  In  this  connection,  the  recent  anatomical  studies  of  Balatni- 
kow^  are  interesting.  He  says:  "The  topographical  relations  be- 
tween the  large  vessels  and  the  lateral  pharyngeal  wall  are  depend- 
ent, in  a  great  measure,  upon  the  development  of  the  bony  parts  of 
the  skull  in  that  region,  and  that  on  account  of  the  poor  develop- 
ment of  the  visceral  portion  of  the  skull,  the  blood  vessels  lie  closer 
to  the  tonsils  in  adults  than  in  children." 

The  position  of  the  head  had  an  influence  on  the  topography  of 
the  vessels  and  their  relation  to  the  tonsils ;  the  blood  vessels  are 
closer  to  the  lateral  pharyngeal  wall  on  that  side  from  which  the 
head  is  turned  away  and  further  away  on  the  opposite  side. 

The  distance  between  the  tonsils  and  the  internal  carotid  is  about 
one-half  to  one  centimeter,  and  between  the  tonsil  and  the  external 
carotid  artery  is  about  two  centimeters.  This  distance,  however,  is 
variable.  Opening  the  mouth  and  depressing  the  tongue  was  found 
to  have  no  influence  on  tlie  position  of  the  blood  vessels  in  the  dead 
body,  but  in  the  living  it  is  possible,  by  such  manoeuvers,  to  bring 
about  a  change  in  the  position  of  the  vessels,  particularly  if  there 
is  an  infiltration  of  the  peritonsillar  tissue.  The  pharyngeal  wall 
is  in  intimate  relation  with  the  internal  and  external  carotid  arteries, 
the  facial,  the  lingual,  and  the  ascending  palatine  artery,  and  some- 
times with  the  ascending  pharyngeal  artery  and  also  with  the  sub- 
mucous peripharyngeal  plexus  of  veins.  The  "bouquet  of  Riolan."  a 
cluster  of  ligaments  and  muscles  attached  to  the  styloid  process, 
cannot  always  be  relied  upon  as  a  protection  to  the  blood  vessels, 
as  their  relation  is  dependent  upon  the  height  of  the  cut. 

Speaking  about  hemorrhages,  Balatnikow  says :  "Hemorrhage 
following  operation  on  a  peripharyngeal  abscess  may  come  either 
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because  the  arteries  are  wounded  or  because  the  veins  are  distended 
or  varicose.  As  the  arterial  branches  reach  the  tonsil  capsule  only, 
breaking  up  into  capillaries  on  entering  the  tissues  of  the  tonsil, 
tonsillotomy  should  not  be  followed  by  more  than  capillary  or  venous 
bleeding.  If  the  tonsil,  however,  is  completely  removed  within  its 
capsule,  severe  arterial  bleeding  is  possible.  Because  of  the  possi- 
bility of  an  abnormal  position  of  the  blood  vessels,  they  should  be 
carefully  located  by  palpation  before  operating." 

The  following  rules  for  operation  are  laid  down  by  Balatnikow : 

"In  tonsillotomy,  only  that  portion  of  the  tonsil  which  projects 

into  the  throat  should  be  removed.     The  tonsils  should  never  be 

pulled  out  of  their  niche  and  the  instrument  should  never  be  pressed 

hard  against  the  lateral  wall  of  the  pharynx. 

'Tn  pharyngeal  abscess,  all  precautions  should  be  taken  to  check 
possible  bleeding — instruments  to  sew  the  pillars  or  even  to  ligate 
the  common  carotid  artery  being  held  ready. 

"The  patient's  head  should  be  firmly  fixed,  the  medium  position 
being  suggested  as  the  one  most  desirable  both  from  the  standpoint 
of  danger  and  facility  in  operating. 

"The  knife  should  only  be  used  in  making  the  incision  through 
the  mucous  membrane,  all  deep  exploration  being  done  with  a  dull 
instrument.  The  wound  should  not  be  carried  more  than  a  centi- 
meter and  a  half  deep  if  a  sharp  pointed  instrument  is  used. 

"The  surface  of  the  cut  should  be  parallel  with  the  long  axis  of 
the  mouth  and  the  knife  must  never  be  directed  backward  and  out- 
ward. The  site  of  the  incision  be  determined  according  to  Thomp- 
son, i.  e.,  the  wound  should  be  made  in  the  apex  of  the  external 
inferior  quadrant,  which  is  determined  by  drawing  a  line  horizon- 
tally through  the  base  of  the  uvula  to  meet  a  line  drawn  vertically 
through  the  anterior  edge  of  the  anterior  faucial  pillar." 

The  following  hemostatic  measures  should  be  employed  in  the 
order  given  in  cases  of  post-operative  hemorrhage  following  opera- 
tion upon  the  tonsils  and  lateral  wall  of  the  pharynx. 

(1)  Application  of  Mikulicz's  compression   forceps; 

(2)  Sewing  together  of  the  palatal  arches; 

(3)  Compression  of  the  common  carotid  artery; 

(4)  Ligation  of  the  common  carotid  artery  or  its  branches. 
J.  Leslie  Davis'-  investigations  concerning  the  blood  supply  of  the 

tonsils  are  also  of  interest.  He  says:  "There  are  certain  fixed 
sources  of  all  hemorrhages  from  tonsillectomy  operations  and  the 
majority  of  the  text  books  are  in  error  as  to  the  blood  supply  of 
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the  tonsils."  The  entire  supply  comes  from  one  artery  which  is 
formed  "by  an  anastomosis  of  the  ascending  palatine  branch  of  the 
facia!  and  the  descending  branch  of  the  internal  maxillary.  The 
artery  thus  formed,  enters  the  fossa  at  its  superior  extremity,  passes 
downward  through  the  capsule  for  a  distance  of  about  one-half  an 
inch  before  penetrating  the  capsule  to  reach  the  tonsil  parenchyma." 
The  tonsillar  branch  of  the  facial  artery,  the  branch  from  the  dor- 
salis  lingua,  and  the  branch  from  the  ascending  pharyngeal,  supply 
only  the  surrounding  structures  in  95  per  cent  of  cases  at  least. 
Davis,  therefore,  after  enucleation  of  the  tonsil  places  a  suture  liga- 
ture (using  No.  1  catgut)  around  this  artery  in  the  upper  part  of 
the  tonsillar  fossa  and  ties  it  off.  This  is  his  routine  practice  in  all 
adult  cases,  but  with  children,  only  when  the  bleeding  is  profuse 
and  continuous. 

While  some  of  the  conclusions  drawn  by  the  above  investigators 
may  be  open  to  criticism,  it  is  the  purpose  of  this  paper  to  call  your 
attention  to  the  amount  and  character  of  the  work  that  has  been 
done  rather  than  to  its  merits  or  demerits. 

Based  upon  the  commonly  accepted  causes  of  hemorrhage,  viz., 
high  blood  pressure,  persistent  vaso-dilatation  and  delayed  blood 
clotting,  therapeutic  measures  employed  in  the  control  of  hemor- 
rhage are  of  three  kinds : 

(1)  Those  equalizing  the  circulation  and  lessening  the  intra- 
vascular pressure  at  the  bleeding  point ; 

(3)     Those  contracting  the  vessel  itself; 

(3)     Those  decreasing  the  coagulation  time  of  the  blood. 

Recent  investigations  of  the  phenomena  of  clotting  of  the  blood 
have  shown  that  normal  blood  in  itself  contains  substances  which, 
under  certain  conditions,  unite  to  bring  about  coagulation. 

According  to  Morawitz,  a  substance  which  he  calls  thrombokinase 
is  present  in  all  body  tissues  and  especially  in  blood  platelets.  Pro- 
thrombin, antithrombin.  calcium  salts  and  fibrinogen  are  constantly 
present  in  normal  blood.  When  the  tissues  or  formed  elements 
of  the  blood  are  injured,  thrombokinase  combines  with  the  calcium 
salts  and  prothrombin  to  produce  a  new  substance  called  thrombin 
which,  with  the  fibrinogen  forms  fibrin  or  clot. 

According  to  the  investigations  of  Bordet  and  LeLange,  thrombin 
is  formed  by  the  reaction  between  cytozyme  and  serozyme  in  the 
presence  of  a  calcium  salt.  The  cytozyme  is  found  in  platelets,  leu- 
cocytes, and  tissue  juices  (probably  the  thrombokinase  of  Morawitz 
and  Howell)  and  the  serozyme  in  the  blood  serum.     These  investi- 
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gators  attribute  the  formation  of  fibrin  to  the  action  of  thrombin  on 
fibrinogen. 

Howell  assumes  that  while  the  elements  of  coagulation  are  all 
present  in  the  blood,  there  is  normally  sufficient  antithrombin  to 
prevent  clot  formation.  The  balance  between  the  two  is  very  deli- 
cate; cellular  injury  releases  a  substance,  which  he  calls  thrombo- 
plastin, that  neutralizes  or  binds  the  antithrombin  and  permits  the 
other  elements  of  the  blood  to  combine  in  the  formation  of  the  clot. 
Howell's  views  seem  to  explain  the  known  phenomena  of  coagulation 
more  completely  than  the  earlier  theories. 

While  we  cannot  enter  into  a  detailed  review  of  these  studies, 
the  theories  of  the  formation  of  antithrombin  must  be  mentioned 
as  being  of  great  interest  and  importance  in  the  intelligent  under- 
standing of  the  factors  underlying  operative  hemorrhage. 

Most  investigators  agree  that  antithrombin  is  formed  in  the  liver. 
Experiments  on  the  origin  of  antithrombin  have  been  carried  on 
with  few  exceptions  with  Witte  peptone  which,  when  injected  intra- 
venously into  dogs  produces  an  anticlotting  substance  in  the  blood. 
That  the  liver  is  at  least  a  factor  in  the  production  of  antithrombin 
has  been  shown  by  the  discovery  that  in  dogs  in  which  the  liver  has 
been  eliminated  from  the  general  circulation  injections  of  peptone 
do  r(Ot  have  an  anti-clotting  effect  on  the  blood. 

Denny  and  Minot^  conducted  a  series  of  experiments  to  deter- 
mine the  antithrombin  contents  of  the  blood  in  different  parts  of 
the  body  and  attempted  to  produce  antithrombin.  Their  investiga- 
tions included  a  study  of  the  effect  of  liver  destroying  substances 
upon  the  antithrombin  content  of  the  blood  and  have  led  to  the  fol- 
lowing conclusions : 

Antithrombin  is  formed  in  the  liver.  Venous  blood  taken  from 
the  liver,  spleen,  kidneys  and  intestines  shows  no  appreciable  dif- 
ference from  the  blood  of  the  jugular  vein  in  antithrombin  content. 

When  stasis  is  produced  in  any  of  these  organs  the  liver  blood 
alone  shows  a  definite  increase  in  antithrombin. 

Perfusion  of  the  liver  with  defibrinated  blood  causes  an  increase 
in  antithrombin  in  the  perfusate.  Perfusion  of  the  head,  spleen 
and  hind  leg  shows  no  marked  increase  and  generally  a  decrease  in 
antithrombin  content. 

Attempts  to  stimulate  the  liver  to  production  of  antithrombin  by 
means  of  bile,  bile  salts,  secretin  and  electrical  stimulation  were 
negative.  Ini'ection  of  small  amounts  of  thrombin  into  the  portal 
circulation  caused  a  slight  rise  in  antithrombin. 
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Dogs  with  phosphorous  poisoning  and  consequent  hver  destruc- 
tion show  a  marked  increase  in  antithrombin  content  of  the  blood 
as  well  as  a  diminution  in  fibrinogen. 

An  interesting  paper  by  Katherine  and  Cecil  Drinker*  on  the 
effect  of  rapid  progressive  hemorrhage  on  the  coagulation  time  of 
blood  was  published  in  February,  1914.  According  to  these  in- 
vestigators, such  hemorrhage  causes  a  decrease  in  coagulation  time, 
a  gradual  steady  fall  being  noticeable  as  hemorrhage  proceeds.  This 
change  was  accomplished  by  a  decrease  in  antithrombin,  its  amount 
remaining  constant  when  the  coagulation  time  was  unchanged. 
Prothrombin  was  shown  to  increase  slightly  at  first  and  then  to 
decrease  slightly.  Fibrinogen  was  found  to  decrease  as  hemorrhage 
progressed.  Platelet  counts  did  not  vary  with  progressive  hemor- 
rhage. 

Gray  and  Lunt^  conclude  that  moderately  severe  hemorrhage  (13 
per  cent  of  the  circulating  blood)  decreases  clotting  time.  The 
important  coagulating  factors  may  be  localized  in  the  abdomen  be- 
cause (1)  exclusion  of  the  abdominal  circulation  increases  clotting 
time  and  (2)  hemorrhage  after  exclusion  no  longer  results  in  de- 
crease of  clotting  time. 

The  adrenal  glands  probably  favor  by  their  secretion  rapid  clot- 
ting after  hemorrhage,  but  after  adrenalectomy  hemorrhage  still 
decreases  the  clotting  time. 

Exclusion  of  the  intestines  usuall}^  increases  clotting  time  but 
after  this  exclusion,  hemorrhage  can  still  decrease  the  clotting  time. 

The  important  role  which  the  liver  has  been  proved  to  play  in 
coagulation  indicates  that  it  provides,  perhaps  in  cooperation  with 
the  intestines  and  the  adrenal  glands,  the  necessary  elements  to 
hasten  clotting  after  extensive  bleeding. 

Vosburgh  and  Richards^"  in  1903  noticed  that  an  increase  in  sugar 
,  content  caused  the  blood  to  coagulate  more  rapidly  and  as  they  had 
obtained  this  result  by  painting  adrenalin  on  the  pancreas,  con- 
cluded that  this  was  due  to  the  action  of  adrenalin  on 
the  pancreas.  AViggers,  a  few  years  later  discredited  this.  Von 
den  Velden^^  in  1911  asserted  that  adrenalin  decreased  the  coagu- 
lation time  in  man  about  one-half  but  attributed  it  to  vasoconstric- 
tion which  caused  a  discharge  of  tissue  juices  into  the  blood. 

Cannon  and  Gray*'  discredit  the  theories  of  both  Vosburgh  and 
Richards  and  of  Von  den  Velden  and  conclude  that : 

Adrenalin  injected  in  small  doses  intravenously  (0.001  mg.  per  kilo  ) 
and  in  large  doses  subcutaneously,  will  shorten  coagulation  time  to 
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one-half  or  one-third  the  former  duration.  The  prompt  shortening 
of  the  process  after  small  doses  is  changed  after  larger  doses  (about 
0.03  mg.  per  kilo)  to  a  lengthening  and  later  a  shortening,  or  to  a 
lengthening  alone. 

The  effect  of  adrenalin  on  the  clotting  time  is  not  associated  with 
any  corresponding  effect  on  arterial  pressure. 

If  the  blood  is  confined  anterior  to  the  diaphragm,  or  if  the  intes- 
tines and  liver  are  removed,  adrenalin  in  small  doses  does  not  cause 
rapid  clotting. 

The  addition  of  small  amounts  of  adrenalin  to  drawn  blood  does 
not  hasten  clotting.  Increase  of  dextrose  in  the  blood  to  0.3  or  0.4 
per  cent  does  not  cause  the  rapid  clotting  seen  after  adrenalin  in- 
jection. 

The  explanation  is  suggested  that  adrenalin  accelerates  the  clotting 
process  by  stimulating  the  liver  and  perhaps  the  intestines  to  greater 
activity  in  discharging  some  factor  or  factors  in  coagulation. 

In  the  same  year  Cannon  and  Mendenhall,'  using  as  a  basis  for 
their  experiments  the  discovery  that  injected  adrenalin  shortened 
the  coagulation  time  of  blood,  attempted  to  increase  the  secretion  of 
the  adrenals  by  stimulating  the  splanchnic  nerves  to  produce  similar 
eft'ects  with  the  following  results : 

Stimulation  of  the  splanchnic  nerves  results  immediately  or  after 
a  brief  delay  in  shortening  the  coagulation  time  of  blood. 

Such  stimulation  usually  produced  less  marked  eff'ect  as  it  is 
repeated.  If  the  adrenal  gland  is  removed  on  one  side,  splanchnic 
stimulation  on  that  side  does  not  shorten  clotting  time :  whereas 
splanchnic  stimulation  on  the  other  side  is  still  effective.  The  faster 
clotting  is  therefore  due  to  increased  adrenal  discharge. 

Since  stimulation  of  the  nerves  supplying  the  liver  and  intestines 
does  not  hasten  clotting  and  since  increase  of  adrenalin  has  no  effect 
in  the  absence  of  the  liver  and  intestines,  the  shortened  clotting  after 
splanchnic  stimulation  is  accounted  for  by  the  action  of  adrenal  dis- 
charge on  the  liver  and  perhaps  the  intestines. 

In  a  study  on  the  eff'ects  of  pain  and  emotional  excitement  upon 
coagulation  of  the  blood,  these  investigators  conclude  that : 

Stimulation  of  aft'erent  nerves  (sciatic,  crural)  or  major  opera- 
tions under  light  anesthesia  markedly  shorten  the  coagulation  time 
of  blood.  Emotional  excitement  is  the  occasion  for  very  rapid  clot- 
ting which  becomes  slow  when  the  splanchnic  nerves  are  cut.  Pain 
and  strong  emotions  have  been  proved  to  evoke  secretion  of  the 
adrenal  gland? :  and  adrenalin  hastens  clotting.     Rapid  coagulation 
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may  be  reasonably  considered,  therefore,  as  another  instance  of 
adaptive  reaction  serviceable  to  the  organism  in  the  injury  which 
may  accompany  pain  or  which  may  follow  the  struggle  that  fear 
or  rage  may  occasion. 

Before  concluding  this  part  of  my  paper,  I  wish  to  call  your  at- 
tention to  some  recent  investigations  on  the  effects  of  chloroform 
and  ether  on  the  coagulation  of  the  blood.  In  July,  1915,  Menden- 
hall  published  a  report  of  his  investigations  on  this  subject  from 
which  he  draws  tlie  following  conclusions : 

Coagulation  time  is  little  altered  by  chloral  hydrate. 

Coagulation  time  is  affected  by  chloroform  as  by  chloral  hydrate. 
The  eft'ects  of  chloral  hydrate  and  chloroform  are  probably  the  re- 
sult of  disturbance  and  consequent  interaction  between  two  or  more 
organs  which  are  important  in  the  coagulation  process ;  probably 
liver,  intestines  and  adrenal  glands. 

The  evidence  is  not  sufficient  to  prove  that  a  retarding  agent  is 
produced. 

Coagulation  processes  are  hastened  by  ether  anesthesia.  The  ef- 
fect of  ether  is  exerted  wholly  through  its  action  upon  the  adrenals. 

In  December,  1015,  Alinot''  summarized  his  investigations  as  fol- 
lows : 

Antithrombin  is  rendered  inactive  by  choloroform  and  ether,  thus 
allowing  free  thrombin,  if  present  in  an  oxalated  plasma,  to  clot 
fibrinogen. 

Prothrombin  is  not  converted  to  thrombin  by  chloroform  :  chloro- 
form can  precipitate  both  fibrinogen  and  prothrombin  from  an  oxa- 
lated plasma.  Chloroform  does  not  weaken  the  action  of  a  solution 
of  pure  thrombin.     Ether  does  slightly. 

Antithrombin  could  not  be  recovered  from  chloroform  or  ether 
extracts  of  serum  or  plasma,  unheated  or  heated  to  60  degrees  C, 
and  is  not  exactly  identical  to  antitrypsin  or  to  Doyan's  antithrom- 
bin. 

In  one  chloroform  poisoned  rabbit,  the  antithrombin  of  the  blood 
was  decreased  below  normal.. 

With  the  conclusions  of  these  and  other  investigators  in  the  field 
of  physiolog}^  in  mind,  other  scientists  in  the  fields  of  bio-chemistr>' 
and  pharmacolog}%  have  been  at  work  with  the  idea  to  strengthen 
and  hasten  by  therapeutic  means  the  natural  processes  of  coagula- 
tion. I  shall  mention  a  few  of  the  better  known  products  which 
have  been  the  result  of  their  efforts. 
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Immediately  after  Oliver  and  Schaefer,  and  Czybulski  and  Szy- 
monivicz  discovered  in  1895  that  there  was  a  very  marked  rise  in 
blood  pressure  after  intravenous  injections  of  extracts  of  the  supra- 
renal glands,  Moore  demonstrated  "that  the  active  substance  was 
only  present  in  the  medullary  portion  of  the  gland  and  that  it  was 
identical  with  a  chromogenic  substance,  described  by  Vulpian  as 
early  as  1856,  possessing  striking  color  reactions — green  coloration 
with  iron  chloride  on  the  addition  of  alkalies  or  with  iodin  or  chlorin 
water  a  pink-carmine  color.  The  reaction  suggested  brenzcatechin 
and  \'on  Furth  succeeded  in  preparing  from  this  chromogen  a  sub- 
stance which  in  its  behavior  agreed  with  brenzcatechin.  Takamine 
first  prepared  the  crystallized  active  substance  in  1901  and  named  it 
adrenaline."  (Meyer  and  Gottlieb.)  To  discuss  further  so  widely 
and  well  known  a  substance  as  adrenalin  would  be  superfluous. 

In  1867,  Pelletier  separated  from  ipecacuanha  its  emetic  principle 
which  he  named  emetine.  In  1894,  Paul  and  Cownley  isolated  its 
two  crystalline  alkaloids  emetine  and  cephaeline.  The  uses  to  which 
this  drug  has  been  put  are  also  well  known.  My  personal  experi- 
ence with  emetine  in  nasopharyngeal  hemorrhage  has  been  extreme- 
ly gratifying  and  while  I  am  unable  to  say  in  what  manner  it  acts, 
I  have  come  to  look  upon  the  injection  of  one-half  grain  of  emetine 
before  operation  as  a  routine  procedure  in  my  operative  work.  I 
made  a  close  stud}'  of  my  results  when  I  first  began  to  use  emetine 
using  the  Duke's  coagulometer  in  making  my  tests.  My  results  after 
several  months'  experience  warrant  me  in  claiming  that  by  a  hypo- 
dermatic injection  of  one-half  grain  of  emetine  fifteen  minutes  before 
making  my  tests,  I  am  able  to  reduce  the  bleeding  time  by  one-third 
at  least 

Fituitrin  is  described  as  an  extract  made  from  the  infundibular 
portion  of  the  hypophysis.  In  1913,  Citelli  published  a  report  of  his 
gratifying  experiences  with  pituitrin  in  the  control  of  nasopharyn- 
geal hemorrhage  and  since  then  there  have  been  other  reports  of  a 
similar  character.  I  tried  out  pituitrin  in  the  same  manner  as  I  did 
emetine  and  obtained  practically  the  same  result,  i.  e.,  the  bleeding 
time  was  reduced  about  one-third.  I  did  not,  however,  get  as  uni- 
form results  as  I  did  with  emetine. 

Coagulen  Ciba  was  discovered  by  Professor  Kocher  of  Berne 
University  and  his  assistant,  Dr.  Anton  Fonio,  and  is  described  by 
them  as  an  extract  of  blood  platelets  containing  cytozyni  which  when 
added  to  animal  blood  combines  with  serozym  existing  in  the  blood 
and  forms  thrombin  or  fibrin  ferment.     Being  wholly  within  the 
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bounds  of  a  physiological  process,  coagulation  with  this  preparation 
is  claimed  to  be  harmless  and  non-irritating. 

Fonio  has  published  his  personal  experience  in  the  treatment 
of  TOO  cases  and  says  that  in  no  case  was  any  septic  effect  observed. 
Kausch,  after  treating  300  cases  with  coagulen  ciba  confirmed  Dr. 
Fonio's  experience,  as  also  did  Dr.  Obermueller  after  an  extensive 
use  of  it  in  rhinological  practice.  My  own  experience  with  this 
product  has  not  been  as  extensive  as  with  the  two  former  prepara- 
tions but  in  every  case  in  which  I  have  used  it,  it  has  shortened  the 
bleeding  time,  in  a  number  of  instances  having  had  an  almost  in- 
stantaneous effect. 

Thromboplastin  (tissue  juice)  is  prepared  from  the  liver  and 
brain  of  cattle.  Dr.  Hess®  published  his  preliminary  report  of  his 
experiences  with  this  tissue  juice  in  April,  lOl").  and  since  that  time, 
other  reports  have  been  made  of  its  successful  use  in  the  control 
of  hemorrhage. 

Dr.  John  T.  Cronin  of  the  New  York  Department  of  Health,  re- 
ports on  its  use  as  follows : 

"The  use  of  thromboplastin  has  been  extended  to  all  Department 
of  Health  Nose  and  Throat  Clinics.  In  a  summary  of  2,036  tonsil 
and  adenoid  operations  the  results  were  all  excellent,  in  a  large  ma- 
jority of  the  cases  there  was  no  bleeding  at  all  and  in  the  remaining 
cases  only  slight  bleeding.  There  were  no  bad  after  effects.  In  no 
ca.se  has  the  operator  or  nurse  been  obliged  to  return  to  the  clinic 
to  care  for  a  bleeder  since  the  use  of  thromboplastin  has  been  made 
a  routine  procedure." 

In  the  comparatively  few  cases  in  which  I  have  used  thrombo- 
plastin, I  have  had  uniformly  good  results. 

Coagulose,  a  product  obtained  by  precipitating  normal  blood  and 
said  to  contain  the  fibrin  ferment  necessary  for  clotting  blood  is 
reported  to  have  given  good  results  in  nasopharyngeal  hemorrhage. 
Frey  in  1898,  treated  hemorrhage  with  normal  horse  serum.  Weil 
reports  a  case  in  which  he  shortened  the  coagulation  time  from  four 
and  one-half  hours  to  forty  minutes  by  means  of  this  treatment. 

Still  other  products  have  been  offered  from  time  to  time  for  the 
control  of  hemorrhage  but  have  not  become  so  well  known  and  their 
eff'ect  has  not  been,  consequently,  so  closely  studied. 

I  have  attempted  to  show  that  recent  investigations  by  anatomists, 
physiologists  and  pharmacologists  have  a  direct  bearing  upon  the 
daily  problems  of  our  work  and  it  is  no  less  than  imperative  that 
the  results  obtained  by  these  workers  should  find  prompt  application 
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and  control  in  actual  operative  technique.  Such  course  of  action 
must  require  a  somewhat  different  attitude  to  nasophar>^ngeal  sur- 
gery from  that  usually  encountered.  As  I  have  shown,  even  the 
single  element  of  hemorrhage  presents  as  perplexing  problems  as  any 
that  may  arise  in  the  usual  procedures  of  major  surgery,  and  it  de- 
mands the  same  attitude  from  us,  workers  in  this  special  field,  as  the 
pioneer  surgeons  and  the  present  leaders  of  surgical  science  have 
shown  in  their  work. 

Such  attitude  and  with  it  success  in  the  development  of  this  im- 
portant branch  of  medical  endeavor  must  rest  upon  the  following 
factors : 

Careful  study  of  the  local  anatomical  situation  and  the  discovery 
of  facts  leading  to  the  improvement  of  general  technique  and  espe- 
cially improvements  in  the  prevention  and  treatment  of  hemor- 
rhage ; 

General  examination  of  the  patient  with  the  purpose  of  discov- 
ering any  constitutional  or  morbid  factors  leading  to  the  decrease 
in  the  clotting  index  of  the  blood ; 

The  choice  of  proper  anesthetic  and  its  proper  administration. 

The  study  of  new  substances  developed  in  the  laboratory  and  ap- 
plicable in  the  diminution  of  the  tendency  to  bleeding  and  in  check- 
ing such  hemorrhage  once  it  has  set  in, 

And,  finally,  such  cooperation  between  the  dififerent  workers  in 
these  varied  fields  as  shall  most  certainly  and  quickly  lead  to  our 
goal,  that  is,  the  proper  and  efficient  correction  of  morbid  condi- 
tions of  the  throat  and  nose,  attained  with  least  discomfort  and 
danger  to  the  patient. 
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LEFT=HANDEDNESS  AS  AN  ETIOLOGICAL  FACTOR  IN 
SPEECH  DEFECTS. 

Mrs.  May  Kirk  Scripture,  Dr.  Otto  Glogau  and  Arthur  H.  De 
Bra,  New  York  City. 

Left-handedness  has  for  centuries  been  one  of  the  pecuhar  char- 
acteristics of  humankind  that  have  led  men  to  make  conjectures  as 
to  its  "why  and  wherefore."  A  similar  cause  for  wonder  pushed 
its  way  into  our  thinking  when  it  was  discovered  that  ever  and  anon 
Nature  placed  a  man's  heart  on  the  right  side  of  his  body.  Men 
have  sought  to  find  a  relation  between  these  variations ;  they  have 
attempted  to  correlate  epilepsy  and  lef t-handedness ;  left-handedness 
and  mental  ability,  and  the  idea,  that  the  skilled  movements  of  the 
hand  are  not  entirely  unrelated  to  the  working  of  that  complex 
mechanism  of  articulate  speech,  is  not  entirely  new.  But  it  may 
seem  a  wholly  new,  a  rather  fanciful  hypothesis  that  the  training 
of  a  left-handed  person's  right  hand  should  evolve  in  him  a  defect 
of  speech.  Yet  a  consideration,  first,  of  the  anatomical  background 
of  the  speech  mechanism,  and  then  of  the  neural  representation  of 
the  fine  adjustments  of  the  right  fore-arm  will,  we  think,  show  a 
relatedness  of  kind  and  intimacy  of  association  wdiich  makes  easy 
of  acceptance  the  fact  we  have  observed,  that  a  forced  disturbance 
in  one  of  these  functions  is  apt  to  make  itself  evident  in  the  other. 

The  founder  of  the  doctrine  of  phrenology  is  Gall.  His  attempt 
to  materialize  and  localize  psychic  processes  was  declared  by  the 
Paris  Academy  of  Sciences  to  be  erroneous.  Gall's  deductions  that 
the  convolutions  of  the  hemispheres  of  the  great  brain  ought  to  be 
recognized  as  the  parts  where  the  instincts,  feelings,  thoughts,  tal- 
ents, the  affective  qualities  and  the  moral  and  intellectual  forces  are 
exercised,  were  quite  sound ;  but,  unfortunately,  his  imagination  led 
him  into  speculation  of  hypotheses  unsupported  by  facts.  After 
great  controversies  his  theories  were  soon  forgotten. 

In  1825,  for  the  first  time  in  the  history  of  medicine,  Bouillaud 
attempted  to  determine  a  localization  within  the  brain  for  the  center 
of  speech.  His  "principle  legislateur  de  la  parole"  (the  localization 
of  speech),  was  however  not  acknowledged  by  his  contemporaries^ 
although  he  based  his  theories  on  cases  in  which  speech  had  been 
aflfected  during  life  and  in  which  after  death  the  frontal  lobes  were 
found  to  be  injured.  In  1836.  ]\Iarc  Dax,  a  French  physician,  re- 
ported before  a  meeting  of  physicians  at  Montpelier,  the  results  of 
his  investigations  in  eighteen  hundred  cases  of  hemiplegia  of  the 
right  half  of  the  body  with  accompanying  disturbances  of  speech. 
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This  observation  led  to  the  estabhshment  of  a  most  important  fact 
in  connection  with  speech,  namely,  that  right-handed  people  use  the 
left  hemisphere  of  the  brain  in  speech. 

In  1861,  Broca  revolutionized  our  conceptions  of  the  function  of 
speech  by  localizing  it  v^ithin  the  third  and  second  convolution  of 
the  frontal  lobe.  Ever  since  that  time  this  region  has  been  called 
"Broca's  speech  center."  Broca,  in  1862,  explained  the  localization 
of  the  speech  center  in  the  left  hemisphere  by  the  preponderance  of 
right-handedness  in  the  human  race.  His  theory  was,  however,  ap- 
parently contradicted  by  the  discovery  that  speech  disturbances  oc- 
curred also  in  cases  of  left-sided  hemiplegia.  Upon  closer  examina- 
tion the  interesting  fact  was  revealed  that  these  cases  of  left-sided 
hemiplegia  with  speech  disturbances  were  left-handed  people.  Post- 
mortem examination  of  such  cases  as  published,  for  instance,  by  Pyr 
Smith,  Hughlings  Jackson,  and  John  Ogle,  showed  that  the  lesion 
was  within  the  third  and  second  convolution  of  the  right  frontal  lobe. 
Broca  brought  these  newly  discovered  facts  into  accord  with  his 
theory  by  explaining  that  in  the  left-handed  person  the  speech  center 
is  located  in  the  right  hemisphere.  The  preponderance  of  right- 
handedness  in  the  human  race  was  evidently  in  accordance  with  the 
presumption  of  the  localization  of  the  speech  center  within  the  left 
hemisphere.  But  direct  evidence  was  not  at  hand  until  1870,  when 
Fritsch  and  Hitzig  began  their  experiments  of  stimulating  the  cere- 
bral cortex  with  an  electrical  current  and  showed  conclusively  that 
stimulation  of  one  cerebrum  produced  coordinated  movements  in 
the  opposite  side  of  the  body. 

In  1874,  Wernicke  published  his  work  which  distinguished  a  sen- 
sory speech  center  in  the  temporal  lobe  of  the  left  hemisphere  at 
the  same  time  accepting  Broca's  center  as  the  correct  location  of 
the  motor  speech  functions.  In  the  recent  work  of  P.  Marie-  the 
position  is  taken  that  in  all  speech  disorders  the  actual  injuries  al- 
ways extend  beyond  the  limits  of  Broca's  speech  center,  and  that  the 
assignment  of  special  speech  functions  to  this  area  is  entirely  un- 
justified. We  have  the  further  confusing  evidence  of  a  case  re- 
ported by  Lewandowsky,^  of  a  thoroughly  right-handed  person  who, 
at  autopsy,  was  found  to  have  a  tumor  in  the  right  centrum  ovale, 
and  still  presented  an  aphasia  and  a  right-sided  apraxia.  Professor 
Ernest  Jones,  who  refers  to  the  case,  remarks :  "From  this  careful 
description  it  would  seem  that  in  the  future  the  possibility  must  be 
accepted  of  the  speech  and  purposeful  movements  being  localized  in 
the  right  hemisphere  even  although  the  person  is  right-handed." 

While  the  problem  of  the  localization  of  cerebral  function  is  still 
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comparatively  young  and  as  yet  unsettled,  much  progress  has  been 
made.  The  situation  is  well  stated  by  a  recent  author:*  "There 
seems,  therefore,  on  the  whole,  to  be  good  ground  for  retaining 
Broca's  speech  center,  while  relieving  it  of  part  of  its  supposed 
duties.  It  is  probable  that  the  rearmost  part  of  the  third  frontal 
gyre  (Wernicke's  area),  in  the  left  hemisphere,  is  intimately  con- 
nected with  the  adjoining  part  of  the  precentral  gyre,  from  which 
issues  the  motor  pathway  to  the  muscles  of  speech.  Also,  there  is. 
good  evidence  that  the  Broca  region  is  the  most  vulnerable  part  of 
the  cortex,  as  regards  the  motor  coordination  of  speech.  A  writing 
center  in  the  second  frontal  gyre,  in  close  proximity  to  the  motor 
area  for  the  hand,  has  been  asserted  as  the  teaching  of  a  few  strik- 
ingly positive  cases ;  but  the  negative  and  mixed  cases  have  suf- 
ficient weight  to  prevent  a  general  acceptance  of  this  localization. 
Indeed,  the  entire  cerebrum  would  seem  to  be,  of  necessity,  in- 
volved in  man's  linguistic  attainments  and  uses." 

The  localization  of  the  speech  centers,  then,  seems  to  be  well  es- 
tablished ;  their  situation  in  the  cerebral  hemisphere  corresponding 
to  the  most  developed  side  of  the  body  seems  to  be  the  rare  excep- 
tion; and  the  proximity  of  the  speech  center  to  the  area  of  motor 
control  of  the  arm,  together  with  the  cases  where  disorders  have  ap- 
peared in  these  functions  simultaneously,  lends  itself,  on  the  anatom- 
ical side,  to  the  hypothesis  that  there  is  an  intimate  connection  be- 
tween the  localized  areas  for  speech  and  the  highly  refined  motor 
coordinations  of  the  right  arm. 

As  regards  the  fact  that  the  left  hemisphere  is  the  seat  of  direction 
for  the  majority  of  these  skilled  movements,  there  is  little  infor- 
mation of  an  etiological  character.  We  may  distinguish  between  the 
general  lines  of  evidence  as  they  attempt  to  explain  the  phenomenon 
from  an  evolutionar}-  or  functional  point  of  view  or  as  they  seek 
for  some  more  direct  explanation  in  the  anatomical  structure  of  the 
human  being.  The  phenomenon  in  itself  is  an  interesting  one.  As 
E.  T.  Brewster^  has  expressed  it :  "Dexterity  then,  on  either  side  of 
the  body,  is  a  universal  and  peculiar  human  qualit\%  as  character- 
istic of  our  species  as  laughter,  speech,  reason,  the  ability  to  use  tools 
or  to  walk  on  the  hind-legs.  In  fact,  considering  that  parrots  and 
jackdaws  talk,  that  bears  and  apes  walk  erect,  while  if  horses  do 
not  laugh,  dogs  do  sometimes  smile,  and  that  it  is  about  equally 
difficult  to  prove  that  some  animals  do  not  reason  as  that  some 
men  do,  one  might  even  go  so  far  as  to  say  that  this  universal  and 
peculiar  uneven-handedness  is  the  only  certain  test  of  humanit}'." 
And  while  it  is  quite  remarkable  that  one  cerebral  hemisphere  should 
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have  been  called  upon  to  preside  over  the  movements  of  speech  and 
over  those  of  the  skillful  right  hand  we  may  be  assured  that  this 
arrangement  did  not  happen  by  chance  and  we  may  inquire  what  ad- 
vantage tempted  evolution  to  produce  such  an  arrangement. 

On  the  one  hand  we  have  such  explanations  as  the  following: 
"Seeing  that  there  is  no  apparent  anatomical  reason  why  man,  even 
primitive  man,  has  chosen  the  right  hand  as  the  instrument  of  the 
mind,  we  may  ask  if  it  is  an  acquired  useful  habit  to  which  anatomi- 
cal conditions  may  have  contributed  as  a  coefficient.  Primitive  man 
depended  largely  upon  gesture  language,  and  the  placing  of  the  hand 
over  the  heart  is  universally  understood  to  signify  love  and  fidelity. 
Primitive  man  also  protected  himself  from  the  weapons  of  his  ene- 
mies by  holding  the  shield  in  the  left  hand,  thus  covering  the  heart 
and  leaving  the  right  hand  free  to  wield  the  spear.  In  the  long 
procession  of  ages  evolution  has  determined  the  right-hand  special- 
ization as  being  more  advantageous  to  the  progress  of  mankind  than 
ambidexterity.  Right-handedness  is  an  inherited  characteristic  in  the 
same  sense  as  the  power  of  speech."*' 

Similarly  Kussmaul  assumes,  that  although  there  are  innervation 
centers  for  all  manual  acts  in  both  hemispheres,  those  in  the  left 
hemisphere  are  more  developed  because  right-handed  persons  have 
always  used  these  centers. 

So  Gaupp  considers  right-handedness  a  specific  characteristic  of 
the  human  race ;  he  believes  that  the  asymmetry  of  the  human  body 
shows  itself  not  only  in  right-handedness,  but  also  in  other  parts  of 
the  body.  He  points  out  that  this  asymmetry  is  not  a  disadvantage ; 
but  is,  on  the  contrary,  in  most  intimate  connection  with  the  ad- 
vantages we  enjoy.  He  says,  "perhaps  symmetry  was  the  sacrifice 
Nature  had  to  make  to  bestow  upon  the  human  race,  other,  richer 
assets." 

M.  Meyer  makes  a  similar  observation.  He  explains  the  apparent 
physiological  discrepancy  of  right-handedness  by  the  evolution  of 
the  human  race.  Animals  are  ambidextrous  in  contradistinction  to 
mankind,  and  human  culture  has  brought  about  this  one-handedness. 

As  opposed  to  these  theories,  there  have  been  several  explanations 
set  forth  based  on  peculiarity  of  anatomical  structure.  According 
to  Broca'  the  left  hemisphere  of  the  brain  is  usually  developed  earlier 
than  the  right  and  thus  the  right  extremities  are  involuntarily  pre- 
ferred for  muscular  activities. 

William  Ogle  lays  stress  upon  the  following  organic  features 
in  explaining"  the  prevalence  of  right-handedness :  From  an  exami- 
nation of  a  number  of  brains  he  points  out  greater  weight  and  great- 
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er  specific  gravity  for  the  left  hemisphere ;  that  the  left  hemisphere 
is  richer  in  convolutions  and  is  sooner  developed  in  the  foetus  than 
the  right  one,  and  finally  it  is  more  richly  supplied  with  blood,  the 
"carotis  communis''  of  the  left  side  being  usually  larger  than  the 
right  one.  But  Dr.  Cunningham*  shows  good  experimental  evidence 
to  disprove  greater  blood  supply  to  the  left  cerebral  hemisphere  and 
states  that  Braune  in  an  examination  of  ninety-two  brains  found 
that  in  fifty-two  the  right  hemisphere  was  heavier ;  and  having  cited 
evidence  unfavorable  to  the  theor}-  of  greater  richness  and  com- 
plexity of  convolutions  in  the  left  cerebral  hemisphere,  and  against 
an  earlier  development  of  it  he  turns  to  a  restatement  of  the  theory 
set  forth  by  Buchanan''  in  1862.  The  explanation  is  based  upon  the 
mechanical  advantage  of  the  right  side.  Owing  to  the  superiority 
of  the  right  lung  as  a  more  stable  support  for  the  right  upper  limb, 
together  with  the  fact  that  the  content  of  the  abdominal  cavity  is 
heavier  by  about  fifteen  ounces,  on  the  right  side,  thus  displacing  the 
center  of  gravity  to  the  right  of  the  mesial  plane,  there  is,  he  says, 
a  considerable  mechanical  advantage  for  the  right  limbs  more  than 
for  the  left. 

The  latest  and  perhaps  the  most  interesting  explanation  of  left- 
handedness  based  on  a  structural  peculiarity  is  that  set  forth  by 
Stevens  and  Ducasse.^^  The  conclusions  arrived  at  are  substanti- 
ated by  considerable  data  of  an  experimental  nature  obtained  from 
a  study  of  peripheral  vision.  They  are  as  follows :  "By  reason  of 
the  fact  of  a  marked  difiference  in  the  space  sense  of  the  two  halves 
of  the  retina,  those  objects  in  the  right  half  of  the  field  of  vision, 
by  appearing  larger,  attract  the  visual  attention  which  in  turn  leads 
to  grasping  movements  of  the  right  hand.  The  hand  thus  favored 
by  earliest  experience  acquires  a  special  skill  which  causes  it  to  be 
used  in  all  manual  acts  requiring  the  greatest  precision.  This  over- 
estimation  occurs  in  the  left  half  of  the  retina  in  both  eyes  and  is 
due  to  some  anatomical  peculiarity^  which  this  half  of  the  retina  ac- 
quires by  virtue  of  its  connection  with  the  left  hemisphere  of  the 
brain."  We  see  no  a  priori  reason  why  this  peculiarity  of  the  retina 
should  not  be  treated  as  an  explanation  of  the  greater  development 
of  the  left  hemisphcFe  just  as  the  greater  use  of  the  right  hand  has 
been  used  to  explain  it.  We  would  like  to  suggest,  however,  that 
the  theor}^  would  become  more  conclusive  if  it  were  found  that  this 
peculiarity  were  reversed  in  left-handed  persons. 

So  much  for  the  etiology  of  left-handedness.  It  has  been  thought 
to  be  a  habit,  a  result  of  training,  and  when  one  reflects  on  the  fact- 
that  the  child  is  usuallv  ambidextral  until  the  thirteenth  month/^  the 
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theory  carries  some  plausibility.  Prof.  Meyer^-  thinks,  and  ap- 
parently not  without  good  reason,  that  the  infant  is  usually  left- 
handed.  However,  this  last  question  may  be  settled  the  evidence  is 
too  great  against  the  proposition  that  the  child  becomes  right-handed 
as  a  result  of  education.  For  on  the  other  hand  it  has  been  shown 
that  left-handedness  and  consequently  right-handedness  is  an  in- 
herited character  and  on  the  other  that  right-handedness  appears 
among  savages  where  civilization  and  custom  have  not  been  dicta- 
tors, where  Nature  has  been  the  only  instructor.  This  preponder- 
ance of  right-handedness  is  not  new,  it  seems  to  have  been  the  con- 
dition quite  as  far  back  as  the  history  of  man  takes  us.  On  this 
last  point  after  reviewing  the  work  of  numerous  eminent  anthro- 
pologists we  have  searched  this  characteristic  out  of  the  dim  past, 
from  the  engravings  of  prehistoric  man,  from  the  fashion  of  his 
weapons,  and  from  the  remnants  of  his  skeleton,  Dr.  Cunningham 
remarks :  "It  is  easy  to  prove  that  this  characteristic  is  one  of  vast 
antiquity.  Of  this  there  is  the  clearest  evidence  not  only  in  histori- 
cal records  and  pictorial  representations  but  also  in  ancient  myth- 
olog}'  and  in  the  structure  of  all  languages.  So  far  back  then  as 
history  takes  us  right-handedness  w^ould  appear  to  have  been  a  com- 
mon birthright  of  mankind." 

These  two  general"  lines  of  evidence  we  must  insist  upon  as  estab- 
lished, namely,  that  the  unisidedness  of  man  is  more  than  a  habit, 
and  that  there  is  some  basis  in  the  anatomical  structure  of  the  brain 
to  account  for,  at  least  make  possible,  an  intimate  connection  be- 
tween the  skilled  movements  of  speech  and  those  of  the  dextral 
hand.  Whether  we  accept  any  of  the  theories  of  righthandedness 
that  have  been  set  forth  or  whether  we  leave  this  secret  of  man's 
unisided  way  among  the  mysteries  yet  before  science  to  solve,  we 
must  recognize  in  the  human  preference  for  the  right  hand  the  same 
sort  of  structural  basis  as  we  have  accepted  for  his  capacity  of 
speech.  It  may  well  be  that  in  one  case  as  in  the  other  it  takes 
education  to  bring  this  latent  capacity  to  fruition  but  the  evidence 
is  quite  as  good  for  right-handedness  as  for  speech  that  every  nor- 
mal child  is  born  with  the  quality  fixed  in  the  complexity  of  his 
brain  and  nervous  mechanism.  Just  how  close  the  association  is 
between  these  two  complicated  functions,  it  is  evident  that  we  do 
not  know.  We  do  know,  however,  that  the  seat  of  control  of  both 
is  located  in  the  same  hemisphere :  we  know  too  that  the  area 
which  controls  the  movements  of  the  hand  in  writing  is  in  close  prox- 
imity to  that  which  regulates  the  movements  of  speech.  On  the  func- 
tional side  we  are  aware  of  the  fact  that  there  are  those  among  us 


SCRIPTURE,  GLOGAU  AND  DE  BRA  :     SPEECH  DEFECTS.  163 

who  seem  to  express  themselves  more  adequately  with  their  hands 
than  with  their  speech  organs,  and  ^Nliss  A.  Wyczoikowska^"  cites 
some  experimental  evidence  to  show  a  direct  connection  between  tlie 
movements  of  the  thumb  and  forefinger  and  those  of  the  tongue.  We 
shall  proceed,  then,  on  the  assumption  that  when  we  attempt  to  show 
that  forcing  the  left  hand  to  give  up  its  natural  fimctions  may  pro- 
duce a  defect  in  the  mechanism  of  speech,  we  are  not  dealing  with 
some  mystical  relation  outside  the  casual  sequence. 

That  many  left-handed  children  are  sufferers  from  speech  defects 
is  well  known,  and  it  has  usually  been  supposed  that  the  defect  was  a 
necessary  consequence  or  accompaniment  of  the  variation.  Sta- 
tistics about  speech  defects  of  the  left-handed  were  gathered  by 
Bolk  and  Lueddekens  ;^*  the  latter  found  an  anomaly  of  speech  in 
24  per  cent  of  the  left-handed  children  of  normal  mental  qualities ; 
in  those  of  mediocre,  35  per  cent,  and  in  those  of  lower  mental 
qualities,  44  per  cent.  In  fact,  in  almost  one-half  of  the  left-handed 
children  he  found  anomalies  of  speech. 

The  fact  that  among  our  manifold  cases  of  speech  defect,  left- 
handedness  was  met  with  quite  frequently,  induced  us  to  undertake 
the  problem  of  finding  out  whether  or  not  left-handedness  may  be 
considered  an  etiological  factor  in  speech  defects.  During  the  last 
few  months  we  have  carefully  looked  into  the  histories  of  the  stut- 
terers and  stammerers  of  the  neurological  department  of  the  \'an- 
derbilt  Clinic,  in  order  to  find  out  whether  they  were,  or  had  been, 
left-handed. 

To  such  patients  of  the  clinic  as  could  not  be  interviewed  per- 
sonally, double  postcards  were  sent  with  the  request  that  the  fol- 
lowing three  questions  be  answered:  (1)  Are  you  left-handed?  (2) 
If  not,  were  you  left-handed  before  you  became  right-handed?  (3) 
Are  or  were  any  members  of  your  family  left-handed?  If  so,  do 
or  did  they  have  any  speech  defect? 

There  were  many  interesting  replies  to  our  three  questions,  but 
space  forbids  mentioning  more  than  two.  One  says,  in  answer  to 
the  first  question :  "While  not  wholly  left-handed  I  have  some  of 
its  peculiarities.  In  baseball,  while  I  bat  the  ball  from  right  to 
left,  yet  I  hold  the  bat  cross-handed,  that  is,  to  bat  the  ball  from 
left  to  right,  ^^''hen  toeing  the  mark  for  running  I  advance  my 
left  foot  first.  I  always  put  my  left  shoe  on  first.  My  left  eye  is 
stronger  than  my  right."  Another  says,  in  answer  to  the  same 
question :  "Yes,  that  is  for  some  things,  ambidextrous  as  a  result  of 
forced  training."  In  answer  to  the  second  question  the  same  patient 
replies :  "No,  but  always  left-handed  in  dealing  cards."     In  reply 
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to   the  third  question  this  patient   answers:   "My   maternal   great- 
grandmother  was  left-handed." 

Our  investigation  of  500  cases  of  speech  defect  shows  that  25 
per  cent  are  or  were  either  left-handed  themselves,  or  some  member 
of  their  family  shows  this  interesting  feature.  Seventeen  and  one- 
half  per  cent  remained  left-handed  or  returned  to  the  left-handed- 
ness  notwithstanding  the  endeavor  of  both  parents  and  teachers  to 
make  them  right-handed.  Eight  per  cent  were  left-handed  before 
they  became  right-handed  and  of  these  1.5  per  cent  are  ambidextral. 
Left-handed  heredity  was  met  with  in  24  per  cent.  Some  more 
recent  work  has  convinced  us  that  these  figures  are  conservative. 
The  special  speech  defect  in  92  per  cent  of  the  cases  quoted  is  stut- 
tering, w^hile  the  other  S  per  cent  are  lispers. 

The  prevalence  of  lef  t-handedness  among  persons  otherwdse  normal 
Dr.  Ernst^^  found  to  be  3.7  per  cent  among  boys  and  4.8  per  cent 
among  girls.  Of  2,000  subjects  tested  by  Dr.  Ogle,^*'  85  or  4.5  per 
cent  were  found  to  be  left-handed ;  of  the  85,  twelve  had  a  left- 
handed  parent;  and  of  57  there  were  27  who  knew  of  a  left-handed 
relative.  He  also  found  left-handedness  to  be  twice  as  common 
among  men  as  among  women.  Hyrtle^'  estimates  the  amount  of 
left-handedness  at  2  per  cent;  Brinton,^'*  2  to  4  per  cent;  Hasse 
and  Dehner  examined  5,141  individuals  and  found  only  1  per  cent 
of  left-handedness. 

We  are  not  unaware  of  the  criticism  which  may  be  suggested  to 
discredit  any  inference  drawn  from  the  relatively  high  per  cent  of 
left-handedness  found  among  persons  suffering  from  speech  defects. 
That  is,  it  may  be  suggested,  that  left-handedness  may  be  correlated 
in  general  with  neurotic  tendencies  wdiich  in  turn  may  be  a  favor- 
able soil  for  the  development  of  speech  defects.  Indeed,  Vallin^'' 
has  shown  left-handedness  to  be  more  prevalent  among  epileptics 
than  among  normal  subjects.  Smedley""  states  that  dull  pupils  are 
more  nearly  ambidextral  than  average,  and  average  pupils  more 
than  bright  pupils.  H.  E.  Jordan-^  places  the  per  cent  of  left- 
handedness  for  normal  persons  at  2  per  cent ;  among  lunatics,  at  5 
to  8  per  cent ;  among  criminals  at  22  per  cent ;  he  also  states  that 
sinistry  is  more  prevalent  in  the  lower  strata  of  society,  that  it  is 
more  often  met  with  among  savages  than  negroes,  and  more  often 
among  negroes  than  whites.  Though  all  statistics  do  not  agree  with 
the  tendency  here  shown  to  find  a  positive  correlation  between  left- 
handedness  and  a  rather  lower  mentality  than  normal,  as  for  in- 
stance the  work  of  Rolton.  we  rather  agree  with  the  first  criticism 
suggested  but  are  strongly  inclined  to  think  that  the  average  men- 
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tality  of  the  subjects  with  whom  we  are  working  is,  except  as 
might  be  accounted  for  directly  by  the  handicap  in  speech,  as  high 
as  that  of  the  average  school  child. 

But  as  a  matter  of  fact  the  large  percentage  of  left-handedness 
we  have  noted  among  persons  having  speech  defects  does  not  be- 
come strikingly  significant  until  one  considers  the  number  of  cases 
in  which  this  sinistry  has  refused  to  succumb  to  the  coercion  of 
training.  \\'e  have  no  statistics  to  ofTer  as  regards  the  prevalence 
of  such  cases,  nor  of  ambidextrality  or  bidextrality  among  our  sub- 
jects, as  yet.  We  feel  that  a  superficial  investigation  will  not  re- 
veal the  facts  and  in  this  case  that  the  method  of  the  questionaire 
is  superficial  for  we  have  found  that  often  our  patients  have  been 
unconscious  of  the  fact  that  they  are  wont  to  use  both  hands,  that 
they  are  bidextral.  As  we  have  already  stated,  it  is  the  exception 
that  the  left-handed  person  is  not  forced,  either  by  custom  or  direct 
supenasion,  to  use  his  right  hand  for  movements  that  he  would 
naturally  make  with  his  left  hand.  In  many  instances  we  have 
found  direct  evidence,  both  among  those  in  whom  the  training  of 
the  right  hand  has  been  permanent  and  among  those  who  have  re- 
turned to  the  use  of  the  left  hand,  that  they  were  naturally  left- 
handed.  We  are  inclined  to  think  that  in  many  cases  the  training 
was  begun  so  early  as  to  obscure  this  natural  tendency. 

In  order  not  to  be  obliged  to  depend  upon  such  unreliable  infor- 
mation, we  are  attempting  to  find  out  for  ourselves  whether  the 
patient  is  left-handed  or  right-handed.  Our  experiments  follow  two 
general  lines  of  inquir}*.  To  ascertain  the  hand  used  in  habitual 
movements  w^e  have  followed  the  tests  suggested  by  Ewald  Steer : 

To  detect  extreme  left-handedness:  Eating  soup,  removing 
the  stopper  from  a  bottle,  turning  a  coffee  grinder,  writing. 

To  detect  a  moderate  degree  of  left-handedness:  (a)  Involuntary 
or  little  observed  movements  of  the  hand,  gesticulation  in  speaking ; 
reaching  out  for  objects :  dealing  cards. 

(b)  \'oluntary,  simple  manual  activities ;  throwing  a  stone  or  ball ; 
shuffling  cards ;  using  a  whip. 

(c)  Complicated,  finer  activities :  threading  a  needle ;  peeling  po- 
tatoes or  apples ;  cutting  bread.  ' 

To  determine  the  natural  efficiency  of  either  hand  we  have  used 
three  tests,  of  common  use  in  the  psychological  laboratory,  but  new 
to  our  subjects  involving  movements  more  or  less  unfamiliar. 
The  tapping  test  is  described  in  Whipple's  manual,  part  I,  page  130. 
A  plate  of  brass  four  inches  square  is  placed  on  the  table  before  the 
subject.     He  is  given  a  tapping  stylus  and  is  seated  before  the  table 


166  SCRIPTURE,   GLOGAU  AND  DE  BRA  :     SPEECH   DEFECTS. 

in  a  writing  position  so  that  his  forearm  rests  upon  the  table.  The 
only  instructions  given  were  that  the  subject  should  think  of  nothing 
else  and  tap  the  brass  plate  as  rapidly  as  possible  from  the  signal 
"start"  until  the  signal  "stop."  The  stylus  is  connected  by  a  flexible 
wire  with  an  electrical  counter,  which  is,  in  turn  in  circuit  with  dry 
batteries  and  the  brass  plate.  The  only  other  requisite  for  the  test 
is  a  stop  watch.  The  time  given  in  each  case  was  thirty  seconds. 
Another  test  was  made  like  the  first  in  all  respects  except  that  for 
the  brass  plate  was  substituted  a  triangular  board  inclined  45°  from 
the  surface  of  the  table.  In  each  corner  of  the  board  is  a  hole 
.5  cm.  in  diameter,  each  hole  being  8  cm.  distant  from  the  others. 
The  subject  was  instructed  to  touch  the  bottom  of  the  hole  with 
the  point  of  the  stylus ;  the  type  of  movement  and  direction  of 
procedure  was  left  to  him.  Three  tests  were  made  for  each  hand 
beginning  with  the  right  and  thereafter  alternating.  In  the  fol- 
lowing table  the  average  for  the  three  trials  with  each  hand  is 
given.  The  third  test  was  the  familiar  measurement  of  the  strength 
of  grip  by  the  dynamometer.  We  do  not  think  that  the  absolute 
records  here  given  are  comparable  with  those  where  the  Smedley 
instrument  has  been  used  for  our  dynamometer  was  of  the  simple 
oval  type  and  non-adjustable.  The  index  of  dextrality,  that  is, 
the  superiority  of  one  hand  over  the  other,  is,  however,  directly 
comparable  with  other  results.  The  subjects  were  picked  at  random 
from  the  clinic.  There  happened  to  be  in  the  group  one  left-handed 
girl  and  three  boys  who  considered  themselves  ambidextral.  The 
small  number  of  subjects,  sixteen,  tends  to  make  the  results  in- 
conclusive ;  we  publish  them  as  they  tend  to  be  expressive  of  the 
progress  of  the  work  so  far  as  it  has  gone.  Three  tests  were  made 
with  the  dynamometer  for  each  hand :  only  the  best  record  is  given. 
Of  the  sixteen  subjects,  fourteen  were  stutterers  and  two  were 
lispers : 

In  the  table  I  stands  for  index  of  dextrality,  obtained  dividing 
the  record  of  the  left  hand  by  that  of  the  right. 

The  results  here  hardly  warrant  any  interpretation.  Attention 
may,  however,  be  called  to  the  fact  that  nine  of  the  sixteen  sub- 
jects did  better  in  the  dynamometer  test.  The  only  subject  who 
excelled  with  the  left  hand  in  the  three  hole  tapping  test  was  the 
avowed  left-handed  person.  In  the  tapping  test  only  two  did  better 
with  the  left  hand,  and  both  of  these  stated  that  they  were  right- 
handed  in  all  respects.  Why  the  tendency  to  left-handedness  should 
appear  in  the  measurement  of  the  strength  of  grip  and  not  notice- 
ably in  the  tapping  test  is  rather  obscure.  If  the  results  of  our 
further  investigations  should  confirm  the  tendencies  here  indicated. 
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we  might  infer  that  the  greater  success  in  the  tapping  tests  with 
the  right  hand  was  due  to  training,  while  the  records  of  the  dyna- 
mometer more  nearly  express  the  natural  undeveloped  capacity.  As 
regards  the  index  of  dextrality  with  the  dynamometer,  Whipple 
places  it  between  91  and  96  per  cent;  Smedley,  from  83  at  the  age 
of  nine,  to  .89  at  the  age  of  eighteen ;  W'allin,  for  epileptics  at  1.5 
per  cent. 
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The  evidence  that  training  the  right  hand  of  the  left-handed  child 
produces  a  speech  defect  must  be  more  or  less  inconclusive  for 
there  will  always  be  an  abundance  of  negative  cases.  But  the  fact 
is  before  us  that  many  times  the  speech  defect  appears  simultan- 
eously with  the  correction  of  the  left  hand  at  a  time  when  the  child's 
speech  has  become  well  established  and  there  is  some  evidence  to 
show  that  the  defect  disappears  with  the  return  to  the  use  of  the 
left  hand.  Dr.  Whipple--  calls  attention  to  three  cases  where  the 
casual  relation  seems  well  enough  established.  He  says :  "My  atten- 
tion has  been  called  to  a  case  of  left-handedness  in  a  boy  about 
eight  years  old  and  in  the  third  grade.  His  teacher  tried  to  compel 
him  to  use  his  right  hand  in  various  school  exercises,  with  the  re- 
sult, apparently,  that  a  speech  defect  nearly  equivalent  to  stam- 
mering, appeared."  He  cites  another  case  of  a  little  girl  whose 
development  seemed  normal  until  about  a  year  and  a  half  old,  when 
an  attempt  to  convert  her  left-handedness  resulted  in  her  ceasing 
to  talk.  Wlien  given  liberty  to  use  her  left  hand  again  freely  she 
began  to  talk.  The  third  case  concerns  a  young  man  of  twenty, 
afflicted  with  word-blindness  and  stuttering,  who  was  cured  by  re- 
versing the  "hand." 
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When  we  began  our  study  of  these  cases  we  were  unaware  that 
anyone  else  had  noticed  a  relation  between  these  two  conditions. 
Among  the  left-handed  patients  who  had  come  to  us  for  training 
we  found  a  number  whose  speech  defect  appeared  at  about  the 
same  time  that  they  were  forced  to  change  the  dextral  hand.  This 
led  us  to  inquire  further  and  though  oftentimes  it  has  been  very 
difficult  to  ascertain  at  just  what  time  the  speech  anomaly  made  its 
appearance  or  just  when  the  education  of  the  right  hand  began,  we 
have  been  able  to  find  some  twenty  cases  which  seem  to  us  clearly 
indicative  of  the  interaction  of  these  two  motor  coordinations.  Four 
of  these  cases  are  represented  in  the  tests.  The  evidence  is  not  so 
clear  as  in  the  cases  cited  by  \\'hipple,  for  while  the  speech  difliculty 
seems  to  have  occurred  as  a  result  of  the  forced  training  of  the 
right  hand,  we  have  not  found  that  where  a  return  to  the  use  of 
the  left  has  occurred  that  the  difficulty  disappeared.  The  evidence 
we  have  gathered  was  obtained  from  the  persons  or  from  their 
parents.  \\'e  quote  the  following,  a  voluntary  retrospection  of  S. 
H.  as  he  was  doing  the  tests,  as  typical  of  the  information  we  ob- 
tained :  "When  I  was  six  or  seven  years  old  I  began  to*  stutter 
when  talking  to  my  teacher.  She  made  me  use  my  right  hand  and 
hit  my  left  one  every  time  she  saw  me  use  it.  But  ever\^  time  she 
turned  her  back  I  used  my  left  again  and  so  now  I  write  with  mv 
right  hand  and  every  little  movement  I  make  with  mv  right,  but  I 
pitch  ball  with  my  left."  We  have  as  yet  no  clear  evidence  that  a 
return  to  the  use  of  the  left  hand  will  alleviate  the  difficulty  of 
speech,  but  our  study  in  this  direction  has  not  gone  far  enough  to 
produce  results. 

In  view  of  the  multiplicity  of  situations  which  result  in  anoma- 
lies of  speech  and  because  it  is  so  difficult  to  make  a  clear  case  for 
the  etiological  factor  of  left-handedness  even  with  those  patients 
where  the  evidence  seems  most  convincing,  we  wish  the  follow- 
ing conclusions  to  be  considered  tentative.  We  hope,  however,  that 
the  present  data  will  recommend  itself  sufficiently  to  speech  educa- 
tors to  merit  consideration  in  the  therapy  of  their  cases. 

1.  The  human  race  is  peculiarly  unisided.  Corresponding  to 
this  vmisidedness  we  have  the  development  of  only  one  speech  center 
which  is  almost  universally  located  in  the  hemisphere  which  controls 
the  dextral  hand.  The  association  between  the  centers  which  con- 
trol the  movements  of  speech  and  those  of  the  preferred  hand  is 
very 'intimate. 

2.  Left-handedness  is  not  a  habit  but  is  due  to  some  structural 
peculiaritv  of  the  cerebral  hemispheres.     Whatever  the  nature  of 
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this  peculiarity  it  is  responsible  alike  for  the  preference  of  one  hand 
and  for  the  location  of  the  active  speech  center  in  one  hemisphere. 

3.  Among  left-handed  persons,  speech  defects  very  often  appear 
at  a  time  when  they  are  forced  to  change  their  natural  left-hand- 
edness  into  artilicial  right-handedness.  Some  evidence  is  to  be  had 
showing  that  the  defect  disappears  when  a  return  is  made  to  the 
use  of  the  naturally  dextral  hand.  The  hypothesis  may  be  advo- 
cated that  the  task  placed  upon  the  left  hemisphere  in  such  a  re- 
education arouses  the  latent  speech  center  here  and  results  in  a  con- 
flict of  the  two  speech  centers  which  manifests  itself  in  speech  de- 
fects such  as  stuttering  and  lisping. 

4.  L,eft-handedness  should  be  encouraged  where  it  is  natural. 
Where  a  speech  defect  has  occurred  under  such  conditions,  it  is  ad- 
visable to  order  a  return  to  the  use  of  the  left  hand.  We  are  in- 
clined to  the  opinion  that  speech  anomalies  are  not  the  only  unde- 
sirable consequence  of  this  unnatural  procedure,  but  are  more  apt 
to  appear  as  using  the  right  hand  for  writing,  an  accomplishment 
closely  allied  to  speech,  is  the  most  common  and  first  connection 
to  be  made. 

\\'hen  custom  institutes  reforms  of  apparent  defects  which  pro- 
duce real  ones,  it  is  time  that  Dame  Custom  change  her  ways.  Sin- 
istr}^  should  lose  its  unlucky  connotations ;  rather  it  should  be  con- 
sidered the  unique,  the  flifferent,  the  rather  original  way,  and  as  we 
strive  to  attain  this  in  many  respects  so  left-handedness  might  better 
be  considered  boon  than  ban. 
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TUBERCULOSIS  OF  THE  LARYNX  AND  MOUTH.* 

Dr.  -W1L1.1AM  Wesley  Carter,  New  York  City. 

The  patient,  4G  years  of  age,  a  miner  by  profession,  is  from  my 
clinic  in  Governeur  Hospital.  His  family  history  sheds  no  light 
on  his  present  condition.  He  denies  specific  infection,  and  says  that 
he  was  perfectly  healthy  and  strong  up  to  two  years  ago.  In  March, 
1914,  he  became  hoarse  and  his  throat  became  badly  swollen  and 
was  so  painful  that  he  could  hardly  swallow.  He  lost  his  voice 
completely  and  his  breathing  was  so  obstructed  that  it  was  thought 
at  times  he  would  suffocate.  He  also  developed  a  severe  cough 
with  profuse  purulent  expectoration. 

At  this  time  he  consulted  a  laryngologist,  who  told  him  that 
the  appearance  of  the  larynx  suggested  tuberculosis,  syphilis  or 
cancer.  The  Wassermann  test  at  this  and  at  subsequent  periods 
was  negative.  However,  he  was  given,  without  beneficial  effect, 
a  course  of  mercury  and  the  iodides.  The  sputum  showed  the 
presence  of  tubercle  bacilli  and  the  apices  of  both  lungs  were  found 
involved. 

About  three  months  after  the  larynx  became  affected,  an  ulcer 
developed  on  the  left  buccal  mucous  membrane,  near  the  angle  of  the 
lips ;  this  rapidly  increased  in  size  and  was  very  painful.  The  whole 
left  side  of  his  face  became  so  swollen  that  his  eye  was  almost 
closed.  The  patient  was  losing  flesh  very  rapidly.  He  would  cough 
all  night  and  was  expectorating  large  quantities  of  pus. 

He  entered  a  sanitarium  in  California,  where  he  remained  for 
several  months. 

His  larynx  became  much  better  and  his  general  health  improved. 
The  ulcer  on  his  cheek,  however,  became  worse.  He  went  to 
Alaska  to  work,  but  the  ulcer  became  so  bad  that  he  had  to  return. 
He  then  came  to  New  York.  Last  November  a  specimen  of  spu- 
tum examined  at  Mt.  Sinai  Hospital  showed  tubercle  bacilli  in 
abundance.  The  larynx  at  this  time  was  in  a  quiescent  state.  The 
ulcer  on  his  cheek  was  actively  inflamed  and  the  whole  side  of 
his  face  was  enormously  swollen.  A  section  of  tissue  removed 
from  the  margin  of  this  ulcer  showed  tubercle  bacilli,  and  the  his- 
tological characteristics  of  a  tubercular  lesion. 

*Read  before  the  Section  on  Liaryngolog-y  and  Rhinology,  New  York 
Academy  of  Medicine,  April  26,  1916. 
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Since  last  Xovember,  the  mouth  lesion  has  been  treated  with 
x-rays  applied  every  two  weeks,  A  marked  improvement  as  re- 
gards the  swelling  was  noticeable  at  once,  bvit  the  ulcer  was  just  as 
large  and  painful  as  ever. 

The  larynx  shows  the  epiglottis  one-third  destroyed  and  a  thick- 
ening of  the  ventricular  bands  and  the  vocal  cords.  The  larynx  is 
practically  cured,  or  at  least,  it  is  in  a  quiescent  state. 

The  patient's  lungs  are  extensively  involved.  He  has  lost  43 
pounds  since  his  sickness  began. 

The  case  is  interesting  as  showing  a  larynx  apparently  healed  of 
tuberculosis,  and  a  very  extensive  and  active  tubercular  ulceration 
of  the  buccal  mucous  membrane. 

It  also  demonstrates  the  futility  of  the  x-ray  treatment  for  tuber- 
cular ulcerations  of  the  mucous  membrane. 

A  year  and  a  half  ago  I  showed  before  this  section  a  case  of  tu- 
berculosis of  the  nose  which  had  been  greatly  relieved,  at  least  where 
the  skin  was  affected,  by  the  local  application  of  orthochlor-phenol. 
I  shall  try  it  in  this  case.  The  condition  also  suggests  the  use  of 
tuberculin. 

69  West  Fiftieth  Street. 


Two  Cases  of  Fatal  Wounds  Involving  the  Carotid  Vessels  and 
Presenting  Unusual  Features.  H.  Lawson  Whale,  Proc. 
Royal  Soc.  ]Med.,  Laryngol.  Sec,  Jan.,  1917. 

Case  1 :  The  bullet  passed  through  both  antra  and  the  nose  and 
then  deeply  to  the  left  vertical  ramus  of  the  mandible.  On  im- 
pinging on  the  anterior  surface  of  the  left  mastoid  the  bullet  had 
turned  downwards  deeply  to  the  carotid  sheath  and  was  found  at 
autopsy  lying  exactly  in  the  bifurcation  of  the  common  carotid. 

Case  2 :  The  bullet  had  traversed  the  left  antrum  and  mastoid 
smashing  the  facial  "bridge"  with  the  rest  of  the  posterior  meatal 
wall.  There  was  never  any  indication  that  the  bullet  had  involved 
any  large  artery  but  on  autopsy  the  external  carotid  was  found 
completely  severed  at  the  point  of  its  final  division  into  the  super- 
ficial temporal  and  internal  maxillary.  This  hole  in  the  artery  was 
clean-cut  and  from  it  there  was  a  blood  track  up  to  the  post-aural 
wound.  Ed. 


CHRONIC  STENOSIS  OF  THE  LARYNX,  TRACHEOTOMY; 
DECANULATION  AFTER  A  PERIOD  OF  18  YEARS. "^^ 

Dr.  C.  J.  Imperatori,  New  York  City.. 

The  patient,  AI.  S.,  aged  20  years,  is  presented  before  the  Section 
with  the  interesting  histor\'  of  having  worn  a  tracheotomy  tube, 
continuoush-  for  IS  years.  When  7  months  old  she  became  hoarse, 
and  as  her  mother  thought  she  had  a  cold,  had  her  treated  by  sev- 
eral physicians  for  a  period  of  about  five  months. 

The  child  was  brought  to  the  Manhattan  Eye,  Ear  and  Throat 
Hospital,  where  a  diagnosis  of  multiple  papillomata  of  the  larynx 
was  made  and  unfortunately,  was  told  that  nothing  could  be  done 
at  that  time,  because  of  her  age — 13  months.  Not  being  satisfied, 
the  mother  then  began  the  rounds  of  the  hospitals,  where  she 
usually  was  given  some  type  of  cough  medicine.  The  child  con- 
tracted a  severe  cold  that  produced  marked  dyspnea,  and  made  her 
return  hurriedly  on  the  night  of  November  8,  1897,  to  the  Man- 
hattan where  a  tracheotomy  had  to  be  done  by  the  house  surgeon 
— Dr.  Grant. 

She  remained  in  the  hospital  for  about  three  weeks.  Her  age 
was  then  26  months.  About  eight  weeks  after  the  tracheotomy  she 
had  rather  a  severe  pneumonia,  that  lasted  three  weeks.  During  this 
attack  she  was  very  ill  and  the  outlook  was  bad.  However,  she 
recovered  and  remained  well  until  she  was  five  years  old,  when 
she  passed  through  an  attack  of  measles  and  whooping  cough. 

AMien  she  was  eight  her  voice  was  fairly  good  and  she  started  in 
at  school.  During  the  day  she  breathed  nicely  with  the  hole  in  the 
tube  covered.  AA'hen  night  came  and  she  would  lay  down  it  was 
always  necessary  to  have  the  opening  uncovered. 

Just  before  and  during  the  time  of  commencement  of  menstruation 
she  seemed  to  get  much  worse  for  a  period  of  some  months.  This 
passed  off  and  gradually  got  better,  so  that  she  could  wear  a  high 
collar  and  keep  the  opening  of  the  tube  closed  most  of  the  time. 

She  had  a  fairly  good  speaking-voice.  The  tube  that  she  wore 
up  to  the  time  of  decannulation,  October  5,  1915,  was  the  one  or 
a  similar  sized  one  used  at  the  original  operation  ;  that  is  a  one- 
vear  size  tube. 


*Read  before  the  New  York  Academy  of  Medicine,   Section   on   Rhinology 
and  Laryngology',  Feb.  23,  1916.     - 
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On  October  5,  1915,  having  been  referred  to  me  through  the 
courtesy  of  Dr.  J.  A.  Mulholland,  she  came  to  the  cHnic  of  Dr. 
Harmon  Smith,  at  the  Alanhattan  Eye,  Ear  and  Throat  Hospital. 
Previously,  that  is  in  the  latter  part  of  June,  1915,  a  direct  examina- 
tion of  the  larynx  was  done  and  a  small  piece  of  redundant  tissue 
from  the  left  vocal  cord  removed  and  examined  microscopically. 
The  pathological  examination  of  the  tissue  showed  that  it  was 
papilloma. 

The  examination  at  that  time  showed  a  fairly  normal  larynx 
excepting  the  left  vocal  cord,  which  showed  some  papillomatous 
material  on  the  under-surface  of  the  anterior  two-thirds. 

Under  cocain  anesthesia,  with  the  patient  in  the  suspension  laryn- 
goscope, a  mass  of  papillomatous  tissue  was  removed  from  the  left 
cord,  and  also  a  spur  of  granulation  tissue  from  the  posterior  wall 
of  the  trachea,  opposite  the  end  of  the  tracheotomy  tulie.  The  tra- 
cheotomy tube  was  replaced.  On  October  7,  having  decannulated 
her,  put  in  a  large  O'Dwyer  intubation  tube  and  in  order  that  she 
would  not  cough  it  out,  a  post  was  screwed  on  the  tube  as  suggested 
by  Schmiegelow. 

The  tube  was  kept  in  from  October  7  to  the  1.3th.  During  this 
period  there  was  some  difificulty  in  swallowing  owing  to  the  size 
of  the  head  of  the  intubation  tube.  This  might  have  been  overcome 
by  the  small-headed  tubes  of  Lynah. 

On  October  13,  extubation  was  done  and  the  tracheotomy  wound 
which  had  contracted  considerably  was  packed  tight  in  an  attempt 
to  make  the  wound  close  from  below  upward,  and  also  in  order  to 
see  whether  or  not  she  could  breathe  through  the  passages. 

On  October  26,  some  granulation  tissue  was  removed  subglottic 
by  the  direct  method,  and  she  left  the  hospital  within  the  next  few 
days. 

On  November  9,  examination  of  the  lar\-nx  shows  both  cords 
moderately  thickened — especially  the  left  anteriorly.  Anteriorly  and 
laterally  the  trachea  shows  some  granulations  around  the  trache- 
otomy wound. 

Reasons  for  presenting  the  case  before  the  Section  are  : 

First.    The  length  of  time  tube  was  worn ;  that  is,  eighteen  years. 

Second.  Reason  for  tracheotomization  being  papilloma  sufficient- 
ly large  to  cause  obstruction. 

Third.  Also,  the  fact  that  no  surgical  intervention  had  been  in- 
stituted to  remove  the  papillomata. 

Fourth.  The  partial  or  complete  rest  of  the  laiynx  for  the  period 
of  eighteen  years  did  not  retard  or  inhibit  the  growth  completely 
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as  one  would  usually  expect.  The  amount  of  papilloma  present 
when  seen  on  October  15,  was  not  sufficient  to  obstruct  the  breathing 
materially. 

Fifth.  As  there  had  been  several  attempts  made  at  different 
times  to  decannulate  the  patient  but  with  negative  results,  it  would 
seem  that  the  reason  for  the  above-noted  failures  were  mainly  due 
to  panic  on  the  part  of  the  patient.  In  this  case,  the  introduction  of 
the  intubation  tube  would  seem  to  have  acted  to  tide  her  over  so 
that  she  did  not  experience  this  panic. 

Jackson  in  his  classification  of  difficult  decannulation  cases  con- 
siders "panic"  as  a  very  important  factor  in  the  unsuccessful  removal 
of  a  tracheotomy  or  an  intubation  tube. 

IT  East  Thirty-eighth  Street. 


REPORT  OF  A  CASE  OF  SEPTIC  ARTHRITIS  FOLLOWING  A 
SUBMUCOUS  RESECTION  OF  THE  NASAL  SEPTUM.* 

Dr.  Charles  J.  Imperatori,  New  York  City. 

D.  B.  had  a  submucous  resection  performed  on  his  nasal  septum 
December  23,  1915.  While  the  deflection  was  sufficiently  marked 
to  occlude  the  nostril  on  one  side,  the  operation  was  not  difficult 
and  did  not  take  longer  than  ten  minutes. 

No  adrenalin  was  used  during  the  operation,  and  gauze  sponges 
were  used  to  keep  the  field  clean.  At  tlie  completion  of  the  opera- 
tion the  nostrils  were  packed  with  vaseline  gauze,  and  the  patient 
returned  to  the  ward.  Within  fifteen  hours  this  packing  was  re- 
moved, and  the  patient  allowed  to  leave  the  hospital.  He  was  not 
seen  again  for  one  week,  when  he  came  back  to  the  hospital  during 
the  night  complaining  of  a  pain  in  the  left  knee  joint  and  a  tem- 
perature of  105.  His  knee  joint  began  to  pain  him  two  days  pre- 
viously. 

During  the  week  following  the  operation  he  said  he  felt  too 
weak  to  come  to  the  hospital  and  he  was  attended  by  his  family 
physician.  He  also  stated  tliat  he  had  some  bleeding  from  his 
nose  and  that  it  was  necessary  to  treat  it  by  the  application  of  some 
medicine  and  later  had  to  have  the  nostrils  packed  to   stop  the 

*Read  before  the  New  York  Academy  of  Medicine.  Section  on  Laryng-ology 
and  Rhinology,  April  26,  1916. 
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bleeding.  Of  course,  with  the  temperature,  a  septal  abscess  was 
suspected,  but  when  the  flaps  were  separated  nothing  was  found. 
A  few  days  later  tlie  flaps  were  further  separated,  higher  up — and 
a  little  sero-sanguineous  fluid  came  out. 

It  would  seem  that  this  may  have  been  an  infection  secondary 
to  the  initial  exploratory  opening. 

The  temperature  varied  between  103  and  105.  There  was  fluc- 
tuation within  the  knee  joint  on  the  second  day  of  the  patient's  re- 
turn to  the  hospital,  which  was  the  ninth  day  following  the  opera- 
tion. Blood  cultures  taken  at  this  time  were  negative.  The  joint 
was  opened  by  a  general  surgeon.  Considerable  pus  was  found  and 
an  extensive  destruction  of  the  articular  cartilages  was  manifest. 

The  patient  made  a  gradual  recovery  and  later  a  resection  of 
the  joint  was  done.  Within  two  and  one-half  months  the  patient 
was  discharged  from  the  hospital  with  a  stiff  knee. 

Reasons  for  reporting  the  case  before  the  section : 

First — No  other  demonstrable  lesion  that  could  be  the  focus  of 
infection. 

Second — Pain  in  the  joint  within  five  days  after  the  operation. 
It  is  questionable  whether  it  is  possible  to  have  a  pathological  lesion 
within  a  joint  in  such  a  short  time. 

Third — The  seriousness  of  the  complication,  both  from  a  medico- 
legal standpoint  and  also  from  an  economic  one. 

17  E.  Thirty-eighth  Street. 


Acute  Pulmonary  Abscess  Treated  with  Artifcial  Pneumothorax. 

W.  D.  Tewksbury,  Jour  Amer.  Med.  Assn.,  March  10,  1917. 
Two  cases  are  reported,  the  first  a  man  32  years  old,  the  second, 
a  woman  27  years  old.  In  the  first  case  the  pulmonary  abscess  fol- 
lowed fracture  of  the  superior  maxilla  and  nose  for  which  the  pa- 
tient was  operated  on;  in  the  second  case  it  developed  after  ton- 
sillectomy. The  author  concludes  that  in  view  of  the  high  mor- 
tality of  acute  lung  abscess  treated  medically  (60  per  cent)  or  by 
rib  resection  (30  per  cent),  the  latter  operation  often  leaving  a 
draining  sinus  for  a  year  or  more,  artificial  pneumothorax  is  a  ra- 
tional method  of  treatment  in  all  cases  having  a  communication 
with  a  bronchus.    The  two  patients  reported  were  cured.  Ed. 


OSTEOMYELITIS    OF    THE    SINUSES   OF    THE    NOSE,  COM- 
PLICATING SCARLET  FEVER.* 

Dr.  H.  L.  Lynaii,  New  York  City. 

Beckie  L.,  age  13,  was  admitted  to  the  Kingston  Avenue  Hos- 
pital on  March  30,  1915,  suffering  with  scarlet  fever  and  ethmoiditis 
of  three  weeks'  duration.  On  admission,  the  child  was  examined 
by  Dr.  Raymond  G.  Laub,  who  noted  that  there  was  a  marked 
abscess  of  the  septum  and  boggy  swelling,  which  occluded  the  whole 
of  the  left  nasal  cavity.  The  pharynx  was  covered  wnth  a  dirty 
gray  exudate,  and  the  left  tonsil  and  peri-tonsillar  space  were  enor- 
mously swollen,  and  of  a  purplish  hue.  The  left  side  of  the  face 
was  covered  with  an  erysipelatous  blush.  The  left  eye  was  pro- 
truding and  the  lids  were  opened  with  difficulty.  There  w-as  slight 
ulceration  of  the  cornea,  though  the  vision  for  objects  was  fairly 
good.  There  was  a  profuse  discharge  of  pus  from  the  nose.  The 
patient  was  in  the  post-scarlatinal  stage  and  desquamating.  A 
dose  of  20,000  units  of  antitoxin  was  administered  by  the  family 
physician  before  admission,  for  he  suspected  diphtheria  as  the 
probable  cause  of  the  nasofrontal  duct  infection  and  the  orbital 
cellulitis.  The  temperature  was  104°.  pulse  136,  respiration  20. 
There  were  no  otitic  complications.  The  abscess  of  the  septum  and 
also  the  large  pointing  peritonsillar  abscess  were  incised  by  Dr. 
Laub. 

The  following  day,  I  saw  the  patient.  The  nares  was  still  oc- 
cluded on  both  sides,  owing  to  the  abscess  of  the  septum.  The 
large  peritonsillar  abscess  was  due  to  pus  which  had  dissected  under 
the  mucous  membrane  and  was  also  pointing  under  the  mucous 
membrane  of  the  hard  palate.  The  whole  of  the  alveolar  process 
was  boggy  with  pus,  and  all  of  the  teeth  on  the  left  side,  from  the 
posterior  molar  to  the  anterior  incisors,  were  freely  movable.  The 
abscess  was  also  pointing  in  the  left  cheek,  and  definite  fluctua- 
tion was  felt  under  the  skin.  There  was  marked  exophthalmos  of 
the  left  eye,  and  there  was  a  fluctuating  subperiosteal  abscess  at 
the  inner  angle  of  the  eye.  This  abscess  extended  across  the  bridge 
of  the  nose  and  caused  swelling  of  the  left  evelids. 


*Read    before    the    New    York    Academy    of    Medicine,    Section    on    Laryn- 
gology  and   Rhinology,   May   24,   1916. 
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X-ray  and  transillumination  showed  all  the  sinuses  of  the  left 
side  of  the  head  to  be  involved.  The  ethmoid  and  frontal  sinuses 
were  opened  externally,  the  usual  incision  being  made.  The  outer 
wall  of  the  frontal  sinus  was  necrotic.  Both  frontal  and  ethmoid 
sinuses  were  filled  with  free  pus  and  cystic  polypoid  tissue.  The 
sphenoid  ostium  was  enlarged.  The  middle  turbinate  bone  was  not 
removed.  The  antrum  was  opend  extra-nasally.  The  orbital  wall 
was  necrosed  and  perforated.  There  was  a  considerable  gush  of 
pus  on  opening  the  antrum,  and  much  polypoid  membrane  was 
removed. 

The  frontal  sinus  wound  was  partly  closed  with  Michel  clamps, 
and  a  wick  of  iodoform  gauze  was  passed  into  the  ethmoidal  wound 
and  also  into  the  nares.    Chloroform  oxygen  anesthesia  was  used. 


No.    1.      Patient   on   adniis.sion    showing   marked   exophthalmos   which    per- 
sisted  even  after   the   ladical   frontal,   ethmoid   and   antrum   operations. 


Cultures  and  smears  taken  from  the  frontal  sinus,  ethmoid  laby- 
rinth, and  antrum  showed  staphylococcus  pyogenes  aureus  and  strep- 
tococcus pyogenes.  The  eye  was  covered  with  sterile  boric  acid 
vaseline,  and  a  wet  boric  acid  dressing  was  applied. 

The  following  day,  the  general  condition  of  the  patient  had  im- 
proved, with  a  temperature  of  100°.  There  was  no  improvement  in 
the  exophthalmos,  and  the  cornea  was  hazy;  though  in  a  bright  light 
the  patient  could  count  lingers.  Aii  attempted  fundus  examination  by 
Dr.  \\  ootton  was  unsuccessful. 

On  dressing  the  wound,  there  was  considerable  free  pus  follow- 
ing the  removal  of  the  wick,  which  apparently  came  from  the 
frontal  sinus.  There  was,  however,  no  fluctuation  over  this  area. 
The  wound  was  dressed  every  day.     By  the  fourth  day  after  the 
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operation  the  general  condition  of  the  patient  had  improved  mark- 
edly and  the  exophthalmos  was  subsiding,  but  there  was  still  con- 
siderable discharge  of  pus  at  each  dressing,  which  could  not  be 
accounted  for. 

On  April  4,  two  weeks  after  the  operation,  the  exophthalmos  be- 
came marked  and  there  was  considerable  swelling  in  the  fronto- 
temporal  region,  and  also  about  the  frontal  sinus  wound  which  was 
bulging.  The  child  was  sent  to  the  operating  room;  the  frontal 
sinus  wound  was  opened  and  a  horseshoe  incision  made  in  the 
temporal  region  after  pus  was  located  by  a  small  incision.  This 
large  pocket  of  pus  was  the  undoubted  cause  of  the  free  evacuation 
of  pus  from  the  wound  at  each  dressing,  but  as  there  were  no 


No.    2.     Showing'    incision    for    enormous    temporal    abscess.      The    exoph- 
thalmus  has   subsided   owing   to   rupture   of  the   orbital  abscess. 


symptoms  to  form  a  guide  and  the  temperature  was  normal,  the 
second  abscess  which  must  have  been  present  at  the  time  of  the 
original  operation  was  absolutely  overlooked.  At  this  operation, 
the  dura  was  found  to  be  uncovered  for  an  area  of  3  cm.  in 
diameter.  There  were  also  many  large  sequestra  which  were  re- 
moved from  the  outer  orbital  angle,  and  part  of  the  malar  bone 
was  rocked  off.  The  whole  area  of  bone  about  the  temporal,  as 
well  as  that  of  the  frontal  sinus,  was  necrotic.  There  was  a  large 
orbital  abscess,  and  Dr.  Wootton  thought  the  globe  of  the  eye  would 
undoubtedly  be  lost.  There  was  marked  bulging  and  tension  on 
the  globe. 

The  day  following  the  secondary  operation,  the  temperature  rose 
to   102.4°,  but  fell  gradually  to  normal  the  following  day.       On 
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removing  the  dressings  the  day  after  the  operation,  it  was  noted 
that  the  exophthalmos  had  disappeared.  On  opening  the  lids,  the 
cornea  was  ver}-  cloudy  and  ulcerated.  The  disappearance  of  the 
exophthalmos  was  further  noted  to  be  due  to  the  globe  of  the  eye 
having  ruptured.  There  was  a  profuse  discharge  of  pus,  and  the 
wicks  seemed  to  block  up  the  cavity  and  prevent  drainage, — there- 
fore two  rubber  catheters  were  introduced  from  the  temporal  wound 
and  passed  through  to  the  ethmoidal  fistula ;  and  by  constant  irri- 
gation with  boric  acid  solution  good  drainage  was  established.  A 
large  wet  dressing  was  applied. 

On  the  third  day  after  the  operation,  the  sutures  were  removed, 
and  as  none  of  them  had  held  the  wound  gaped  open  and  presented 


1 


\i 


No.    3.     Through    and    through    catheter    drainage    which    was    the    only 
method    that    allowed    free    drainage. 


a  rather  sorry  picture.  Constant  irrigations  were  maintained  for  a 
period  of  a  week,  after  which  time  the  tubes  were  removed  and 
the  wound  was  lightly  packed  with  plain  gauze.  The  wounds 
slowly  healed,  but  there  was  a  slight  discharge  of  pus  from  the 
orbit,  off  and  on,  for  about  a  month  after  the  healing  of  the  other 
wounds.  The  temporal  wound  has  opened  and  closed  from  time  to 
time,  and  there  is  a  fistula  which  passes  downward  and  backward, 
apparently  under  the  frontal  convolution. 

The  child  has  made  an  apparent  recover}^  but  Dr.  Hurd,  who 
was  good  enough  to  see  the  case  with  me,  tells  me  that  he  has 
never  seen  an  osteomyelitis  due  to  the  streptococcus  recover,  and 
that  sequestration  and  the  multiple  new  foci  of  infection  develop 
from  time  to  time.  It  has  now  been  over  six  months  since  the 
child  has  had  anv  trouble,  but  she  is  still  under  constant  observa- 
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tion.  The  sinus  in  the  temporal  region  has  been  injected  with  bis- 
muth paste  from  time  to  time  and  it  closes,  but  a  new  pocket  of 
pus  will  form  and  it  again  opens. 

The  plastic  operation  which  was  attempted  after  the  dura  had 
been  covered  with  granulation  tissue  has  resulted  in  a  fairly  good 
scar.  There  is  a  saddleback  nose,  due  to  the  loss  of  the  septum. 
The  left  cheek,  in  spite  of  the  loss  of  part  of  the  malar  bone,  is 
somewhat  hypertrophied,  owing  to  the  enormous  amount  of  infiltra- 
tion in  the  cheek.  The  left  eye  is  unfortunately  lost,  as  the  result 
of  the  enormous  orbital  abscess  and  the  sloughing  of  the  cornea; 
however,  a  small  portion  of  the  cornea  remains.    The  orbit  ruptured 


No.  4.  The  enormous  area  of  dura  uncovered.  After  granulating  the 
plastic  operation  removed  the  greater  part  of  the  scar,  and  at  the  same 
time   made  a  fiim  dural  covering. 


through  the  cornea,  and  for  a  long  time  pus  drained  from  the  globe 
through  the  sinus  in  the  anterior  chamber. 

I  would  be  glad  to  have  any  suggestions  which  may  be  made 
about  the  further  care  of  the  case.  An  artificial  eye  will  be  set  in, 
as  there  is  a  fairly  good  stump  for  it. 

Repeated  Wassermann  and  tuberculin  tests  were  all  negative. 
Antisyphilitic  treatment  was  administered  with  an  endeavor  to  pro- 
voke a  positive  \\'assermann,  but  this  treatment  only  upset  the 
patient,  and  it  was  discontinued. 

127  West  Fifty-eighth  Street. 


CALOMEL  FUMIGATIONS  IN  THE  TREATMENT  OF  CONSTI- 
TUTIONAL AND  LOCAL  CONDITIONS. 
A  SIMPLE  APPARATUS.* 

Dr.   Edward  J.  Browx,  ^linneapolis,  ^linn. 

The  Deutsche  medizinisehe  ]Voehensclinft,  May  13,  1915,  has 
?n  interesting  paper  by  Dr.  Jul.  Frankenstein,  with  description  of  a 
rather  elaborate  apparatus  for  the  inhalation  of  the  fumes  of  a 
superheated  mercury  amalgam,  the  fumes  to  be  inhaled  either  with 
compressed  air  or  carbonic  acid  gas.  He  mentions  one  case,  the 
diagnosis  confirmed  by  the  presence  of  spirochetes,  in  which  after 
twenty  inhalations  there  was  a  negative  W'assermann,  which  was 
also  negative  one  year  later.  As  a  result  of  nearly  three  hundred 
cures  effected  by  this  method,  and  in  view  of  the  various  incon- 
veniences and  dangers  of  other  methods,  he  warmly  commends 
that  of  inhalation. 

Calomel  fumigations  were  formerly  prominently  mentioned  by 
British  writers  as  a  means  for  mercurialization.  That  this  method 
has  not  been  more  frequently  availed  of  is  probably  due  to  the  lack 
of  a  convenient  apparatus.  The  English  used  the  fumigations  as 
a  substitute  for  inunctions,  the  fumes  being  either  absorbed  through 
the  skin  or  sometimes  inhaled  in  a  closed  room. 

During  the  past  summer  I  modified  my  hot  air  apparatus,  de- 
scribed in  the  Journal  of  the  American  Medical  Association,  June 
21,  1913,  by  the  substitution  of  a  bunsen  burner  as  a  source  of  heat, 
and  the  introduction  of  a  three-inch  section  of  iron  tubing  of  half- 
inch  bore  to  admit  a  small  phial  for  the  calomel.  By  a  reducer  six 
inches  of  quarter-inch  tubing  is  connected  with  the  tube  contain- 
ing the  calomel,  and  the  latter  by  a  short  rubber  tube  connected 
with  a  conical  nasal  tube  of  glass,  or  the  fumes  may  be  thrown  di- 
rectly into  a  large  glass  tube  held  in  the  mouth.  The  fumes  from 
the  vaporization  of  any  salt  of  mercury  or  the  metal  itself  are  more 
or  less  irritating  to  the  throat  and  bronchi.  In  my  earlier  work  I 
used  the  mouthpiece  and,  to  'avoid  the  irritation,  at  the  same  time  I 
threw  through  one  naris  a  fine  vapor  of  a  camphor-mentholated  oil. 
This  obviated  the  objection  of  irritation  to  throat  and  chest  but 
was  so  objectionable  to  some  patients  that  in' my  later  work  I  have 
used  the  nosepiece  altogether.  By  using  a  minimum  of  air  irrita- 
tion is  avoided  and  efficient  doses  may  be  administered  in  sittings 


♦Read   before    Hennepin    County   Medical    Society,   May    1,    1916. 
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of  from  ten  to  thirty  minutes.  The  EngHsh  used  calomel  for 
fumigation  purposes  because  it  was  vaporized  with  less  heat  than 
other  salts  of  mercury,  and  I  have  used  it  for  the  same  reason.  A 
writer  whose  name  I  have  lost,  speaks  of  vaporizing  a  mercury 
precipitate  by  passing  through  it  suspended  in  cotton  in  a  perfor- 
ated glass  capsule,  a  current  of  air  heated  to  150  C,  but  I  know 
of  no  precipitate  of  mercury,  which  vaporizes  with  as  low  a  tem- 
perature as  calomel.  Applying  the  heat  from  a  bunsen  burner  to 
my  apparatus  cold  fumes  of  calomel  will  be  deposited  on  a  cold 
glass  slide  within  three  minutes ;  the  fumes  of  mercury  and  chalk  in 
four  minutes,  but  much  less  profusely ;  the  fumes  of  yellow  oxide 
of  mercury  in  six  minutes.  Both  the  gray  powder  and  the  yellow 
oxide  give  ofif  fumes  which  are  possibly  less  irritating  to  the  throat 
and  lungs  than  those  of  calomel  but  they  are  given  ofif  more  slowly 
and  require  more  time.  I  find  that  fifteen  grains  of  calomel  will 
have  disappeared  in  forty-five  minutes,  while  in  the  same  time 
only  one-third  of  the  same  weight  of  yellow  oxide  will  have  been 
vaporized,  and  the  remainder  will  have  apparently  changed  chemi- 
cally to  a  more  reddish  yellow  and  ceased  to  yield  vapors.  My 
cases  have  been  treated  with  calomel. 

Mrs.  X.  was  treated  by  me  for  specific  iritis  and  deep  ulcera- 
tion of  the  tonsil  seven  years  ago,  being  at  the  time  and  for  some 
time  afterward,  under  the  care  of  the  family  physician  who  gave 
her  mercury  and  postassium  iodid.  She  had  another  iritis  three 
years  ago  while  in  a  distant  part  of  the  country.  She  came  to  me 
in  September,  1915,  complaining  that  she  had  had  a  cold  all  summer 
and,  for  three  weeks  past,  pain,  tenderness  and  some  swelling  of 
the  tissues  in  front  of  the  right  antrum,  apparently  a  periostitis  of 
that  part  of  the  superior  maxilla.  There  was  a  deep  ulcer  of  the 
septum  and  also  of  the  inferior  turbinal  of  that  side.  In  addition 
to  local  treatment  inunction  of  mercurial  ointment  was  ordered. 
After  eleven  days,  as  family  conditions  made  the  inunctions  prac- 
tically impossible,  I  suggested  inhalations.  These  were  begun  on 
September  21  and  after  six  inhalations  the  local  signs  had  entirely 
disappeared.  On  December  10,  after  forty-five  inhalations  the 
Landau  color  test  was  negative.  She  had  been  ver}^  active  as  house- 
keeper but  had  nevertheless  gained  in  weight  and  general  feeling 
of  well-being. 

Z.,  28,  barber,  consulted  me  December  4,  1915 ;  had  had  irrita- 
tion in  throat  and  cough  for  a  long  time,  getting  worse  of  late,  es- 
pecially since  a  local  treatment  by  some  physician.  No  specific 
history  but  had  gonorrhoea  five  weeks  ago.    I  found  no  spirochetes 
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but  the  Landau  color  test  was  positive.  There  was  a  small  ulcer 
on  each  side  of  the  base  of  the  uvula,  also  a  mucous  patch  on  the 
soft  palate.  He  was  given  calomel  fumigations  daily  for  from  ten 
to  twenty  minutes,  and  after  seven  inhalations  the  throat  was  healed, 
he  was  feeling  well  and  had  greatly  increased  appetite  for  his  food. 

He  had  a  large  adenoid  and  suppuration  of  the  ethmoid  on  the 
right  side.  The  adenoid  was  removed  and  the  ethmoid  treated  with 
hot  air,  negative  pressure  and  the  injection  into  the  vacuumized 
sinuses  of  hot  calomel  vapors.  After  ten  weeks  the  vapors  were 
used  only  once  a  week  and  the  patient  was  given  a  twenty-five  per 
cent  calomel-kaolin  powder  for  insufflation,  and  for  internal  use  a 
solution  of  arsenic  trioxide.  On  March  30,  he  appeared  perfectly 
well  including  his  ethmoiditis,  though  there  was  a  large  plaque  on 
his  tongue,  of  which  he  made  no  complaint.  A  Landau  color  test 
some  days  before  had  been  positive.  A  luetin  test  in  April  was 
negative. 

Mrs.  V.  has  suffered  from  double  ethmoiditis  and  left  antral 
suppuration  for  five  or  six  years.  After  I  had  removed  polyps  and 
exenterated  both  ethmoids  there  was  great  improvement  in  the 
condition,  but  the  antral  suppuration  persisted  in  spite  of  much  ir- 
rigation with  alkaline  wash,  later  with  alcohol,  and  still  later  with 
air  douche  followed  by  hot  air  and  iodoform  vapors.  Then  for 
some  weeks  kaolin  powder  was  blown  in  after  the  use  of  the  air 
douche.  This  lessened  the  discharge,  which  had  been  either  in- 
creased or  uninfluenced  by  the  previous  treatments.  After  some 
weeks  of  this  I  introduced  the  vapors  of  calomel  once  and  dry  calo- 
mel powder  five  times,  completely  curing  the  discharge  in  two 
weeks.  The  cure  has  persisted  in  spite  of  a  severe  cold  during 
the  grip  epidemic  of  December. 

B.,  24  years  old,  has  had  double  ethmoid  and  antral  suppuration 
for  years.  The  ethmoids  had  been  exenterated  and  the  left  antrum 
widely  opened.  He  had  washed  the  antra  and  insufflated  boric 
acid,  for  a  year  past,  with  only  temporary  and  moderate  benefits. 
The  left  fronto-nasal  canal  had  also  been  enlarged  by  rasps.  One 
insufflation  of  calomel  powder  into  all  three  sinuses  after  the  air 
douche  produced  a  marked  effect  upon  the  suppuration,  and  inci- 
dentally a  moderately  severe  purging.  To  guard  against  excessive 
dosage  of  the  calomel  it  was  ordered  as  a  five  per  cent  powder  in 
boric  acid  to  be  used  with  moderate  freedom.  The  patient  has 
spent  the  winter  in  the  northern  woods  without  a  single  serious 
cold  and  writes  on  April  8  :  "1  have  not  used  the  powder  very  regu- 
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larly  but  only  as  I  felt  the  need,  when  any  congestion  of  the  nasal 
passages  came  on,  and  it  has  always  given  me  relief  so  that  I  have 
had  very  little  trouble." 

H.  R.,  39  years  old,  came  on  September  13,  suftering  from  mei- 
bomian styes  and  marginal  blepharitis  of  the  left  upper  lid.  After 
eight  treatments  including  opening  of  cysts  and  cauterizing  of  lid 
margins  with  carbolic  or  strong  solution  of  silver  nitrate,  with  hot 
fomentations,  boric  wash  and  yellow  oxide  of  mercurv  ointment 
at  home,  the  eye  got  better  and  treatment  was  discontinued.  On 
November  21  he  returned  with  the  lid  worse  than  ever.  The  lashes 
had  previously  been  clipped  and  this  was  now  repeated,  and  after 
the  removal  of  the  crusts  the  lid  was  exposed  for  ten  minutes  to 
the  hot  calomel  vapors.  This  was  repeated  on  Xovember  23  and 
25  with  remiarkable  improvement.  On  December  3  there  were  only 
two  small  scales  and  on  December  S  the  eye  was  apparently  well 
with  the  exception  of  slight  thickening  of  the  lid. 

It  has  long  been  known  that  calomel  is  one  of  the  most  power- 
ful germicides,  and  when  it  is  used  in  the  nascent  form  in  con- 
nection with  hot  air  it  is  reasonable  to  believe  that  there  is  a  large 
field  where  it  may  be  employed  with  remarkable  results. 

Dr.  Lewis  A.  Cofiin,  in  the  November,  1915,  issue  of  The;  Laryn- 
goscope, and  Dr.  Harmon  Smith  (American  Laryngological  Asso- 
ciation, June,  1915)  report  the  employment  of  negative  and  positive 
pressures  alternately  in  the  treatment  of  nasal  sinus  diseases,  the 
positive  pressure  forcing  oil  nebula  loaded  with  either  chemicals  or 
lactic  acid  bacilli  into  the  vacuumized  sinuses.  I  have  found  my 
apparatus  perfectly  adapted  to  that  purpose.  Instead  of  the  vari- 
ously loaded  oil  nebula,  however,  I  have  used  the  hot  vapors  of 
calomel. 

A\'hile  experimenting  with  the  mercurial  vapors  to  determine 
how  they  might  be  inhaled  with  the  least  irritation  to  the  throat 
and  lungs,  I  inhaled  the  fumes  through  my  nares  perhaps  a  half 
dozen  times  and  not  to  exceed  a  half  minute  on  each  occasion.  I 
had  myself  had  a  chronic  right  antral  suppuration  of  many  years' 
standing  with  evidences  of  right  and  left  ethmoid  disease  of  suf- 
ficient severity  to  have  caused  a  small  positive  para-central  scotoma 
on  the  right.  In  spite  of  anterior  middle  turbinectomies,  and  vari- 
ous forms  of  treatment,  the  most  effective  of  which  was  that  by 
hot  air  and  negative  pressure,  the  discharge  persisted,  could  be 
removed  by  posture  and  negative  pressure,  and  often  drained  sud- 
denly with  a  favorable  position  of  the  head.  You  can  imagine 
my  surprise  when  after  these  inhalations  of  the  calomel  fumes,  I 
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discovered  that  my  trouble  had  entirely  disappeared  so  far  as  any 
signs  of  suppuration  were  in  evidence. 

I  had  for  many  years  suffered  from  a  mucous  colitis,  frequently 
accompanied  in  late  years  by  obstipation,  pain  and  mucus  dis- 
charges. I  had  attributed  the  trouble  to  infection  from  the  nasal 
sinuses,  and  consequently  was  not  surprised  to  find  improvement 
following  the  arrest  of  the  sinus  disease.  However,  in  Januar}-, 
following  a  mild  rhinitis,  there  was  a  sharp  attack  of  the  colitis  with 
pain  and  obstipation.  Following  an  irrigation  of  the  colon,  which 
brought  no  fecal  results.  I  forced  into  the  rectum  with  a  bicycle 
pump  the  hot  vapors  of  ten  grains  of  calomel,  occupying  probably 
seven  or  eight  minutes,  massaging  the  abdomen  and  using  sufficient 
force  with  the  pump  to  cause  slight  discomfort.  The  next  morning 
there  was  a  free  and  fairly  normal  movement  and  such  movements 
have  continued  ever  since  with  scarcely  a  suggestion  of  the  old 
trouble. 

Air.  C,  G4  years  old.  a  business  man,  with  negative  history  ex- 
cept having  had  a  gonorrhoea  about  his  thirtieth  year,  came  to  me 
in  December  complaining  that  he  had  had  a  slight  burning  of  the  right 
side  of  the  throat  extending  down  the  neck  for  two  months,  worse 
for  four  or  five  weeks.  He  had  a  slight  morning  cough  with  the 
raising  of  a  little  whitish  secretion.  There  was  tenderness  to  pres- 
sure of  the  region  of  the  thyroid  cartilage  and  the  glands  in  front 
of  the  sterno-mastoid  were  somewhat  enlarged  and  tender.  There 
was  a  perforation  of  the  nasal  septum  and  evidence  of  posterior 
nasal  sinus  disease.  The  neck  was  short  and  thick  and  the  epiglottis 
so  deformed  that  I  got  very  unsatisfactory'  views  of  the  larynx  and 
subglottic  region,  and  the  examination  was  negative.  He  submit- 
ted to  a  Wassermann  which  was  negative  but  the  Landau  color  test 
was  positive.  I  told  him  the  trouble  was  probably  a  subglottic 
one  and  either  specific  or  malignant.  \\'hile  we  were  waiting  for 
the  \\''assermann,  I  suggested  calomel  inhalations,  as  he  did  not 
wish  to  use  inunctions.  He  came  December  28  and  on  January  3 
he  had  had  three  inhalations  of  about  ten  minutes  each,  with  the 
result  that  all  tenderness  and  pain  of  the  throat  and  glands  had 
disappeared.  I  then  gave  him  a  longer  inhalation  (combined  with 
the  oil  vapor  which  he  did  not  like).  As  he  refused  further  treat- 
ment of  that  kind  I  persuaded  him  to  insufflate  a  twent}'-five  per 
cent  calomel-kaolin  powder.  As  the  Wassermann  was  negative  he 
refused  further  treatment,  saying  he  was  all  right. 

I  have  ordered  the  twenty-five  per  cent  calomel-kaolin  powder  in 
several  specific  cases  for  home  treatment  with  apparent  good  results. 
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One  case  of  tubercular  sinus  of  the  face,  which  had  resisted  for  a 
long  time  injections  of  tincture  of  iodin,  was  promptly  and  remark- 
ably improved  by  a  single  application  of  the  calomel  vapors. 

I  have  used  in  a  considerable  number  of  cases  of  suppurative 
and  infective  nasal  diseases  the  five  per  cent  calomel-kaolin  for  in- 
sufflation, and  have  directed  patients  with  sinus  disease  to  use  the 
powder  freely  in  addition  to  the  alkaline  wash  and  making  fre- 
quent daily  use  of  negative  pressure  by  closing  the  nose  and  mouth 
and  strongly  inhaling.  Drainage  is  at  the  same  time  favored  by 
posture,  on  either  side  for  the  lateral  sinuses  or  with  the  head  bent 
strongly  forward  for  the  sphenoids.  The  results  have  been  decid- 
edly good. 

In  addition  to  the  alkaline  wash  which  I  have  for  many  years  ad- 
vised school  children  to  use  as  a  prophylaxis  against  school  infec- 
tions, I  have  lately  advised  the  free  use  of  the  five  per  cent  calomel- 
kaolin.  If  as  S.  A.  Friedberg  (Journal  American  Medical  Associa- 
tion, March  11,  1916),  claims,  diphtheria  cases  clear  up  more  quickly 
when  kaolin  powder  is  freely  used  in  the  nose  and  throat,  it  is  an 
entirely  reasonable  proposition  that  all  these  infectious  diseases 
may  be  either  prevented  or  favorably  modified  by  the  use  of  a 
much  stronger  and  equally  bland  germicide,  to  which  children  make 
not  the  slightest  objection. 

Since  this  paper  was  written  I  have  had  the  following  case  of 
frontal  sinusitis:  J.  C,  24  years  old,  a  university  student,  came 
on  March  12  with  severe  headache  and  a  temperature  of  100°, 
pain  and  tenderness  of  the  left  frontal  region.  He  had  had  grip  ten 
days  before  but  had  apparently  been  as  well  as  usual  for  some  days. 
He  had  some  slight  sinus  discharge  most  of  the  winter,  part  of  a 
chronic  trouble  for  which  the  anterior  ethmoids  had  been  exenter- 
ated.  He  was  given  a  dose  of  calomel  and  an  injection  of  one- 
twentieth  cc.  of  the  Mulford  mixed  influenza  bacterin.  .The  frontal 
sinus  was  probed  under  cocain  and  epinin  and  after  the  use  of  hot 
air  and  negative  pressure,  calomel  was  blown  into  the  nares.  March 
13  the  morning  temperature  was  96.5°,  and  he  felt  much  better. 
At  6  p.  m.  the  temperature  was  100",  and  he  had  had  severe  pain 
for  some  hours.  The  sinus  was  catheterized,  washed  with  alkaline 
solution,  dried  with  hot  air,  and  the  vapors  of  five  grains  of  calo- 
mel slowly  passed  through  the  catheter.  On  the  fourteenth  he  felt 
well ;  no  pain  or  tenderness,  temperature  normal ;  he  can  easily  ex- 
haust the  discharge  from  the  sinus  by  closing  the  nose  and  mouth 
and  inhaling.  Only  a  small  amount  of  discharge  at  any  time.  On 
the  sixteenth  temperature  97°  ;  had  slight  pain  yesterday,  and  on  the 
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sixteenth,  eighteenth  and  nineteenth  hot  vapors  were  given  after 
negative  pressure.  Practically  no  discharge.  On  the  twenty-first, 
hot  vapors  after  catheterization  and  air  douche.  On  the  twenty- 
second,  alkaline  wash  through  the  catheter  followed  by  alcohol, 
hot  air  and  calomel  vapors.  On  the  twenty-fifth,  no  discharge  or 
tenderness.  Repetition  of  alcohol  and  vapors.  On  March  6  the 
patient  reported  that  he  was  perfectly  well.  That  the  disease  of 
the  frontal  sinus  was  a  chonic  one  was  shown  by  the  chronic 
discharge  and  the  fact  that  the  other  sinuses  were  apparently 
not  involved. 

524  Syndicate  Building. 


NEW  SAFETY-PIN  CLOSER  FOR  ENDOSCOPIC  USE*. 

Hubert  Arrowsmith,  Brooklyn,  Xew  York. 

This  pin  closer  was  devised  for  simplifying  the  removal  of  safety 
pins  which  are  among  the  most  difficult  foreign  bodies  that  the  sur- 
geon is  called  upon  to  extract  from  the  air  passages.  It  is  to  be 
commended  for  its  extremely  simple  construction  and  its  small  size, 
being  only  3  mm.  in  its  greatest  diameter,  which  makes  its  intro- 
duction through  the  5  mm.  bronchoscope  easy  and  gives  plenty  of 


room  for  ocular  control  in  the  larger  tubes.  It  is  manipulated  by 
one  hand.  Its  grasp  is  sufficiently  strong  to  dislodge  any  pin  that 
may  have  penetrated  the  tissues  and  it  does  not  matter  whether  or 
not  the  pin  is  locked  on  withdrawal,  as  its  point  will  be  perfectly 
guarded  by  the  forceps.  ]Most  of  the  old  pin  closers  require  the 
use  of  both  hands  and  are  too  large  for  use  through  the  smaller 
tubes.  This  instrument  will  overcome  these  objections. 
170  Clinton  Street. 


♦Presented  before   the   New   York   Academy   of  Medicine,   Section   on   Rhi- 
nology  and  Laryngology,   October  26,   1916. 


TWO  UNUSUAL  CASES  OF  MASTOID  DISEASE  WITH  SEVERE 
COMPLICATIONS,  OPERATIONS,  RECOVERIES.* 

Dr.  J.  Clarence  KeelEr,  Philadelphia,  Pa. 

The  first  case  is  one  of  chronic  mastoiditis  complicated  by  a  palsy 
of  the  left  facial  nerve,  an  unresolved  unilateral  broncho-pneu- 
monia, pericardial  effusion  with  adhesions  to  the  parietal  pleura  and 
bilateral  suppurative  cervical  adenitis,  with  operation  under  ether, 
followed  by  recovery. 

The  second  case  is  one  of  bilateral  mastoiditis  complicated  by  a 
bilateral  bronchopneumonia,  circumscribed  meningitis,  with  recov- 
ery after  operation  under  ether  anesthesia. 

Case  I.  Lillian  C,  age  3,  was  admitted  to  the  Jefferson  Hos- 
pital, x'\ugust  5,  1915.  Diagnosis :  Chronic  mastoiditis,  left  side, 
and  palsy  of  the  left  facial  nerve. 

The  family  and  personal  history  revealed  nothing  of  significance 
except  that  the  patient  had  had  one  attack  of  whooping  cough. 

Examination  of  the  head  and  neck  showed  nothing  abnormal  ex- 
cept a  scar  on  the  back  of  the  neck,  which  seemed  to  be  the  result 
of  a  glandular  suppuration,  probably  tubercular. 

The  right  car  was  normal. 

The  left  ear  was  discharging.  There  was  a  large  tumefaction  over 
the  left  mastoid.  The  tympanic  membrane  had  a  large  central  per- 
foration with  granulations  extending  into  the  auditory  canal.  A 
slight  mucous  nasal  discharge  was  present.  The  teeth  were  poor ; 
the  tongue  coated.  The  pharynx  was  injected.  The  tonsils  were 
moderately  enlarged.  The  submaxillary  and  the  posterior  cenncal 
glands  of  both  sides  were  enlarged,  but  the  left  the  more  so. 

Thorax :  Expansion  was  fair.  On  percussion  there  was  impaired 
resonance  at  the  left  apex.  The  breath  sounds  here  were  almost 
tubular,  but  there  were  no  rales  upon  deep  breathing. 

The  apex  beat  was  outside  the  nipple  line  at  the  fifth  interspace. 
The  cardiac  rhythm  was  imperfect  and  influenced  by  respiration. 
The  first  sound  was  of  fairly  good  tone ;  the  beat  frequent.  There 
were  no  murmurs  or  thrills. 

The  abdomen  was  large  and  slightly  tympanitic,  otherwise  normal. 
The  face  was  of  the  Angelic  type,  very  pale  and  icteroid.     There 

*Presented  by  invitation,  before  the  Section  of  Otology  and  Laryngology, 
College  of  Physicians,  Philadelphia,  December  15,  1915. 
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was  loss  of  muscle  control  on  the  left  side,  assymmetry  exaggerated 
by  laughing  or  crying.  The  closure  of  the  left  eyelid  was  incom- 
plete.   There  was  salivary  dribbling  on  the  left  side. 

A  radical  mastoid  operation  was  decided  upon  August  G,  1915. 
After  the  usual  preparations,  an  incision  over  the  mastoid  opened 
into  a  large  collection  of  foul-smelling  pus  and  exposed  an  exten- 
sive erosion  of  the  cortex,  through  which  granulations  extended. 
That  portion  of  the  bone  in  front  of  the  erosion,  to  the  floor  of  the 
tympanum,  which  represented  the  posterior  osseous  auditory  canal, 
and  a  portion  of  the  mastoid  cells  with  the  facial  canal  extending 
through  it,  composed  a  sequestrial  mass.  This  mass  was  removed. 
Cholesteatomatous  masses  were  also  found.  The  malleus  and  incus 
and  the  facial  nerve  were  not  seen.  They  had  evidently  been  de- 
stroyed by  the  suppurative  process.  The  stapes  was  in  position. 
After  the  exenteration  of  the  remaining  necrotic  cells,  the  Eustach- 
ian tube  was  cauterized  with  phenol.  The  posteriol  cartilaginous 
canal  was  divided  and  the  flaps  made  in  the  usual  way.  The  ne- 
crotic soft  parts  over  the  mastoid  were  removed.  The  field  was 
cauterized  with  phenol.  The  skin  over  the  posterior  portion  of  the 
mastoid  was  dissected  up  in  order  to  secure  approximation.  The 
mastoid  cavity  was  packed  with  three  small  pieces  of  iodoform  gauze 
and  allowed  to  drain  through  the  auditory  meatus.  The  wound  was 
closed  posteriorly  with  a  row  of  deep  interrupted  cat  gut  sutures 
and  then  by  a  row  of  linen,  through  and  through  sutures.  The  or- 
dinary mastoid  dressings  were  applied  and  the  patient  was  returned 
to  the  ward,  where  she  received  supportive  treatment. 

August  7.  Laboratory  reports  of  the  cultures  taken  from  the  ear, 
at  the  time  of  the  operation,  showed  micrococcus  aureaus  and  albus 
and  haciilus  pyocyaneous.  The  \\'assermann  and  Widal  reactions 
were  negative.  . 

The  blood  examination  showed  a  slight  leucocytosis  and  hemo- 
globin 60  per  cent. 

The  linen  stitches  were  removed  four  days  after  the  operation. 
The  wound  was  clean  and  healing  by  first  intention. 

Eighteen  days  after  the  operation  an  examination  of  the  thorax 
revealed  a  larger  area  of  dullness-.  Fine  crackling  rales  were  heard 
on  deep  inspiration.  A  suppressed  cough  was  present  but  there 
was  no  complaint  of  pain. 

On  August  27,  a  vaginal  discharge  was  detected  by  the  nurse. 
Microscopic  examination  showed  Gram  negative  intracellular  dip- 
lococci.  The  patient  was  isolated  at  once.  At  this  time  there  were 
superficial   areas  of  ulceration  on  the  neck  and  on  the  right  ear. 
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Smears  made  from  these  lesion  revealed  micrococci  but  no  tubercle 
bacilli. 

September  i.  X-ray  report :  The  heart  is  somewhat  enlarged 
and  considerably  displaced  to  the  left.  There  seem  to  be  adhesions 
between  the  parietal  pleura  and  the  pericardium. 

September  4.  One  month  after  the  mastoid  operation,  the  cer- 
vical adenitis  became  extensive  and  had  evidently  b^-oken  down. 
After  evacuation  of  the  pus,  the  temperature  gradually  returned  to 
normal  and  recovery  was  then  uninterrupted.  The  patient  was  dis- 
charged November  19,  1915. 

This  case  is  of  special  interest  for  the  following  reasons : 

1.  Because  of  the  preservation  of  the  stapes  and  the  remarkable 
resistance  of  the  labyrinth  to  the  prolonged  infection  which  caused 
so  much  destruction  of  the  surrounding  tissues. 

2.  Because  the  facial  nerve  did  not  become  involved  until  the 
ear  had  discharged  continuously  for  more  than  one  year. 

3.  Because  the  vaginal  infection  is  unusual. 

4.  The  heart  and  lung  conditions  existed  at  the  time  of  admis- 
sion. 

5.  While  the  temperature  was  highest  and  the  pulse  the  most 
frequent,  there  was  present  a  distinct  cervical,  glandular,  suppura- 
tive process. 

6.  The  bronchopneumonia  and  the  heart  lesion  were  apparently 
not  unfavorably  affected  by  the  administration  of  ether. 

7.  The  fortunate  external  rupture  prevented  possible  intra- 
cranial complications. 

8.  The  facial  paralysis  and  the  consequent  disfigurement  will  be 
constant  reminders  of  the  evils  of  procrastination. 

Case  2.     Samuel  D.,  seen  in  consultation,  April  24,  1915. 

The  patient  was  18  months  old  and  suffering  from  a  bilateral 
bronchopneumonia  and  meningitis.  There  was  a  history  of  dis- 
charge from  the  left  ear  since  the  last  six  months. 

The  temperature  was  105,  pulse  160,  respiration  65.  Body  in 
opisthotonos ;  eyes  rolled  far  up  and  the  pupils  only  partially  visible. 

An  examination  of  the  right  ear  had  not  been  made.  It  pre- 
sented a  red,  bulging  tympanic  membrane,  which  was  immediately 
incised  under  local  anesthesia.  Pus  fairly  squirted  out  of  the  audi- 
tory canal. 

Twelve  hours  later  the  temperature  had  fallen  to  103°.  During 
the  following  night,  however,  it  had  again  risen  to  104°.  Simple 
bilateral  mastoid  operation  was  advised  in  spite  of  the  presence  of 
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the  double  bronchopneumonia,  in  order  to  prevent,  if  possible,  the 
meningitis  from  becoming  septic. 

On  admission  to  the  Jefferson  Hospital,  where  she  was  then  sent, 
the  temperature  was  1U4.8°,  pulse  IGO,  respiration  26. 

When  brought  into  the  operating  room,  the  patient  was  in  a 
moribund  condition.  There  was  a  thick  mucoid  exudation  on  the 
eyes.     The  face  was  ashen  and  the  appearance  cadaveric. 

Oxygen  and  restoratives  were  administered.  The  right  mastoid 
when  opened  was  found  filled  with  pus  under  pressure.  After 
complete  exenteration  of  the  mastoid  cells  a  communication  was 
established  through  the  tympanum  and  the  external  auditory  canal. 
The  mastoid  cavity  was  packed  with  iodoform  gauze,  freely  drained 
and  closed  with  interrupted  linen  sutures. 

The  left  mastoid  was  opened  and  found  full  of  granulations. 
There  was  an  erosion  through  tlie  tegmen  antri  leading  to  the  middle 
fossa  of  the  skull,  where  an  extradural  abscess  was  found. 

A  complete  exenteration  of  the  necrotic  mastoid  cells  was  made 
and  a  communication  was  established  between  the  tympanum  and 
the  auditory  canal.  The  wound  was  dressed  similarly  to  that  of 
the  other  side. 

Very  little  ether  was  required  because  of  the  patient's  comatose 
state.  Realizing  that  time  was  an  important  factor,  only  twenty- 
four  minutes  were  consumed  in  the  operating  room.  Reaction  was 
slow.  Oxygen  was  administered,  heart  stimulants  given  and  arti- 
ficial heat  applied.  On  the  following  day,  the  patient  was  sent  to 
the  roof  garden  for  open  air  treatment  of  the  pneumonia.  An  im- 
provement was  noted  at  the  end  of  forty-eight  hours. 

The  dressings  were  changed  daily. 

Two  weeks  after  the  operation,  a  small  abscess  on  the  left  arm 
was  opened  by  the  resident  physician,  after  which  the  temperature 
became  normal  and  progress  toward  recovery  went  on  rapidly. 

The  patient  was  discharged  one  month  after  the  operation. 

Some  of  the  interesting  facts  of  this  case  follow :  Double  broncho- 
pneumonia concurrent  with  bilateral  mastoiditis  terminated  in  re- 
covery, only  in  a  few  reported  instances. 

The  meningitis  was  fortunately  circumscribed  and  was  not  puru- 
lent as  the  examination  of  the  spinal  fluid,  one  day  after  the  op- 
eration, showed. 

The  case  teaches  the  importance  of  examining  both  ears.  In  this 
patient  the  right  one  had  been  overlooked. 

The  value  of  rapidity  of  operation  on  cases  of  this  serious  char- 
acter cannot  be  overestimated. 


11)2  khelek:  mastoid  disease. 

No  matter  how  hopeless  the  patient,  suffering  from  middle  ear 
disease  with  mastoiditis  may  appear  to  be,  and  no  matter  what  com- 
plications may  be  present,  it  would  seem  from  this  case,  that  it  is 
good  surgery  to  operate  and  to  relieve  the  pressure  as  soon  as  pos- 
sible. 

I  wish  to  express  my  thanks  for  the  aid  given  to  me  by  the  Jef- 
ferson Hospital  laboratories  and  by  my  colleagues. 
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FRACTURE  OF  THE  TYMPANIC  PLATE  OF  THE 
TEMPORAL  BONE.* 

Dr.  J.  Clarence  Keeler,  Philadelphia,  Pa. 

Fractures  of  the  tympanic  plate  of  the  temporal  bone  are  so  rare 
that  many  of  the  leading  text  books  either  on  surgery  or  on  otolog}' 
fail  to  mention  the  condition. 

This  fracture  occurs  as  result  of  indirect  force,  the  condyle  of  the 
mandible  being  driven  backward  with  great  force  against  that  por- 
tion of  the  posterior  wall  of  the  glenoid  fossa,  which  forms  the  an- 
terior wall  of  the  bony  auditory  meatus. 

Warren  and  Gould^  describe  a  case  in  which  a  blow  on  the  point 
of  the  chin  fractured  the  anterior  walls  of  both  right  and  left 
meatuses,  closing  each  meatus  about  one-half. 

Similar  cases  are  reported  by  Schwartz-  and  Beach^.  Boyer  de- 
scribes a  case  in  which  the  condyle  of  the  mandible  was  driven 
through  the  meatus  into  the  middle  fossa  of  the  skull. 

Kerrison  reports  the  case  of  a  young  lady,  who,  while  falling  in 
a  faint,  struck  her  chin  and  fractured  the  left  tympanic  plate  by 
the  indirect  force.  There  was  bleeding  from  the  left  ear  with  in- 
flammation, but  without  rupture  of  the  tympanic  membrane.  There 

♦Read  before  the  Philadelphia  I.ai  yng-olog'ical  Society.  February  1,  1916. 
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was  no  impairment  of  hearing.  There  was  a  Unear  laceration  along 
the  floor  of  the  bony  canal  without  involvement  of  the  deeper  por- 
tion of  the  bone. 

In  33  cases  of  fracture  of  the  walls  of  the  meatus,  of  the  superior 
and  posterior  as  well  as  of  the  anterior  wall,  fifteen  were  due  to 
violence  on  the  chin  or  on  the  ramus  of  the  mandible. 

The  case  presented  is  M.  W.,  a  girl,  age  17,  who  was  thrown  from 
a  motorcycle  in  July,  1914,  landing  on  her  chin.  She  regained 
consciousness  twenty-four  hours  later  and  complained  of  intense 
occipital  pain,  worse  when  in  the  supine  and  lessened  when  assum- 
ing a  semi-recumbent  posture.  She  was  unable  to  sit  up,  unas- 
sisted until  after  two  weeks  or  to  stand  alone  until  after  three 
weeks.  The  mandible  was  fractured  at  the  symphisis.  The  two 
right,  upper,  incisor  teeth  Were  broken.  There  was  bleeding  from 
the  left  ear  for  forty-eight  hours,  at  first  profuse,  then  gradually 
subsiding.  Five  weeks  after  the  accident  the  patient  applied  for 
treatment  at  the  ear  dispensary  of  the  Jefferson  Hospital.  There 
was  pus  in  the  left  auditory  canal.  The  tympanic  membrane  was 
lacerated.  There  was  an  irregular,  inflamed  elevation  on  the  floor 
of  the  canal,  obstructing  half  its  lumen.  The  right  ear  appeared 
normal.  There  was  distressing  tinnitus  and  loss  of  aerial  conduc- 
tion.   A\'eber's  test  to  the  injured  side. 

The  patient  has  recovered  from  the  middle  ear  infection  and 
her  hearing  is  restored.  The  x-ray  plates  show  the  fracture  at  the 
symphisis,  the  broken  teeth,  a  fracture  of  the  left  condyle  of  the 
mandible  and  a  fracture  of  the  tympanic  plate  of  the  temporal  bone 
with  upward  displacement. 

2o-i  South  Sixteenth  Street. 


Chronic  Multiple  Arthritis,  'Due  to  Bacillus  Mucosus.  George 
F.  Dick,  Jour.  Amer.  Med.  Assn.,  Feb.  24,  1917. 

Two  cases  of  chronic  multiple  arthritis  have  been  described 
which  resemble  each  other  in  every  way.  From  the  throats  of  both 
these  patients  there  were  isolated  bacilli  of  the  same  group  of 
Perkins"  classification  of  B.  mucosus. 

On  intravenous  injections  into  rabbits,  the  bacilli  constantly  pro- 
duced an  experimental  arthritis  which  varied  from  an  acute  hemor- 
rhagic inflammation  to  a  chronic  deforming  arthritis.  Ed. 
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PERORAL  ENDOSCOPY  AND  LARYNGEAL  SURGERY. 


Dr.   Chevalier  Jacksox,   Philadelphia,  Pa. 


TONSILLOSCOPY. 

The  newest  form  of  peroral  endoscopy  is  tonsilloscopy.  While 
the  tonsil  was  the  first  studied  of  all  the  tissues  within  the  sphere 
of  the  rhino-laryngologist,  yet  there  has  always  been  a  vagueness  in 
the  mind  of  most  of  us,  clinically,  as  to  what,  in  certain  border  line 
cases,  constituted  disease  considered  apart  from  mere  size.  It  has 
been  no  uncommon  thing  in  a  border  line  case  for  one  competent 
man  to  state  that  the  pair  of  tonsils  in  question  were  diseased  and 
should  be  removed ;  while  another  man,  equally  well  trained,  w'ould 
as  firmly  insist  that  the  tonsils  were  practically  normal.  Such  are 
the  results  of  surface  inspection.  Histological  studies  have  been 
extensive ;  but  biopsy  is  of  limited  usefulness.  What  has  been  most 
needed  is  a  means  of  examination  of  the  interior  of  the  living  ton- 
sil. Hence  it  is  interesting  to  note  that  a  new  and  promising  field 
for  such  clinical  study  has  been  discovered  and  developed  by  the 
ingenuit}'^  of  Dr.  Thomas  R.  French.*  The  tonsil  is  examined,  in 
situ  in  the  living  by  the  transmitted  light  of  a  pair  of  small  electric 
lamps  that  are  placed  behind  the  tonsil.  The  tonsilloscopic  tube 
carr}ang  in  its  proximal  end  a  lens  of  from  five  to  eight  diopters, 
according  to  the  visual  needs  of  the  tonsilloscopist,  is  placed  against 
the  anterior  surface  of  the  transilluminated  tonsil.  It  would  be  a 
great  injustice  to  the  new  method  to  attempt  here  to  epitomize  the 
various  appearances  seen  in  disease  as  contrasted  with  those  of 
health.  The  matter  is  too  important  to  risk  misrepresentation. 
Everyone  should  read  the  description  in  full  as  written  by  the 
author,  and  should  then  educate  his  eye  to  the  perception  of  the  dis- 
tinct differences  between  health  and  the  various  phases  of  disease. 
Fortunately  this  is  very  readily  done  by  Dr.  French's  method  of 
"external  tonsilloscopy."  After  removal  tonsils  are  examined  by  the 
external  tonsilloscope  and  the  appearances  compared  with  the  sub- 
sequent tissue  examination.  Everyone  is  not  blessed  with  the  deli- 
cate sense  of  artistic  color  perception  possessed  by  Dr.  French ;  but 
anyone  can  educate  his  eye  to  perception  of  the  diflferences  between 
the  normal  and  abnormal  tonsilloscopic  appearances.  These  have 
been  codified  by  Dr.  French  into  six  classes.  In  addition  to  a  de- 
scription of  the  technic  of  tonsilloscopy  he  gives,  from  the  study  of 
the  tonsil  in  333  cases,  interesting  data  that  are  invaluable  to  all 
who  have  to  deal  with  tonsils. 


*The   TonsUloscope,   by  Dr.   Thomas   R.   French,   New   York  Medical   Jour- 
nal, May  20.  1916. 
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The  President,  Dr.  S.  MacCuen  Smith,  Philadelphia,  Presiding. 
(Continued  from  page  144.) 
"This  necessitates  the  classification  of  sound  to  the  region  of  the 
tympanic  cuspoid.  For  example:  Let  us  assume  that  C  (256)  affects  the 
drum  near  the  periphery,  while  C  (512)  affects  it  near  the  center.  Then 
any  sound  having  a  vibratory  frequency  between  256  and  512  will  affect 
the  drum  at  some  point  between.  The  sounds  recorded  on  the  drum 
are  annular  but  not  circular,  since  the  drum  is  eccentric.  It  follows  then 
that  all  the  sound  which  the  ear  is  capable  of  recording  must  be  recorded 
between  the  periphery  and  the  vertex  at  certain  definite  points. 

"In  other  words,  each  portion  of  the  drum  responds  to  a  certain  rate 
of  vibration  which  is  transmitted  to  the  middle  ear  by  the  ossicles. 

"Thus  any   injury  to  the  periphery   of  the  tympanum  would   tend  to 

cause  a  deficiency  in  recording  the  vibration  corresponding  to  the  portion. 

"According  to  Dr.  W.  Sohier  Bryant,  of  New  York,  the  average  'compass 

of  sound  conception'  in  the  human  being  is  between  28  single  vibrations 

per  second  and  100,000  single  vibrations  "per  second. 

"Now  if  a  straight  line  be  drawn  from  the  vertex  to  the  periphery  of 
the  tympanum,  and  this  line  be  measured,  he  can  mathematically  de- 
termine the  space  given  to  each  separate  sound  upon  the  drum.  This  may 
seem  impractical,  but  it  is  given  to  introduce  the  following  dependent 
discussion. 

R — Range. 

H — Highest  sound  capable  of  being  perceived. 
L — Lowest  sound  capable  of  being  perceived. 
D — Distance  from  drum  vertex  to  periphery,  .5625  cm. 
X — Distance  devoted  to  each  particular  sound. 
X — Frequency  of  vibration  of  the  note  in  question. 
"X  is  destined  to  be  very  small  distance  because  of  the  large  number 
of  sounds  which  have  to  be  accommodated  in  a  small  distance. 

"In  a  similar  manner  the  exact  position  of  X  can  be  determined  on  the 
line  from  the  simple  proper  form  (H — MX — M)  where  M  is  the  distance 
along  D  measured  from  the  vertex  of  the  cuspoid  drum. 

"By  being  able  to  produce  a  sound  of  any  pitch  and  intensity  or  key 
which  can  be  accurately  measured,  why  is  it  not  possible  to  determine 
just  what  portion  of  the  cochlea  is  not  functionating  or  responding? 

"It  will  be  in  the  middle  of  the  spiral  of  the  cochlea  if  sound  fails  in 
the  normal  octave  that  we  hear.  In  the  upper  portion  of  above  the 
recognized  octave.     Or  in  the  vestibule  if  there  is  a  lack  of  balance.     I 
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have  just  asked  the  question  of  all  present  who  have  done  lumljar  punc- 
tures if  they  have  ever  observed  epilepsy  later,  as  I  have  heard  of  its 
cure. 

"As  we  know,  epilepsy  is  a  falling  sickness  and  is  accompanied  by  an 
aura  of  violet  to  blue  and  sometimes  other  colors.  Is  there  not,  then,  an 
axis  depending  upon  the  spinal  and  arachnoid  fluid  and  its  bipolar  rela- 
tion to  the  parilymph  and  endolymph  to  be  determined  and  recognized  in 
the  disturbances  of  epilepsy?  By  more  specific  study  a  possible  cure 
could  be  established  even  to  such  remote  procedure  as  a  removal  or  re- 
arrangement of  a  utricle  ot  saccule. 

"Furthermore,  as  I  have  been  able  to  establish  a  seven-fold  pathway 
for  voice  which  is  heard  by  the  ear,  hence  by  recognizing  the  factors  new 
diagnostic  methods  of  great  value  can  be  established  by  those  who  use 
human  ears  and  human  voices  as  their  standard,  which,  as  Dr.  Harris 
says,  is  at  present  the  best  guide. 

"Regarding  the  statement  that  hearing  reduced  1/30  of  the  normal, 
the  auditory  center  receives  only  1/3  of  the  normal  impulses  I  believe  is 
misdirected. 

"Let  us  take,  for  example,  the  pyramid  of  the  nasal  chamber  on  one 
side.  This  pyramid  is  divided  into  three  small  pyramids  by  the  tur- 
binate bones.  Thus  we  have  twelve  functionating  surfaces  instead  of 
three.  So,  too,  the  oral  cavity  being  one  chamber  on  a  double  pyramid 
is  divided  into  twelve  surfaces  by  the  tongue  and  palate. 

"It  is  not  reasonable,  then,  to  assume  that  the  tympanum  can  be 
divided  into  1/12.  Last,  each  ossicle  may  represent  the  hypothenuse  of  a 
Pythagorean  triangle,  acting  in  such  a  case  as  a  lever  with  the  ratio  3,  4, 
and  5,  hence  each  ossicle  would  represent  a  conducting  power  of  1/5  or 
a  total  of  3/5.  Hence  we  have  a  series  of  possible  combinations  of 
twelfths  and  fifths,  depending  upon  the  extent  of  the  loss  of  function. 

"Pneumo-massage,  if  properly  administered,  tends  to  act  as  a  circula- 
tory stimulant  by  increasing  or  decreasing  the  rate  of  blood-flow  by  its 
action  through  the  pressure  on  the  vessel  walls.  Also  the  general  circula- 
tion of  the  head  seems  to  be  toned  up. 

"As  a  suitable  instrument  for  testing  the  ears,  in  view  of  the  fact  that 
different  parts  of  the  drum  are  affected  in  different  places,  tests  for  deaf- 
ness must  be  made  accordingly. 

"It  has  been  one  of  my  contentions  on  every  side  that  a  method  of 
standardization  must  be  resorted  to  before  we  are  able  to  really  approach 
any  goal  of  perfection,  especially  any  phenomena  connected  with  human 
voice  and  ear. 

"Most  of  the  ear  tests  in  use  to-day  are  very  poorly  suited  for  the 
human  ear.  A  test  should  be  made  by  a  machine  or  instrument  capable 
of  producing  continued  sound  or  sounds,  either  simple  or  compound,  of 
any  desired  amplitude  or  frequency.  The  machine  must  be  capable  of 
producing  sounds  of  different  pitches  or  volumes  in  rapid  succession. 
Such  a  machine  should  come  as  near  the  human  voice  as  possible.  It 
would  make  a  better  testing  machine  than  the  human  voice,  as  the 
human  voice  suffers  fatigue,  etc.,  all  of  which  might  alter  pitch,  power,  or 
resonance,  or  all  three. 

"The  modern  tests  of  Rinne,  Galton,  etc.,  all  fail  to  fulfill  some  part 
of  the  requirements.     In  the  Galton  whistle  the  sound  is  not  continued  nor 


SOCIETY  PROCEEDINGS.  197 

can  it  be  controlled  as  it  should.  In  tuning-fork  tests  the  amplitude  of 
the  fork  varies  with  the  operators  because  no  two  operators  strike  the 
fork  alike,  nor  does  the  same  operator  strike  it  always  with  the  same 
force.     Similar  objections  are  to  be  had  with  most  other  tests. 

"1  have  invented  an  electric  sound-producing  system  which  I  believe 
satisfies  all  the  requirements  set  forth  by  Dr.  Harris  for  a  mechanical 
device.    It  is  a  useful  and  accurate  method  of  testing  as  I  have  found. 

"By  varying  the  resistance  of  the  capacities  of  the  condensers  on  the 
circuit  any  desired  pitch  may  be  obtained.  By  using  variable  condensers 
notes  are  easily  obtained.  The  intensity  can  be  varied  rapidly  by  altering 
the  current.  Notes  of  any  desired  frequency  and  amplitude  may  be  pro- 
duced as  rapidly  as  desired.  Its  pitch  is  controlled  by  condensers  while 
its  volume  is  electrically  controlled  by  a  rheostat.  A  constant  supply  of 
current  makes  its  operation  continuous.  The  pitch  may  be  altered  to 
suit  any  special  case  by  merely  changing  the  capacity  of  the  condensers. 
It  is  of  a  modern  type  and  arranged  like  a  piano,  the  number  of  keys 
may  be  increased  up  to  as  many  octaves  as  desired,  equal  to  the  range 
of  the  voice. 

"I  have  had  a  device  designed  by  a  well-known  musical  instrument 
concern  to  produce  sounds  and  the  corresponding  color  to  be  used  both  in 
auditory  re-education  and  auditory  testing.  Owing  to  expense  and  com- 
plexity of  the  machine  it  was  discontinued.  Instead,  the  audion  device 
was  used  with  unusual  success.  The  audion  has  not  as  yet  reached  its 
completeness  for  by  a  change  in  filament  I  have  succeeded  in  producing 
a  three-fold  amplification.  This  allows  an  increase  in  intensity  or  volume 
for  testing  the  ears  of  the  deaf.  This  machine  is  in  working  order  at  the 
present  time. 

"In  closing  this  paper  1  wish  to  cite  the  advantages  of  Meyer-Rowan 
machine  over  the  Maurice  from  my  i)ersonal  observations  and  e.xperience. 

"The  Meyer-Rowan  is  the  only  machine  which  conveys  the  blow  of 
the  same  impulse  as  nature  dictates,  using  all  fundamental  tones. 

"While  the  vibrations  produced  by  the  Maurice  machine  are  dissonant 
and  do  not  convey  the  distinct  sound-taps  to  the  eardrum  which  can  be 
regulated  at  will  by  the  Meyer-Rowan  machine. 

"The  practicability  of  treatment  is  indicated  by  the  fact  that  every 
patient  treated  has  been  benefited,  inasmuch  as  the  hearing  distance  has 
increased  10  per  cent  to  90  per  cent,  and  in  occasional  cases  restored  to 
normal. 

"In  cases  where  the  patients  have  taken  the  required  number  of  treat- 
ments I  can  safely  state  improvement  in  hearing  has  been  over  50  per  cent. 

"The  failure  in  obtaining  results  by  the  use  of  the  Meyer-Rowan  machine 
is  due  either  to  a  lack  of  knowledge  of  the  possibilities  of  the  apparatus 
or  their  proper  application.  I  have  now  five  hundred  and  three  detailed 
reports  in  my  hands  of  legitimate  cases  from  which  these  conclusions 
have  been  drawn  which  I  can  supply  to  you  should  you  so  desire,  showing 
quite  decidedly  the  good  results  produced  by  instrumentation  and  dac- 
tylization  in  its  beneficent  action  in  auditory  re-education." 

Dk.  ]Max  a.  Goldstein,  St.  Louis,  Mo.,  approached  the  subject  from 
another  physics  point  of  view.  Tyndall  had  said  that  light,  heat,  sound 
and  electricity  are  all  modifications  of  the  same  wave  of  motion;  also, 
that  all  the  special  senses  are  modifications  of  the  sense  of  touch.     All 
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the  instruments  for  the  re-education  of  hearing,  which  were  simply 
modifications  of  regulated  sound-producers,  were  but  means  of  conveying 
tactile  sense  impressions  to  the  ear  which  was  temporarily  impaired  in 
some  way.  Whether  impaired  by  otosclerosis  or  some  other  affection,  the 
mechanical  principle  involved  was  not  changed, — it  simply  meant  mechan- 
ical stimulation  of  tli,e  auditory  nerve  which  has  been  temporarily  im- 
paired. If  some  mechanical  machinery  were  required  for  the  re-education 
of  the  auditory  nerve,  why  not  go  further  and  say  that  the  best  instrument 
for  this  purpose  is  the  human  voice?  That  was  the  principle  which 
Urbantschitsch  employed.  Seventeen  years  ago  the  speaker  had  pre- 
sented, before  the  American  Academy  of  Ophthalmelogy  and  Oto-Laryn- 
gology,  in  St.  Louis,  some  children  who  had  been  treated  in  this  way. 
After  all,  it  was  just  as  much  the  responsibility  of  the  otologist  to 
perfect  the  method  in  this  regard  as  to  perfect  the  technic  in  pathology 
or  surgery.  Dr.  Harris  had  touched  upon  one  class  of  cases — those  who, 
from  otosclerosis  or  other  disease,  had  become  socially  defunct  individuals, 
— in  which  his  own  experience  was  very  unsatisfactory.  The  result 
could  not  be  maintained  unless  the  stimulation  of  the  auditory  nerve 
was  continued.  In  cases  in  which  auditory  nerve  deafness  had  been 
determined,  patients  had  taken  up  speech-reading,  substituting  the  sense 
of  sight  for  the  auditory  sense.  He  cited  the  case  of  a  little  girl  of 
eight,  who,  by  actual  functional  tests,  was  proved  to  be  absolutely  deaf. 
According  to  the  parents,  the  child  was  born  deaf,  and  this  was  borne 
out  by  the  tests.  Apparently  the  child  could  hear  a  and  o  at  a  distance 
of  about  one  foot,  but  she  could  not  distinguish  between  the  letters.  That 
child  had  been  trained,  and  had  reached  her  second  year  of  oral  work. 
As  soon  as  the  child  had  learned  to  correlate  the  relations  of  the  spoken 
word  to  the  idea  or  sentiment  which  the  idea  expressed,  he  began  his 
education — not  re-education,  for  she  had  never  had  any  education  before. 
She  could  not  carry  on  conversation  in  sentences  which  embrace  a  vo- 
cabulary of  about  four  hundred  words.  He  cited  another  case  of  a  little 
girl  who  lost  her  hearing  from  scarlet  fever,  also,  of  course,  losing  her 
speech.  She  was  now  seven  years  old,  and  following  a  recent  attack  of 
measles,  had  regained  her  speech  and  hearing.  This  was  probably  due 
to  some  stimulation  to  the  auditory  nerves  furnished  by  the  measles. 
He  emphasized  the  importance  of  the  trained  otologist  carrying  on  this 
work  in  connection  with  the  trained,  paid  teacher. 

Dk.  Robert  Clyde  Lynch,  New  Orleans,  La.,  had  made  no  attempt  at 
re-education,  his  experience  being  limited  to  the  use  of  the  Meyer-Rowan 
instrument,  in  a  practical  way,  in  his  office,  during  the  past  three  years. 
He  had  been  pessimistic  ever  since  the  instrument  was  first  brought  into 
his  office,  and  was  frank  to  say  that  he  was  still  uncertain.  He  had  used 
it  in  two  or  three  hundred  cases,  and  had  accomplished  results  which 
could  not  have  been  obtained  with  the  ordinary  Politzer  bag  pneumo- 
massage.  He  had  used  it  in  some  cases  in  which  he  failed  to  note  improve- 
ment. According  to  the  statements  of  the  patients,  bells  and  other  sounds 
could  be  heard  which  they  had  not  been  able  to  hear  before.  Oto-sclerosis 
patients  had  not  improved  at  all  during  three  years  of  treatment,  there 
being  no  appreciable  increase  or  decrease  of  the  deafness.  Two  of  these 
patients  had  been  through  typhoid  fever,  one  through  low-grade  malaria, 
with  the  chronic  use  of  quinine  (small  doses  over  a  long  period),  without 
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any  increase  in  the  deafness.  Some  had  been  benefited  by  out-of-doors 
exercise.  The  vibrations  with  this  instrument  were  passed  through  the 
Eustachian  tube.  The  catheter  was  placed  in  the  Eustachian  tube  so  that 
the  vibrations  of  air  would  be  transmitted  direct  to  the  middle  ear  and 
membran  secundaria.  This  sonorous  tone  can  then  be  heard  in  a  diag- 
nostic tube.  Only  one  vibrating  drum  should  be  used  at  the  time.  If 
two  or  three  vibrations  were  used  at  the  same  time  there  would  be  a 
confusion  of  tones,  with  no  resulting  good.  The  vibrations  were  used 
through  the  tube  for  from  one-half  to  one  minute,  another  tone  then  being 
used  for  the  same  length  of  time.  He  had  his  patients  come  from  these 
treatments  twice  a  week  for  at  least  six  Aveeks.  If  there  was  any  reason, 
in  an  increase  of  hearing,  for  the  continuance  of  the  treatment,  they 
should  come  for  a  longer  time. 

He  had  derived  a  great  deal  of  pleasure  out  of  the  instrument  because 
of  the  relief  of  tinnitus  which  it  had  afiforded  to  many  patients,  some  of 
whom  avowed  their  willingness  to  be  deaf  if  only  the  "noises"  could  be 
stopped.  In  many  cases  the  tinnitus  had  stopped,  or  had  become  modified 
in  tone  or  degree  of  intensity,  the  patients  remaining  in  that  condition.  In 
some  cases  there  was  no  change  whatever.  He  did  not  use  the  to-and-fro 
air  massage,  as  he  believed  that  the  vibration  of  the  air  and  tone  massage 
bear  no  relation  to  each  other,  except  that  they  come  from  the  same 
source.  The  number  of  vibrations  producing  the  tone  must  bear  a  definite 
relation  to  the  air  starting  the  vibrations,  and  in  that  way  they  must  be 
synchronous.  If  he  began  to  note  improvement  in  hearing  in  cases  of 
supposed  otosclerosis,  he  began  to  doubt  his  diagnosis.  In  cases  of  the 
catarrhal  type,  improvement  was  noted  in  a  shorter  time,  with  greater 
comfort  to  the  patient,  and  the  ear  returned  more  nearly  to  its  normal 
state  than  in  other  plans  of  treatment.  The  use  of  the  instrument  un- 
doubtedly increased  the  patulousness  of  the  Eustachian  tube  more  than 
the  use  of  the  catheter  in  the  ordinary  way.  He  considered  the  apparatus 
purely  a  massage  apparatus,  having  none  of  the  principal  tone  variation 
required  for  re-education. 

Dr.  E.  B.  Dexch,  New  York  City,  was  glad  to  see  an  otologist  of  Dr. 
Harris'  standing  and  as  careful  as  he  is,  take  up  this  matter  of  auditory 
re-education.  He  was  familiar  with  the  three  types  of  instruments.  The 
first  Ziind-Bourget  apparatus  brought  into  this  country  was  imported  by  a 
patient  of  his,  who  derived  absolutely  no  benefit  from  its  use.  He  had 
not  \ised  the  Marage  apparatus,  but  Lake,  of  London,  advocated  it.  One 
of  the  Meyer-Rowan  instruments  had  been  tried  in  his  clinic,  with  no 
results  whatever.  The  firm  that  handled  the  apparatus  was  so  convinced 
that  it  was  of  no  use  that  they  removed  it.  Undoubtedly  instruments  of 
the  character  of  those  under  discussion,  improperly  used,  could  increase 
tinnitus. 

Dr.  George  L.  Richards,  Fall  River,  ]\Iass.,  had  read  Dr.  Hubby's  papers, 
and  had  had  the  instrument  tried  out  on  himself.  He  had  asked  Dr. 
Hubby  if  he  was  still  of  the  opinion  expressed  in  the  two  papers,  to 
which  a  negative  reply  was  given.  The  speaker  had  one  of  the  first  [Meyer- 
Rowan  instruments.  Some  of  his  patients  thought  they  were  improved 
by  it,  but  he  thought  it  largely  a  psychological  matter.  He  had  tried  an 
apparatus  put  out  by  the  Victor  people,  but  without  results.  He  was  of 
the  opinion  that  Dr.  INIiller  and  Dr.  Goldstein  were  on  the  right  line.    He 
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emphasized   strongly   the   importance   of   beginning  early   to   teach   these 
patients  lip-reading. 

Dii.  Harius.  in  closing  the  discussion,  said  his  thought  in  bringing  the 
subject  before  the  Society,  was  to  try  to  stimulate  interest  in  the  matter 
of  auditory  re-education.  He  thought  he  had  made  it  plain  that  he  was 
not  advocating  any  special  instrument.  He  was  thoroughly  convinced 
that  there  was  a  good  deal  in  the  physiology  of  this  matter.  His  patients 
had  been  very  carefully  tested,  not  by  subjective  tests.  He  had  had  con- 
siderable improvement  in  cases  of  otosclerosis,  the  patient  would  have  a 
cold,  and  the  hearing  would  be  worse.  With  the  Ziind-Bourget  instrument 
the  requirement  was  that  the  treatments  should  be  given  twice  a  day, 
which  was  manifestly  impossible.  The  human  voice  was  ideal,  but  its 
use  was  impracticable,  consequently  some  mechanical  apparatus  should 
take  its  place. 

Final    Report  on  the    Isolation    and    Cultivation   of  the   Tubercle   Bacillus 
from  the  Discharging  Ear  in  Cases  of  Chronic  Purulent  Otitis  Media. 
Dk.  Geuii.vkd  Hi'TCHixsox  CocK.s  and  Du.  Ja.mes  Gahfikld  Dwykh.  New 
York  City. 
Dk.  Gekiiaki)  Hutchi.xsox  Cocks  and  Dr.  James  Garfield  Dwyer,  New 
York   City,   presented  this   report.     Tuberculosis   may   effect   the  ear  pri- 
marily   or    secondarily,    according    to    their    findings.      Secondary    aural 
tuberculosis    may    complicate    pulmonary    tubercle,    or    may    result    from 
tuberculosis   of   the   glands,    intestines,    bones,    etc.      The   acute   form    or 
tubercular  otitis  is  characterized  clinically  by  its  rapid  onset;   the  occur- 
rence of  multiple  small   perforations  which   quickly   coalesce,    forming  a 
large  defect;  the  rapid  formation  of  granulations;  early  periotic  glandular 
involvement;   and  the  early  appearance  of  facial  paralysis.     The  chronic 
type  is  painless  in  its  onset,  protracted  in  course,  and  resistant  to  treat- 
ment.    Extensive  destruction  of  bone,  often  leading  to  facial  paralysis, 
is  extremely  characteristic  of  this  disease.     Rarely,  tubercles  appearing 
as  yellowish   spots  may  be   seen  through   the   semi-transparent  tympanic 
membrane. 

The  earlier  methods  employed  to  identify  aural  tuberculosis  are  stated, 
and  the  method  reported  by  the  writers  in  January,  191."),  for  isolating  and 
cultivating  the  tubercle  bacillus  from  discharging  ears  and  mastoid 
wounds,  is  given  in  detail.  This  method  was  based  upon  the  use  of  antl- 
formin,  which  destroys  all  the  common  pyogenic  organisms  except  the 
acid-fast  group.  It  is  assumed,  from  their  investigations,  that  the  cul- 
tural method  is  a  reliable,  accurate,  and  fairly  rapid  method  of  diagnosti- 
cating aural  tuberculosis,  and  one  which  should  prove  of  considerable 
value  in  the  l^urther  study  of  this  important  subject. 

Galvanic  Test  of  the  Internal  Ear.  Dr.  GEOuta;  W.  :M.vcKEXzn:,  Philadel- 
phia, Pa. 
Dr.  George  W.  MAtKENzn:,  Philadelphia,  Pa.,  in  this  communication, 
holds  that  of  the  three  known  methods  of  testing  the  functions  of  the 
non-acoustic  inner  ear — the  caloric,  the  rotational  and  the  galvanic — the 
first  two  are  applicable  to  the  semi-circular  canals  only,  while  the  last- 
named  is  applicable  not  only  to  the  canals,  but  also  to  the  cochlea.  There 
is  but  one  method  of  testing  the  eighth  nerve,  viz.,  the  galvanic.     The 
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galvanic,  therefore,  has  a  wider  scope  of  application  than  either  of  the 
other  two  methods,  or  than  both  combined. 

During  the  eight  years  which  have  elapsed  since  the  writer  published 
the  results  of  his  investigations  with  the  galvanic  method,  this  method 
has  been  employed  whenever  an  examination  called  for  a  test  of  semi- 
circular canal  function.  It  has  been  tried  repeatedly  when  the  patient 
was  too  sensitive  to  submit  to  the  caloric  or  to  the  rotational  tests. 

After  pointing  out  certain  limitations  and  inaccuracies  of  the  caloric 
and  rotational  tests.  Dr.  Mackenzie  considers  the  galvanic  test  from  the 
standpoint  of  accuracy.  In  making  this  test,  certain  essentials  are  re- 
quired: (1)  a  suitable  electrical  apparatus  with  clean  contact  points; 
(2)  even  more  important  is  an  accurate  milliamperemeter;  (3)  a  revers- 
ing switch  under  the  control  of  (4)  a  capable  assistant  who  controls 
polarity,  the  amount  of  current,  and  observes  the  milliamperemeter; 
(5)  two  electrodes,  one  about  two  inches  square  and  flat,  and  the  other 
a  small  ball  electrode  (about  a  quarter  of  an  inch  in  diameter  or 
smaller).  Both  electrodes  should  be  wrapped  snugly  in  moist  cotton  or 
gauze.  The  details  of  making  the  tests  are  given  in  the  paper,  and  the 
reactions  described. 

Among  the  cases  examined  and  recorded  are  normals;  deaf  mutes; 
one-sided  labyrinth  destruction;  acute  and  latent  labyrinth  suppuration; 
old  cases  of  plastic  labyrinthitis,  unilateral  and  bilateral;  recent  as  well 
as  old  cases  of  meningitis,  some  with  complete  and  other  with  partial 
loss  of  function;  hemorrhage  into  the  labyrinth;  fistulas  of  the  labyrinth; 
internal  auditory  canal  tumors;  herpes  zoster;  multiple  neuritis  of  the 
cranial  nerves;  early  and  late  syphilis  of  internal  ear  and  neiwe  skull 
fractures;  gunshot  wound  of  the  ear;  cases  with  middle  ear  catarrh; 
others  with  middle  ear  suppuration,  with  hyperemia  of  the  labyrinth. 

From  these  observations  it  is  concluded: 

(IJ  That  the  galvanic  test  is  more  accurate  than  the  caloric  or 
rotational  tests  in  determining  the  function  of  the  semi-circular  canals. 

(2)  That,  besides  being  more  accurate,  the  galvanic  test  is  the  least 
annoying  to  the  patient,  the  most  sensitive  and  the  easiest  to  control,  of 
the  labyrinthine  tests. 

(3)  That  the  galvanic  test  can  be  applied  as  a  unilateral  test  of  the 
semi-circular  canal  function  in  all  sorts  of  pathological  conditions. 

(4)  That  the  galvanic  test  is  applicable  to  cases  of  suspected  unilateral 
labyrinth  suppuration  with  obstruction  in  the  external  canal  where  the 
caloric  may  fail. 

(5)  That  the  galvanic  test  is  a  unilateral  quantitative  test  of  semi- 
circular canal  function,  which  is  a  distinct  advantage  over  the  rotational 
test,  the  latter  being,  at  best,  a  bilateral  test. 

(6)  That  the  galvanic  test  is  the  only  one  possessed  for  testing  the 
function  of  the  eighth  nerve  in  cases  of  neuritis  or  in  cases  of  secondary 
degeneration  following  destruction  of  the  inner  ear. 

(7)  That  the  galvanic  test  is  the  only  one  whereby  one  can  make  a 
differential  diagnosis  between  labyrintli  destruction,  pure  and  simple,  and 
eighth  nerve  neuritis. 

(8)  That  the  galvanic  test  is  the  only  test  available  for  determining 
the  progress  of  eighth  nerve  neuritis  whether  favorable  or  unfavorable. 
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DISCUSSIOX. 

Dr.  E.  B.  Bench,  New  York  City,  used  the  galvanic  test  as  a  routine 
method  of  examination  in  all  cases  where  there  was  a  possibility  of  either 
an  intracranial  or  a  labyrinthine  lesion.  He  had  used  it  in  the  early 
years  of  his  practice,  and  the  literature  of  the  subject  was  covered  in  his 
book.  He  had  found  from  six  to  eight  milliamperes  as  much  as  a  patient 
could  stand.  The  labyrinth  which  reacted  to  four  milliamperes,  as 
described  by  Dr.  Mackenzie,  was  pretty  close  to  a  hyperesthetic  labyrinth. 

Dr.  Mackenzie,  in  closing  the  discussion,  emphasized  that  the  nerve 
is  reactive  for  some  time  after  the  labyrinth  is  destroyed,  or  until  sec- 
ondary degeneration  occurs  in  the  nerve.  The  Galvanic  test  was  par- 
ticularly of  value  in  the  differentiation  of  labyrinthine  from  eighth  nerve 
jesions.  In  the  cases  of  pathologic  Irritation  of  the  labyrinth,  a  condition 
that  always  preceded  a  destructive  lesion,  the  Galvanic  test  afforded  an 
accurate  method  of  determining  the  fact,  and  put  one  on  guard,  so  to 
speak.  In  the  care  of  pathologic  irritative  lesion,  the  patient  had  a 
nystagmus  or  a  tendency  to  nystagmus  to  the  affected  side.  The  Galvanic 
test  with  the  kathode  to  the  affected  side  would  develop  a^  positive  re- 
action with  the  slightest  current.  The  more  pronounced  the  irritation, 
naturally  the  less  intensity  of  current  was  required.  These  facts  he  had 
brought  out  quite  strongly  in  the  paper.  He  was  afraid  Dr.  Friessner 
did  not  understand  the  points  which  he  had  tried  to  bring  out  in  the 
paper,  for  in  his  discussion  he  practically  corroborated  or  emphasized 
the  speaker's  own  arguments  for  the  alvanic  reaction,  especially  so 
where  he  (Dr.  Friessner)  mentioned  the  case  with  the  destroyed  labyrinth 
and  the  reactive  nerve.  A  case  with  large  polyps  which  hindered  one  in 
making  the  caloric  test  gave  especial  indication  for  the  use  of  the  Gal- 
vanic method.  He  recalled  instances  where  cold  water,  used  In  excessive 
amounts  to  produce  a  reaction,  had  failed,  and  the  Galvanic  test  had  given 
clear  findings,  and  without  any  distress  to  the  patient. 

In  experimental  work  with  deafmutes  and  in  everyday  private  practice, 
he  had  no  difficulty  in  getting  children  to  submit  to  the  examination  a 
second  and  third  time  when  they  refused  a  second  examination  by  turn- 
ing or  with  cold  water. 

One  important  essential  was  the  technic,  which  included  a  suitable 
apparatus,  with  accurate  milliamperemeter,  and  proper  electrode  well 
soaked  in  water. 

Concerning  the  reaction  obtained  by  Dr.  Dench,  it  was  not  uncommon 
for  one  in  his  earlier  experience  to  first  notice  a  reaction  with  six  milli- 
amperes, but  the  larger  one's  experience  and  the  more  carefully  the 
technic  was  carried  out,  the  less  current  was  required  before  the  reaction 
w^as  noted. 

He  regretted  that  time  did  not  permit  him  to  answer  all  the  questions 
raised  in  the  discussion. 

The  Disease  and  Surgery  of  the  Trifacial  Nerve.      Dr.  John  F.  Baknhill, 
Indianapolis,  Ind. 
(Published  in  the  December.  1916,  issue  of  The  Laryngoscope.; 

DISCUSSION. 

Dr.  William  H.  Haskix,  New  York  City,  had  never  seen  a  case  of  neu- 
ralgia in  which  a  cause  could  not  be  found  if  looked  for  with  sufficient 
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care,  and  if  one  knew  for  what  to  look.  Medical  men  generally  had  little 
knowledge  of  the  jaws  and  of  the  teeth,  and  of  the  affections  which  con- 
cern them.  Only  those  who  had  made  more  or  less  of  a  fad  of  this  sort 
of  thing  realized  what  a  variety  of  conditions  involve  the  teeth  and  jaws. 
He  did  not  rely  on  the  x-ray  entirely.  In  some  of  the  worst  cases  of 
systemic  infections  which  he  had  ever  seen  nothing  was  revealed  by  the 
x-ray  to  suggest  that  the  teeth  were  concerned  in  the  condition.  By 
tapping  on  each  tooth  with  a  metal  instrument  or  by  other  means  a 
tooth  could  often  be  found  which  was  less  sound  or  firm  in  its  socket 
than  it  should  be,  impaction  could  be  discovered,  or  perhaps  supernu- 
merary teeth  could  be  located. 

It  was  a  significant  fact  that  the  four  system  of  ganglia  concerned — the 
ciliary,  the  spheno-palatine,  the  gasserian,  and  the  otic — belonged  to  the 
posterior  spinal  group.  Another  significant  point  was  that  the  ganglion  of 
Ribes  is  the  only  single  ganglion  of  the  upper  sj^mpathetic  ganglion  sys- 
tem. Whether  that  had  anything  to  do  with  the  sympathetic  eye  condi- 
tions he  did  not  know.  He  had  a  collection  of  250  skulls,  and  he  had 
never  seen  a  skull  in  which  the  vidian  canal,  the  spheno-palatine  ganglion, 
and  the  foramen  rotundum  were  so  situated  that  one  could  make  an  in- 
jection into  them.  He  did  not  believe  it  possible  to  inject  the  ganglion 
through  the  nose. 

He  had  found  a  condition  in  the  sphenoid  sinus  in  some  of  the  skulls 
examined  which  might  account  for  pains — that  is,  a  stalactite  type  of 
bone,  with  probably  fifteen  or  twenty  spicules  of  bone  projecting  into  the 
sinus.  The  deeper  structures  of  the  bone  were  nearly  always  involved. 
Sluder  had  claimed  that  he  had  found  this  condition  without  any  pain. 
The  bone  was  always  very  thin,  and  such  a  condition  of  the  bone  in  the 
floor  of  the  sinus  was  very  apt  to  affect  the  sympathetic  nerve  as  it  passed 
through  the  vidian  canal.  The  nutrition  of  the  nerve  itself  was  dis- 
turbed. This  suggested  an  interesting  paper  by  Lernier,  of  Lyons,  in 
1900,  in  which  were  reported  28  long-standing  and  intractable  cases  in- 
volving the  lower  limbs  and  abdomen  and  the  face.  Seven  of  these  facial 
cases  were  absolutely  relieved  of  pain,  and  others  were  greatly  benefited, 
by  the  removal  of  the  superior  cervical  sympathetic  ganglion.  The  cure 
did  not  take  place  immediately  after  the  removal,  but  pain  continued  two 
or  three  weeks,  depending  upon  the  loss  of  nutrition. 

Many  of  these  neuralgic  cases  were  infectious  conditions,  in  the  speak- 
er's opinion,  and  if  energy  were  directed  to  the  discovery  of  the  infective 
foci  there  would  be  no  need  for  evulsion  operations.  The  infection  very 
frequently  arose  from  an  intestinal  toxemia,  from  malaria,  syphilis,  or 
any  anemic  condition. 

Dr.  Joseph  C.  Beck,  Chicago,  111.,  said  his  experience  was  in  keeping 
with  that  of  Dr.  Haskin.  .  He  also' thought  the  ear  was  a  causal  factor  in 
a  good  many  cases.  From  a  medico-legal  point  of  view  the  effect  upon  the 
eye  of  injections  into  the  ganglion  must  be  considered.  The  effect  upon 
the  cornea  was  especially  to  be  thought  of,  for  it  must  be  remembered 
that  there  had  been  a  number  of  cases  reported  of  absolute  destruction 
of  the  cornea,  either  from  secondary  infection  or  from  trophic  changes. 

With  regard  to  the  last-resort  gasserian  ganglion  operation,  he  was 
inclined  to  think  that  injection  through  the  foramen  ovale  would  give 
as  good  results  as  the  tremendous  operation  advocated  by  Gushing.     He 
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agreed  with  what  Gushing  had  said  at  the  Chicago  meeting  of  the  Clinical 
Congress  several  years  ago. 

The  trouble  was,  in  these  cases  of  nerve  resection,  that  the  nerve  had 
a  tendency  to  jump.  Murphy  had  endeavored  to  prevent  this  by  the 
implantation  of  some  substance,  such  as  cargile  membrane,  which  the 
nerve  could  not  penetrate. 

He  had  had  perhaps  250  cases  in  which  he  had  injected  through  the 
spheno-palatine  formen,  in  some  of  which  no  relief  had  been  obtained, 
while  in  others  the  method  had  been  successful.  He  asked  the  essayist 
what  was  meant  by  the  spheno-palatine  fissure.  The  nerve  could  be 
reached  much  further  back  than  by  going  through  the  orbital  foramen. 
He  followed  the  Treves  method  at  the  infra-dental  foramen. 

In  many  of  these  cases  if  one  referred  the  patient  to  a  dentist  the 
patient  would  be  referred  back  again  with  the  report  that  nothing  was  the 
matter  with  the  teeth.  However,  after  the  exclusion  of  the  teeth  and  all 
other  causes,  in  some  cases  pain  would  persist.  In  these  cases  he  was 
inclined  to  believe  it  was  "in  the  mind." 

Dk.  E.  M.  Holmks,  Boston,  Mass.,  following  up  Dr.  Haskin's  remarks, 
recalled  a  number  of  cases  in  which  all  the  teeth  had  been  removed  and 
yet  the  tic  douloureux  persisted.  He  could  not  say  that  there  were  no 
cicatrices.  He  had  had  cases  in  which  he  injected  ten  or  more  times, 
through  the  infra-dental  foramen,  giving  relief  with  the  alcohol-carbolic 
solution.  He  had  not  been  able  to  find  the  cause  of  the  trouble  in  these 
cases.  Patients  were  relieved,  sometimes  for  weeks,  mpnths,  or  years, 
by  injection  in  or  about  the  ganglion.  It  was  well  to  try  this  method 
after  all  others  have  failed,  even  when  the  syndrome  was  not  that  of 
Meckel's  ganglion  involvement. 

Dr.  Lewis  A.  Coffin,  New  York  City,  had  had  little  experience  with  the 
surgery  of  the  tri-facial  nerve,  but  he  recalled  two  cases  showing  in- 
volvement of  that  nerve  which  had  come  under  his  care.  One  was  a 
young  woman,  referred  to  him  by  an  ophthalmologist  for  examination  of 
the  sinuses,  which  he  thought  might  be  the  cause  of  her  supraorbital  pain 
of  the  right  side.  No  sinus  trouble  was  found.  She  had  a  considerable 
deviation  of  the  septum,  high  up,  but  after  a  thorough  sub-mucous  resec- 
tion, she  still  had  the  pain.  The  adenoids  were  then  exenterated,  which 
in  no  way  affected  the  pain;  but  during  the  handling  of  the  case  he  noted 
that  the  periodicity  of  the  attacks  was  quite  regular.  The  blood  was 
not  examined,  but  the  patient  was  put  on  a  vigorous  anti-malarial  treat- 
ment. Improvement  was  prompt.  The  case  was  still  under  treatment, 
but  was  practically  well. 

The  other  case  was  that  of  a  woman  of  about  45  years  of  age  who 
consulted  him  on  account  of  neuralgic  pain  about  the  left  cheek,  radiating 
to  the  ear.  The  patient  was  sure  the  pain  came  from  the  ear,  as  she  was 
hypersensitive  to  all  unusual  or  sharp  noises.  Treatment  of  the  ear  and 
anti-neuralgic  treatment  gave  but  temporary  relief.  The  speaker  was 
about  to  inject  alcohol  into  the  tri-facial  when,  upon  examination  of  the 
urine,  it  appeared  that  there  was  an  extremely  decided  reaction  to  tests 
for  indican.  Frequent  doses  of  castor  oil  and  compound  licorice  powder 
were  given.  Lavage  of  the  howel  was  done  daily  for  ten  days.  At  the  end 
of  that  time  both  the  neuralgic  pain  and  the  hypersensitiveness  to  noise 
were  entirely  relieved. 
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Dk.  Harkis  p.  Mosher,  Boston,  Mass.,  had  found,  from  work  on  the 
cadaver,  that  the  ideal  approach  to  the  second  division  of  the  fifth  nerve 
was  through  the  canine  fossa.  He  was  surprised  that  the  essaj^ist  should 
go  underneath  the  eye  to  reach  the  nerve.  A  number  of  years  ago  he 
reported  a  series  of  specimens  of  exostoses  in  the  frontal  and  sphenoidal 
sinuses.  He  had  never  found  more  than  three  or  four  of  these  growing 
from  the  sphenoid,  and  never  of  sufficient  size  to  interfere  with  the  vidian 
nerve. 

Dr.  Barxhill.  in  closing  the  discussion,  was  surprised  to  hear  Dr. 
Haskin  say  he  had  had  no  case  without  a  discoverable  cause.  That  had  not 
been  the  experience  of  others.  He  had  had  cases  in  which  the  teeth  were 
extracted,  the  sinuses  opened,  castor  oil,  etc.,  administered,  and  various 
other  measures  resorted  to,  without  revealing  the  cause  or  relieving  the 
condition,  and  yet  he  did  not  think  the  disease  w^as  mental,  as  had  been 
suggested.  Many  of  the  things  mentioned  in  the  discussion  were  included 
in  his  paper,  but  not  read.  There  were  many  cases,  nevertheless,  in  which 
the  patient  would  go  from  neurologist  to  dentist,  from  dentist  to  otologist, 
and  back  again,  without  relief  from  this  pain,  which  some  have  declared 
to  be  so  severe  that  they  would  rather  die  than  continue  with  it.  He  had 
tried  Dr.  Mosher's  method  of  going  up  through  the  antrum,  but  had  not 
found  it  as  satisfactory^  as  the  method  which  he  advocated.  With  the 
same  care  that  was  exercised  in  other  operations,  the  scarring  would 
amount  to  nothing.  Destruction  of  the  gasserian  ganglion  had  been  tried 
on  dogs  and  other  animals,  and  it  had  been  found  very  difficult  of  accom- 
plishment. It  could  not  be  destroyed  by  injections  of  alcohol.  The 
ganglion  was  tucked  up  under  the  dura  mater,  and  was  very  difficult  to 
reach.  He  reiterated  that  he  was  not  discussing  the  class  of  cases  which 
could  be  relieved  by  the  various  measures  mentioned  in  the  discussion, 
but  those  in  which  all  these  measures  had  failed  to  give  relief.  In  such 
cases  ne  suggested  resection  of  the  gasserian  ganglion. 

Ruptured  Aneurysm  into  the  Mediastinum  and  Deep  Cervical  Fascia  with 
Symptoms  of   Ludwig's  Angina.      Report  of  Three   Cases.     Du.   Edgar 
M.  HoLMKS.  Boston,  Mass. 
(Published   in   the  Octoher.   1016,  issue  of  The  Laryngoscope.; 

DISCUSSION. 

Dr.  L.  W.  -Dea?.',  Iowa  City,  Iowa,  in  opening  the  discussion,  said:  T 
am  sure  that  every  one  of  us  that  has  heard  this  very  interesting  report 
is  struck  by  the  fact  that  three  such  similar  and  rare  cases  should  occur 
in  the  service  of  one  man,  however  large  the  service  may  be. 

"When  one  comes  to  investigate  the  literature  of  aneurysm  with  rupture 
in  the  mediastinum,  or  in  the  deeper  fascia  of  the  neck,  one  is  still  more 
impressed  because  of  the  rarity  of  the  material  on  this  subject. 

"Osier,!  the  world  authority  on  aneurysm,  in  his  System  of  Medicine, 
simply  states  that  the  aneurysm  may  rupture  in  the  anterior-posterior 
mediastinum  or  in  the  muscles  of  the  neck.  In  his  article  on  aneurysm 
m  Allbutt's  System  of  Medicine^  he  makes  a  statement  that  rupture  in 
the  mediastinum  tissues  is  common.  He  mentions  rupture  into  the 
mediastinum  in  both  articles,  but  in  neither  does  he  describe  the 
invasion  of  the  tissues  of  the  neck,  and  one  gets  the  impression  that  such 
ruptures  with  invasion  of  the  neck  are  not  common. 
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"So  far  as  I  am  able  to  ascertain,  the  first  history  of  a  case  of  aneurysm 
of  the  aorta  bursting  into  the  muscles  of  the  neck  was  one  reported  by 
Lazarus  Barlow^  in  the  Transactions  of  the  Pathological  Society  of  Lon- 
don, in  1892.  He  reported  a  patient  that  suffered  from  difficult  breathing 
and  restlessness  for  several  days,  then  finally  had  the  sudden  swelling  in 
the  neck  and  died  choking.  In  this  case  the  autopsy  showed  on  each 
side  of  the  neck  among  the  superficial  muscles  a  large  collection  of  blood 
clot  which  exteilded  behind  the  pharynx  and  compressed  the  esophagus. 
The  blood  had  tracked  up  from  a  rupture  of  a  saccular  aneurysm  of  the 
thoracic  aorta.  In  the  report  the  author  stated  that  careful  search  of  the 
literature  failed  to  reveal  a  similar  case. 

"Dr.  Percy  Kidd,*  in'  the  British  Medical  Journal,  reported  a  case  of 
rupture  of  an  aneurysm  of  the  aorta  into  the  posterior  mediastinum  with 
compression  of  the  esophagus  and  vagus  nerves,  which  resulted  in  vomit- 
ing and  a  troublesome  cough.  In  this  case  there  was  no  swelling  of  the 
neck,  the  blood  burrowing  down  into  the  abdominal  cavity.  His  conten- 
tion was  that  the  vomiting  was  the  result  of  compression  on  the  vagus 
nerve. 

"The  cases  as  reported  by  Dr.  Holmes,  in  which  there  was  no  vomiting 
of  any  moment,  would  suggest  that  the  vomiting  was  due  in  Dr.  Kidd's 
case  to  the  hemorrhage  in  the  abdomen  rather  than  to  compression  of 
the  vagus  nerve  as  suggested  by  Dr.  Kidd. 

"A  most  interesting  case  of  rupture  of  a  false  aneurysm  of  the  inter- 
nal carotid  is  reported  by  George  Heaton,^  in  the  Birmingham  Medical 
Review  for  1891.  This  case  was  possibly  more  suggestive  of  cervical 
cellulitis  in  the  early  stages. 

Ten  days  before  the  patient  was  seen  he  had  an  attack  of  quinsy.  Two 
of  his  sisters  in  the  house  were  at  the  same  time  ill  with  bad  throats. 
Three  days  before  admission  he  had  a  profuse  bleeding  from  his  mouth 
and  nose.  There  were  several  similar  attacks.  On  the  day  before  his 
admission  some  swelling  was  noticed  in  his  left  carotid  region,  which 
was  supposed  to  have  been  an  infected  gland.  At  the  time  of  the  rupture 
of  the  carotid  the  patient  had  a  mild  degree  of  cervical  adenitis.  The 
next  day  the  patient  had  a  very  strong  pulse  with  a  slight  hemorrhage 
from  the  left  ear  and  the  nostrils.  TJiere  was  an  ill-defined  swelling  on 
the  left  side  of  the  face  and  neck.  The  left  ear  was  pushed  outwards  by 
the  swelling  and  the  anterior  meatus  bulged  into  its  cavity.  The  skin 
over  the  swelling  was  inflamed  'and  the  whole  sw^elling  pulsating  syn- 
chronously with  the  heart  beat;  the  left  tonsil  was  pushed  beyond  the 
mid  line;  the  soft  palate  bulging  on  the  left  side.  No  bruit  or  thrill 
could  be  detected.  In  about  four  days  the  patient  died.  Post-mortem 
examination  showed  that  the  patient,  during  the  attack  of  tonsillitis,  had 
developed  an  abscess  in  the  neighborhood  of  the  internal  carotid  artery 
which  had  eroded  the  wall  of  the  artery,  resulting  in  the  production  of  a 
false  aneurysm  which  had  eventually  burst." 

1.  Osier. — System    of   Medicine,   Vol.    IV. 

2.  Allbutt. — System  of  Medicine,  Vol.  VI. 

3.  Lazarus  Barlow. — Trans.   Path.   Soc.   of  London,  Vol.  XLII,   p.    3S. 

4.  Brit.  Med.  Jour.,   1886,  p.  979. 

5.  Heaton,  George. — Birmingham  Med.  Rev.,   1S91,  Vol.  30,  p.  304. 

Dk.  Holmes,  in  closing  the  discussion,  added  that  there  was  no  autopsy 
on  the  first  case.     The  general  surgeon  who  saw  the  man  about  a  week 
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before  his  death,  thought,  from  the  great  distress  about  the  upper  chest, 
that  there  was  a  tumor  formation  and  not  an  aneurysm.  In  the  second 
case  there  was  an  autopsy,  with  a  good  report  from  the  pathologist.  Any- 
one seeing  the  patient  would  have  thought  he  was  dying  from  general 
sepsis.  He  had  a  slight  pulsation,  but  not  more  than  would  come  from 
swollen  tissue.  In  the  last  case  he  made  a  blunder  in  diagnosis.  The 
patient  had  so  many  of  the  appearances  of  acute  septic  cellulitis  that  it 
was  easy  to  make  a  mistake  in  diagnosis. 

The  Vaso-Motor  and  Secreto-Motor  Nerve  Mechanism  of  the  Nasal  Cham- 
bers. A  Consideration  of  the  Anatomy  and  Physiology  of  the  Olfac- 
top  Nerve.    Dr.  Ai.bert  F.  Brubakkk,  Philadelphia,  Pa. 

Dr.  Albert  F.  Brubaker,  Philadelphia,  presented  this  paper  by  invita- 
tion. The  subject  is  discussed  from  the  viewpoint  of  finding  a  physiologic 
basis,  if  possible,  for  the  interpretation  of  the  nasal  phenomena  that  pre- 
sent themselves  in  various  forms  of  rhinitis,  a  knowledge  of  the  secreto- 
motor  and  vaso-motor  mechanisms  that  excite  and  regulate  the  secretory 
discharge  and  the  vascular  supply  of  this  region,  and  the  manner  in 
which  they  in  turn  are  excited  not  only  to  normal  but  to  abnormal 
activity. 

Though  living,  and  therefore  possessing  the  fundamental  property  of 
all  living  material,  namely,  irritability,  the  epithelium  lining  the  secre- 
tory glands  contained  in  the  mucous  membrane  lining  the  nasal  cham- 
bers, as  well  as  the  muscle  cells  entering  into  the  formation  of  the 
walls  of  the  arterioles,  are  lacking  in  spontaneity  of  action,  and  there- 
fore require  for  the  manifestation  of  their  activities  the  stipiulating  in- 
fluence of  nerve  impulses  originating  in  special  groups  of  nerve  cells, 
and  transmitted  from  the  central  nervous  system  by  specialized  groups 
of  nerve  fibers.  The  nerves  distributed  to  these  two  structures  belong 
to  what  is  termed  at  the  present  time  the  autonomic  system  and  hence 
consist  of  two  consecutively  arranged  neurons,  one  termed  post-ganglionic, 
the  other  preganglionic. 

The  post-ganglionic  fibers  that  directly  excite  to  activity  the  epithe- 
lium of  the  glands  and  the  muscle  fibers  of  the  blood  vessels  have  their 
origin  in  the  nerve  cells  which  constitute  the  spheno-palatine  or  Meckel's 
ganglion,  situated  in  the  spheno-maxillary  fossa.  From  this  origin  the 
nerve  fibers  pass  in  different  directions  to  become  ultimately  related, 
histologically  and  physiologically,  with  the  epithelium  of  the  glands  and 
the  muscle  fibers  of  the  blood  vessels,  not  only  of  the  nasal  chambers, 
but  of  the  roof  of  the  mouth,  palate  and  upper  portion  of  the  pharynx 
as  well.  The  stimuli  that  call  for  the  activities  of  these  peripheral  struc- 
tures are  nerve  impulses  discharged  by  the  ganglion  cells  and  transmitted 
to  them  by  the  cell  process  and  their  branches.  The  ganglion  cells,  how- 
ever, though  irritable,  are  also  devoid  of  spontaneity  of  action,  and  re- 
quire for  their  excitation  the  ar-rival  of  nerve  impulses,  discharged  by 
the  nerve  cells  in  the  central  nervous  system,  and  transmitted  by  the  pre- 
ganglionic fibers. 

The  pre-ganglionic  fibers  have  their  origin  in  groups  of  nerve  cells 
situated  in  the  gray  matter  beneath  the  floor  of  the  fourth  ventricle. 
From  this  origin  the  nerve  fibers  pass  forward  and  outward,  and  emerge 
from  the  side  of  the  medulla,  in  a  small  bundle,  between  the  facial  and 
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acoustic  nerves,  known  as  the  pars  intermedia  or  nerve  of  Wrisberg,  of 
which  they  constitute  a  i)art.  Just  after  these  nerves,  in  their  forward 
course,  enter  the  internal  auditory  canal,  the  nerve  of  Wrisberg  enters 
the  sheath  of  the  facial,  having  but  a  short  independent  course.  At  the 
point  where  the  facial  nerve  turns  backward  to  enter  the  aqueduct  of 
Fallopius,  some  of  the  fibers  in  the  nerve  of  Wrisberg  leave  the  facial 
and  pass  forward  to  the  spheno-palatine  ganglion,  around  the  cells  of 
which  the  terminal  branches  of  the  nerves  arborize,  thus  forming  histo- 
logical and  physiological  connections  with  them.  These  fibers  form  the 
great  petrossal  nerve.  Nerve  impulses  discharged  by  the  central  cells, 
situated  in  the  ventricular  gray,  are  transmitted  by  the  nerve  fibers  of 
the  nerve  of  Wrisberg  and  their  continuations,  to  the  cells  of  the  spheno- 
palatine ganglion,  which  is  then  aroused  to  action.  These,  in  turn,  dis- 
charge impulses  which,  owing  to  the  extraordinary  branchings  of  their 
processes,  would  be  distributed  in  a  spray-like  manner  to  the  myriads  of 
epithelial  cells  lining  the  glands  and  to  the  myriads  of  muscle  cells 
found  in  the  walls  of  the  arterioles. 

The  blood  vessels  of  this  region  are  regulated  in  the  degree  of  their 
contraction  partly  by  the  vaso-constrictor  nerves.  The  pathway  for  the 
transmission  of  nerve  impulses  from  the  vaso-constrictor  center  to  the 
blood  vessels  has  been  shown  by  experiment,  and  is  described  in  the 
paper.  The  blood  supply  is  under  the  control  of  two  antagonistic  groups 
of  nerve  centers  and  nerves,  a  dilator  and  a  constrictor. 

The  central  mechanism  for  the  innervation  of  the  nasal  chambers  is 
thus  shown  to  consist  of  groups  of  nerve  cells  having  secreto-motor,  vaso- 
dilator or  inhibitor,  and  vaso-constrictor,  or  augmentor,  functions. 
Granting  that  they  possess  a  certain  degree  of  tonicity  or  tonus,  these 
different  groups  may  be  excited  to  activity  or  inhibited  by:  (1)  The  ar- 
rival of  nerve  impulses  transmitted  from  the  mucous  surfaces  of  the 
nasal  chambers  by  the  nasal  and  other  branches  of  the  trigeminal  nerve, 
and  from  the  skin  by  the  cutaneous  nerves  (reflex  or  peripheral  in  ori- 
gin). (2)  The  arrival  of  nerve  impulses  descending  from  the  cerebrum 
in  consequence  of  psychic  states  of  an  affective  or  emotional  character 
(direct  or  cerebral  in  origin).     These  are  discussed  in  full  by  the  writer. 

These  facts  taken  collectively  show  that  the  physiologic  conditions  of 
the  nasal  chambers  require  for  their  maintenance  a  complex  nerve  mech- 
anism; a  mechanism  which,  however,  may  be  easily  impaired  and  ren- 
dered unstable  by  internal  causes,  whereupon  it  acts  in  an  abnormal 
manner  and  thus  lays  the  foundation  for  the  development  of  pathologic 
states  of  longer  or  shorter  duration. 

A  Contribution  to  the  Bacteriology  of  the  So-called  Cocco-Bacillus  Fetidus 
Ozena   (Perez),  with   Additional    Notes  on   the  Treatment   of  Clinical 
Ozena  by  Means  of  Polyvalent  Vaccins  Made  from  the  Same  Organ- 
isms.    Du.  Henry  Horn,  San  Francisco,  Cal. 
This  contribution  represents  work  conducted  by  Dr.  Horn  and  Dr.  Ernst 
A.  Victors,  and  follows  a  preliminary  report  previously  presented.     The 
belief  is  expressed  that  the  contention  of  Perez,  made  thirteen  years  ago, 
that  the  cocco-bacillus  fetidus  ozena  is  the  true  and  only  cause  of  ozena, 
has  not  been  successfully  controverted.     The  bacteriologic  work  presented 
consisted  in  the  more  exact  study  of  the  morphologic  characteristics  of 
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this  organism;  and  an  endeavor  to  correlate  it  with  the  bacillus  bronchl- 
septicus.  Its  assumed  close  relationship  to  the  Friedlander  group  seemed 
to  be  fully  settled  in  the  negative  by  this  work.  It  is  believed  that  it 
has  absolutely  nothing  to  do  morphologically  with  the  bacillus  of  Abel  or 
other  members  of  the  Friedlander  family.  The  existence  side  by  side  of 
these  two  organisms  in  the  nose  is  not  questioned.  A  typical  Perez  ba- 
cillus and  the  typical  bacillus  of  Abel  and  Lowenberg  may  be  observed 
on  the  same  slide.  It  has  often  been  observed  that  as  the  case  improves 
clinically  the  Friedlander  group  takes  the  place  of  the  Perez  bacillus  and 
seems  to  be  the  last  to  clear  up. 

Case  histories  and  animal  experiments  are  detailed,  and  findings  pre- 
sented in  tabulated  form.  Seventy-one  cases  were  studied.  In  fifteen 
cas  'S  of  simple  trophic  rhinitis  neither  the  Perez  bacillus  nor  the  bacillus 
of  Abel  was  once  found,  showing  that  these  two  organisms  are  not  pres- 
ent in  this  type  of  case,  nor  are  crusts  and  odor  usually  present.  It  is 
also  shown  that  the  bacillus  is  never  found  in  the  normal  nose, — a  point 
also  confirmed  in  a  large  series  of  routine  laboratory  examinations.  Al- 
though the  Abel  type  is  never  present,  other  members  of  the  Fried- 
lander group  are  frequently  found  in  accessory  sinus  and  other  infections. 
In  forty  cases  the  diagnosis  was  made  of  clinical  ozena.  In  twenty- 
eigiit  of  these  cases  the  Perez  organism  was  shown  to  be  present,  or  in 
58  per  cent.  A  most  important  fact  is  that  in  the  remaining  42  per  cent 
of  cases  only  the  Abel  bacillus  or  members  of  the  Friedlander  group  were 
found.  In  other  words,  in  every  case  where  a  clinical  diagnosis  of  ozena 
was  made,  one  or  the  other  of  these  two  groups  could  be  demonstrated 
as  the  predominating  organisms. 

DISCUSSION. 

Dis.  Thomas  J.  H.vrius,  New  York  City,  had  used  the  vaccine  furnished 
by  Dr.  Dwyer  in  about  half  a  dozen  cases,  trying  it  very  faithfully,  but 
had  failed  to  get  results. 

Di!.  J.  A.  Stuckey,  Lexington,  Ky.,  had  used  some  of  the  vaccine  re- 
ceived from  Dr.  Horn,  six  weeks  before,  in  four  cases  of  ozena — not 
atrophic  rhinitis — and  in  all  of  them  had  gotten  good  results,  in  two  cases 
after  the  second  injection,  and  in  two  after  the  fourth  injection.  How 
long  these  results  would  last  he  could  not  tell.  He  was  still  using  the 
vaccine.  .  Two  of  these  patients  had  traveled  all  over  the  country  seeking 
relief.  There  was  now  no  odor  at  all,  and  the  crusts  were  much  softer 
and  diminished  greatly. 

De.  George  L.  Richards,  Fall  River,  Mass.,  had  used  Dr.  Horn's  vac- 
cine in  one  case,  of  long  standing,  with  thick,  nasty  crusts  in  the  nose 
and  naso-pharynx.  After  four  or  five  injections  the  crusts  had  dimin- 
ished, and  the  patient  expressed  himself  as  being  improved.  No  wash- 
ing was  allowed  in  the  nose,  and  heavy  hawking  was  forbidden.  Experi- 
ments should  be  continued  with  any  kind  of  vaccine  which  offered  hope 
of  making  the  lives  of  these  patients  more  comfortable. 

Dr.  Robert  Clyde  Lynch,  New  Orleans,  La.,  had  been  using  for  two 
months  the  Parke-Davis  vaccine  of  the  Perez  organism  in  thirty  cases. 
Following  the  second  injection  there  had  been  marked  diminution  in  the 
odor,  but  this  did  not  continue.  After  some  period  of  this  treatment 
some  of  the  patients  developed  a  hemorrhagic  condition  of  the  nasal 
mucosa,  bleeding  following  the  slightest  disturbance  of  the  crusts.    This 
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had  become  a  decided  factor  in  efforts  to  relieve  these  patients,  and 
one  with  which  he  had  not  had  to  deal  before  using  the  vaccine.  In  no 
case  had  the  scabs  ceased  forming,  nor  had  the  mucous  membrane 
changed  in  its  character.  They  followed  the  usual  reaction  after  the 
first  injections  in  some  cases.  It  was  possible  to  demonstrate  an  or- 
ganism said  to  be  that  of  Perez  in  all  cases,  though  since  hearing  Dr. 
Horn  he  was  quite  sure  there  had  been  a  mistake  in  bacteriological  find- 
ing??. Syphilis  was  excluded  by  Wassermann  and  lack  of  history  and 
clinical  manifestations.  He  used  from  500,000,000  to  3,000,000,000  as 
dosage,  and  repeated  every  two  to  five  days.  Results  had  not  been 
satisfactory. 

Dr.  Claude  E.  Cooper,  Denver,  Colo.,  had  been  studying  a  series  of 
thirty-four  cases,  in  only  one  of  which  was  found  the  Perez  bacillus  or 
bacillus  bronchiseptious.  The  organism  was  found  under  the  periosteum. 
In  a  limited  experience  he  had  had  no  success  with  vaccine  treatment  in 
these  cases. 

Some  Observations  on  the  Treatment  of  Hay  Fever,  with  Report  of 
Twenty-four  Cases  Treated  with  Pollen  Solutions  and  Twenty-two 
Cases  Treated  by  the  Administration  of  Calcium  Chloride. 
Dr.  Harold  Wilsox,   Detroit,   Mich. 

(Published  in  the  June,  1916,  issue  of  The  Laryxgoscope.) 

DISCUSSION. 

Dr.  Seymour  Oppenheimer  and  Dr.  Mark  J.  Gottlieb,  New  York, 
City,  in  opening  the  discussion,  said:  "It  is  impossible  with  the  time  al- 
lotted to  give  this  most  complete  paper  its  necessary  criticism.  Dr. 
Wilson  has  carefully  covered  the  ground  appertaining  to  the  collection 
of  pollen  and  the  preparation  of  the  extracts.  We  entirely  agree  with 
Dr.  Wilson  that  grinding  the  pollen  with  moist  sand  and  then  macerat- 
ing the  mixture  with  aqueous  solutions,  and  more  particularly  from  our 
experience,  with  distilled  water,  the  strongest  antigens  are  obtained.  We 
know  that  calcium  salts  have  some  relation  to  the  pre-anaphylactic  and 
anaphylactic  state,  and  it  has  been  the  observation  of  many  investigators, 
as  Dr.  Wilson  has  cited,  that  in  some  instances  calcium  salts  prevent 
or  diminish  the  intensity  of  the  symptoms  which  occur  upon  exhibition 
of  the  substance  or  substances  to  which  the  individual  is  sensitive.  On 
the  other  hand,  treatment  with  calcium  salts  has  not  been  successful  in 
the  majority  of  cases.  Probably  a  combination  of  desensitizating  meth- 
ods and  the  administration  of  calcium  salts  will  solve  the  problem  in  the 
cure  of  protein  sensitizations.  It  is  not  surprising  that  the  results  ob- 
tained by  Dr.  Wilson  from  the  treatment  with  pollen  extracts  have  not 
been  more  satisfactory.  As  he  himself  has  stated,  possibly  there  were 
other  pollens  beside  ragweed  which  caused  the  symptoms  in  his  patients. 
That  is  only  too  true,  as  the  majority  of  cases  are  anaphylactic  to  more 
than  one  pollen,  especially  of  the  same  genus  but  not  necessarily  of  the 
same  family.  In  the  summer  and  fall  there  are  four  important  plants 
whose  pollen  fly  in  the  air  in  such  abundance  that  it  is  not  surprising 
that  there  should  be  a  multi-sensitization.  These  are:  plantago  lanceo- 
lata,  which  begins  to  bloom  about  the  middle  of  J^ily;  ambrosia,  which 
begins  to  bloom  in  the  beginning  or  middle  of  August;  wild  astor,  which 
begins  to  bloom  in  the  early  or  middle  part  of  September;  and  last,  but 
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not  least,  Indian  corn,  which  blooms  about  the  middle  of  July.  Only 
the  ambrosia  and  aster  are  of  the  genus  compositae;  Indian  corn  is  of 
the  gramanesea.  Certainly  these  are  not  corelated  groups,  and  still  we 
have  found  patients  susceptible  to  one  or  all  of  these. 

"Through  the  kindness  of  Dr.  Wilson,  we  have  been  able,  at  our  leis- 
ure, to  study  his  manuscript  carefully.  We  find  that  five  of  the  cases 
which  he  treated  with  calcium  chlorid  did  not  react  to  ragweed.  Of 
these  five  cases,  four  had  none  or  insignificant  symptoms.  Ragweed 
was  the  only  pollen  with  which  they  were  treated,  and  it  is  fair  to 
assume  that  possibly  they  may  not  have  had  hay-fever  at  all,  and  the 
result  obtained  may  be  due  to  conditions  which  we  know  nothing  about. 
On  the  other  hand.  Dr.  Wilson  claims  that  it  makes  no  difference  whether 
the  case  be  one  of  pollenosis,  urticaria,  eczema,  asthma,  or  any  other 
manifestation  of  anaphylaxis,  as  long  as  it  is  a  case  of  sensitization  the 
indications  are  clear  that  calcium  salts  should  be  exhibited  no  matter 
what  the  causus  operandi  may  be. 

"The  individual  and  the  season  are  important  factors  in  the  considera- 
tion of  the  intensity  of  the  symptoms.  The  season  may  be  mild  or  late, 
early  or  severe.  The  patient  may  be  in  good  or  impaired  health.  We 
have  seen  patients  who  in  other  seasons  have  had  severe  hay-fever, 
while  in  a  season  in  which  other  patients  suffered  immensely,  they  suf- 
fered but  little. 

"Our  results  last  year  were  as  follows:  Of  32  spring  cases,  30  had  no 
symptoms.  Of  62  fall  cases,  52  were  treated  before  their  attacks;  15 
of  these  had  no  symptoms;  of  the  twelve  who  were  treated  just  before 
or  during  the  attack,  four  were  markedly  benefited. 

"At  present  the  treatment  of  pollenosis  and  other  anaphylaxes  is  in 
its  evolutional  stage.  There  will  gradually  be  a  perfection  of  our  un- 
derstanding of  this  complex  group  of  conditions.  With  properly  organ- 
ized and  conducted  laboratory  research  we  shall,  in  time,  evolve  some- 
thing which  will  take  its  place  with  diphtheria  antitoxin  as  a  powerful 
asset  in  our  therapeutic  armamentarium.  To  this  end  we  have  been 
working  for  the  past  three  years. 

"This  year  as  a  result  of  elaborate  experiments  we  have  produced  a 
serum-pollen  extract  with  which  we  hope  to  increase  our  successes  in 
the  treatment  of  this  troublesome  malady." 

Dr.  George  Morrisox  Coates,  Philadelphia,  Pa.,  said:  "I  have 
heard  with  great  pleasure  this  paper  of  Dr.  Wilson's,  and  Dr.  Oppen- 
heimer's  discussion  of  it.  We  must  recognize  Dr.  Oppenheimer  as  a 
master  in  this  work  from  the  reports  he  gave  us  last  year.  I  think  that 
we  may  all  agree  now  that  pollenosis  is  an  anaphylactic  condition  against 
which  the  patient  can  in  some  cases  be  immunized.  Babcock  attempts 
to  show  that  the  analagous  condition  of  so-called  idiopathic  asthma  is 
also  a  sensitization  of  the  body  cells  to  one  or  more  of  a  good  many 
different  forms  of  protein  substances,  and  recommends,  first,  the  tracing 
of  the  source  of  the  infection,  whether  it  be  an  animal  emanation,  shell 
fish,  fruits,  meats,  milk,  bacterial  products,  or  what  not;  second,  the 
eradication  of  the  source  of  the  focus  of  infection;  and  third,  immuniza- 
tion with  the  proper  vaccine  when  the  condition  is  due  to  bacterial  in- 
fection. Now,  as  this  condition  is  surely  closely  akin  to  pollenosis,  I 
believe  that  in  our  enthusiasm  over  so-called   vaccine   or   desensitizing 
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treatment,  we  must  not  overlook  the  fact  that  nasal  abnormalities  and 
infections  must  be  corrected  to  obtain  the  best  results.  We  have  all  of 
us  had  hay-fever  cases  on  whom  we  have  done  submucous  operations, 
tonsillectomies,  or  sinus  operations,  and  who  never  thereafter  had  their 
hay-fever  attacks,  just  as  the  same  thing  has  happened  in  idiopathic 
asthma.  Therefore,  I  would  urge  that  we  do  not  neglect  the  old  tried 
method  entirely  in  favor  of  the  new  and  more  promising  ones. 

"We  have  always  understood  that  nasal  abnormalities  are  one  of  three 
factors  necessary  for  the  production  of  the  syndrome  which  we  call  hay- 
fever,  and  certainly  in  those  obscure  cases  due  to  animal  emanations,  as 
they  certainly  cannot  be  called  pollenosis,  so  also  they  cannot  be  treated 
with  pollen  solutions.  The  great  difficulty  with  the  general  practitioner 
in  rhinology  as  opposed  to  the  hay-fever  specialist  is  the  almost  impos- 
sibility of  getting  fresh  pollen  solutions  for  his  work,  both  diagnostic 
and  curative. 

"The  skin  reaction,  to  my  mind,  is  one  of  the  most  interesting  and 
important  features  of  this  work.  But  we  are  told  that  whatever  our 
opinion  may  be  about  the  value  of  mixed  bacterins,  that  the  adminis- 
tration of  mixed  pollens  is  unwise  and  even  harmful  in  that  the  patient 
may  be  thus  sensitized  to  a  pollen  that  he  was  not  sensitive  to  before; 
this,  of  course,  without  first  applying  the  diagnostic  tests.  Therefore,  I 
presume,  the  mixed  commercial  solutions  in  the  market  should  be  ta- 
booed. If  the  pollen  solution  can  be  marketed  so  as  to  be  readily 
accessible  for  the  use  of  our  patients,  it  would  be  a  great  boon  to  many 
patients  and  many  physicians,  since  we  cannot  send  all  our  patients  to 
Dr.  Wilson  and  Dr.  Oppenheimer,  who,  all  honor  to  them,  make  their 
own  pollen  solutions.  Other  patients,  of  course,  cannot  afford  the  time 
or  the  money  to  go  to  another  city  to  undertake  a  cure  of  this  port, 
which  takes  weeks  to  produce  satisfactory  immunization.  This  work  is 
so  valuable  that  it  should  be  followed  up  quickly  and  some  arrangement 
arrived  at  by  which  fresh  pollen  solutions  for  diagnosis  and  treatment 
can  be  readily  shipped  to  physicians  at  a  distance  for  the  treatment  of 
their  hay-fever  patients. 

"Dr.  Wilson's  suggestion  that  many  of  the  failures  may  be  due  to 
multiple  sensitization  appears  to  me  to  have  considerable  force.  In 
studying  his  case-reports  I  notice  that  he  used  but  two  solutions, — gold- 
enrod  and  ragweed,  and  in  most  cases  the  latter  only.  May  not  many 
of  his  failures  to  obtain  entirely  satisfactory  results  be  due  to  the  fact 
that  his  patients  were  also  sensitized  to  some  other  pollens?  The  whole 
subject  is  too  complicated  at  present  for  the  average  rhinologist  to  han- 
dle. Most  of  us  in  the  cities  cannot  collect  our  own  pollen  and  make  our 
own  solutions.  Therefore,  the  report  of  the  author's  second  series  of 
cases  with  calcium  chlorid  is  most  encouraging,  since  his  results  in  that 
are  better  than  in  those  treated  with  pollen  solutions.  Why  this  should 
be,  I  do  not  pretend  to  offer  any  suggestion,  for  I  believe  that  the  even- 
tual solution  will  be  found  in  the  pollen  desensitization  plus  necessary 
surgery.  Dr.  Wilson  is  right  in  excluding  all  doubtful  cases  in  making 
up  his  statistics.  It  is  only  by  rigidly  adhering  to  such  a  rule  as  this 
that  the  truth  can  be  definitely  arrived  at.  And  we  must  remember  also 
that  in  estimating  the  amount  of  improvement  obtained  we  must  in  these 
cases  be  guided  largely  by  the  report  of  the  patients  and  their  own  esti- 
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mate  of  the  benefit  experienced.  My  own  experience  has  been  limited 
and  I  did  not  prepare  my  own  solutions.  My  few  patients  reported,  like 
many  of  the  writers,  that  they  were  not  cured,  but  had  had  about  fifty 
per  cent  relief.  This  may  have  been  due  to  less  exposure  than  usual,  a 
mild  season,  etc.  No  severe  reactions  were  observed,  and  I  see  no  re- 
port of  such  in  Dr.  Wilson's  paper.  I  would  like  to  ask  on  what  he 
bases  his  statement  that  serious  or  fatal  results  may  ensue.  We  know, 
of  course,  the  danger  of  anaphylaxis,  but  is  it  really  a  serious  matter 
here?" 

Dr.  B.  R.  Shukly,  Detroit,  Mich.,  emphasized  the  importance  of  test- 
ing the  patients  in  order  to  regulate  the  dosage  very  carefully.  iBy 
determining  the  dosage  from  time  to  time  the  cases  would  progress 
nicely.  Of  seventeen  patients  treated  by  him  last  summer,  the  majority 
were  benefited,  according  to  their  own  statements,  which  had  to  be  taken 
in  the  matter,  inasmuch  as  the  patients  passed  from  his  observation. 
He  believed,  however,  that  there  was  a  very  strong  psychic  element  in 
the  treatment  of  hay-fever.  This  should  be  taken  into  consideration  in 
studying  the  affection;  at  the  same  time,  if  patients  felt  that  they  were 
actually  benefited  by  a  certain  line  of  treatment,  one  should  be  satis- 
fied to  carry  out  treatment  along  that  line.  He  had  tested  some  of 
these  patients  recently  and  had  found  immunity  lasting  a  year. 

Dr.  Wilsox,  in  closing  the  discussion,  said  that  so-called  hay-fever  or 
pollenosis  was  only  one  aspect  of  sensitization  in  general.  It  was  his 
conviction  that  owing  to  the  common  fact  of  multiple  sensitization,  spe- 
cific pollen  desensitization  was  more  academic  than  practical,  since  it 
was  ordinarily  impossible  to  cover  the  specific  sensitizations  of  the  indi- 
vidual patient.  Inuring  calcium,  other  salts  than  the  chlorid  may  be 
used.  The  carbonate  was  converted  into  the  chlorid.  Calcium  lactate 
was  agreeable  to  take,  but  more  expensive  than  the  chlorid. 

Report  of  a   Case  of  Cyst  of  the    Larynx    Operated     Under    Suspension 
Laryngoscopy.    Dr.  William  B.  Chambe2jlain^,  Cleveland,  O. 
(To  be  published  in  a  subsequent  issue  of  The  Laryngoscope. » 

Tubercular    Mastoiditis  with    Sequella;     Multiple    Operation;     Complete 
Recovery.    Dr.  William  Ledlie  Chlbert,  New  York  City. 
(PtiblisJied  in  the  December,  1916,  issue  of  The  Laryngoscope.) 

The  Bacteriology  of  the  Submucosa  in  Ozena.  Dr.  Claude  C.  Cooper, 
Denver,  Colo. 
This  investigation  of  the  bacteriology  of  the  submucosa  was  suggested 
by  an  article  by  Dr.  Jonathan  Wright,  published  in  "The  Laryngoscope," 
June,  1913,  in  which  the  opinion  was  expressed  that  a  periostitis  of  some 
unknown  systemic  cause  is  an  etiologic  factor  in  ozena.  Two  cultures 
of  each  case  were  made:  The  first  from  the  surface  of  the  mucous  mem- 
brane, using  a  loop  of  the  moist  secretion  around  a  crust  or  from  under 
the  inferior  or  middle  turbinate,  innoculated  upon  an  agar  slant.  Later, 
in  an  effort  to  isolate  the  Perez  cocco-bacillus,  bouillon  and  a  part  of 
the  crust  was  used.  The  second  culture  was  made  from  tissue  plasma 
underneath  the  mucous  membrane  of  the  inferior  turbinate,  as  close  to 
the  bone  as  possible.  The  vestibule  and  inferior  turbinate  were  cleansed 
with  some  weakly  antiseptic  alkaline  solution;  the  vestibule  sponged  with 
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alcohol  and  the  turbinate  anesthetized.  The  anterior  end  of  the  tur- 
binatt-  was  painted  with  tincture  of  iodin  and  a  sterile  needle  connected 
with  a  sterile  syringe  was  introduced  through  the  iodinized  area  to  the 
bone.  The  bone  was  hugged  by  the  needle  while  several  stabs  were 
made  along  the  turbinate  underneath  the  mucous  membrane.  The  blood 
and  plasma  were  then  drawn  into  the  syringe.  The  amount  varied  in 
Quantity  in  different  instances,  from  a  few  drops  to  a  cubic  centimeter 
or  more.  The  needle  and  syringe  were  withdrawn,  the  needle  discon- 
nected from  the  syringe  and  the  latter's  contents  dropped  into  a  bouillon 
culture.     The  bacteriological  findings  are  given  in  detail. 

From  his  studies  the  writer  concludes,  among  other  things,  that  if 
the  disease  is  due  to  some  unknown  systemic  cause,  the  submucosa  and 
periosteum  should  be  sterile  or  proved  to  be  secondarily  invaded.  If 
due  to  multiple  microorganic  causes,  the  seat  of  the  pathologic  changes 
should  harbor  one  or  more  of  the  factors  at  some  time  during  the  pro- 
gress of  the  disease.  This  the  writer  holds  to  be  the  most  probable,  and 
offered  in  evidence  cultural  proof  of  the  existence  of  inflammation  pro- 
ducing germs  within  the  submucosa.  The  very  frequent  association  of 
Abel's  bacillus  with  the  disease  justifies  considering  it  a  quite  common 
cause,  though  not  the  specific  cause.  That  the  Perez  cocco-bacillus 
in  view  of  the  work  of  Hofer,  Horn,  and  others,  may  be  one  of 
the  causes  and  probably  is,  cannot  be  denied,  but  that  it  is  the  specific 
etiologic  factor  must  yet  be  proved. 

Our  American  Voice  and  Articulation.  Dr.  Charles  P.  Gray.sox,  Phila- 
delphia, Pa. 
Dk.  Charuzs  p.  Graysox.  Philadelphia,  Pa.,  draws  a  contrast,  with 
the  desire  of  making  it  as  strikingly  evident  as  possible  that  while  so 
much  has  been  done  for  the  education  of  the  deaf  and  the  relief  of  those 
suffering  from  respiratory  and  phonatory  embarrassment,  practically 
nothing  has  been  done  of  an  educational  nature  for  the  cultivation  of 
the  voice  or  the  refinement  of  articulation.  The  writer  is  not  forgetful 
of  the  graver  forms  of  "speech  defect"  that  have  been  studied  and  treated 
with  such  success,  but  emphasizes  the  fact  that  there  are  many  defects  of 
lesser  degree,  defects  that  handicap  the  individual  and  try  the  patience 
of  those  who  must  listen  to  him.  These  have  received  but  little  atten- 
tion, because,  perhaps,  the  cripple  himself  has  not  cared  to  be  cured. 
This  is  clearly  the  work  of  the  oto-laryngologist.  Nothing  is  more  clearly 
recognized  than  the  absolute  interdependence  of  a  sound  larynx  and  a 
sound  voice.  Opinions  may  vary,  however,  within  wide  limits,  as  to 
what  constitutes  a  sound  voice.  He  is  not  one  of  those  who  seem  to  be 
content  with  the  almost  simple,  uncolored  fundamental  tone  as  it  comes 
naked  from  the  vocal  cords.  "Is  it  too  much  to  hope  that  some  day  we 
may  have  an  American  voice  that  will  be  clothed  with  its  full  comple- 
ment of  overtones,  with  all  the  resonance  that  nature  intended  it  to 
have,  and  with  a  delicacy  of  modulation  that  will  adapt  it  to  every  occa- 
sion?" In  his  opinion  this  is  not  Utopian.  Vocal  instruction  should  be 
introduced  and  made  an  essential  part  of  the  curriculum  of  every  school, 
public  or  private;  every  child  should  not  only  be  taught  to  use  his  voice 
correctly  but  should  be  as  rigidly  marked  for  his  proficiency  or  his  lack 
of  it  as  he  is  for  any  other  of  his  studies.     Nor  should  this  teaching  be 
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limited  to  the  elementary  schools.  It  should  be  continued  with  equal  in- 
sistence in  the  high  schools,  the  colleges  and  the  university.  By  vocal 
instruction  he  did  not  mean  singing  or  elocution.  The  child  should  be 
taught  the  art  of  ordinary  speech.  The  earlier  in  life  this  is  taught  the 
more  easily  it  is  acquired,  and  with  the  gradual  growth  of  the  child's 
vocabulary,  it  is  no  less  important  and  no  more  difficult  to  teach  distinct 
enunciation  than  correct  pronimciation. 

As  to  the  methods  for  accomplishing  the  protection  "from  the  offense 
of  slovenly  and  unintelligible  speech,"  the  writer  was  inclined  to  believe 
that  more  could  be  accomplished  individually  than  collectively,  and  that 
each  oto-laryngologist,  in  his  own  community,  would  exert  a  greater  in- 
fluence in  promoting  such  a  cause  than  could  any  documentary  appeal 
issuing  from  the  oto-laryngological  bodies  and  addressed  to  the  country 
at  large. 

Discrssiox. 

Di!.  J.  "\V.  Jehvey.  Greenville,  S.  C,  said:  "In  the  name  of  Dixie  I 
rise  to  protest  against  this  wholesale  indictment  of  the  American  voice. 
I  yield  to  none  in  my  allegiance  to  the  Stars  and  Stripes,  but  just  as  our 
old  friend  Julius  Caesar  once  remarked,  that  'Gallia  est  onnis  divisa  in 
partes  tres,'  even  so  must  I  at  this  time  point  out  that  there  are  three  and 
several  parts  of  this  great  country. 

"Dr.  Grayson  speaks  for  the  North.  Sorrowfully,  and  so  far,  I  agree 
with  him.  One  can  often  recognize  from  afar  the  voice  of  Yankeedom. 
The  West  can  speak  for  itself.  I  am  here  to  defend  the  South  from  a 
broadcast  and  heartless  attack. 

"If  Dr.  Grayson  would  hear  the  music  of  cherubim  and  seraphim;  if 
he  could  hear  the  lilt  of  a  soft,  sweet  and  soothing  intonation,  falling 
upon  the  listening  ear,  even  as  the  fragrance  of  the  sweet  magnolia  falls 
laden  with  perfumed  delight  upon  the  hungry  nostril,  I  ask  him  to  do 
that  which  evidently  he  has  never  done — come  South.  (Walking  over  to 
Dr.  Grayson)  Come  South,  sir,  and  hear  the  song  of  the  South  and  per- 
haps a  lovely  woman  murmuring  'I  love  you.'  There  we  will  welcome 
you,  sir,  and  charm  you  with  our  song,  even  as  you  would  charm  us 
with  your  coming.  Come  and  dispel  these  nightmares  from  your  dreams. 
We  await  you  I"     (Applause  and  laughter.) 

Du.  Gratsox,  in  closing  the  discussion,  replied  to  Dr.  Jervey  in  like 
vein.  He  agreed  with  Dr.  Curtis  that  instruction  in  correct  voice  pro- 
duction and  distinct  articulation  would  have  but  little  effect  unless  the 
instructor  combined  example  with  precept.  Dr.  Curtis  was  no  doubt 
perfecth-  right  in  saying  that  the  most  successful  teacher  for  the  Ameri- 
can child  would  be  an  educated  English  governess  possessing  a  clear  and 
well  modulated  voice,  but,  unfortunately,  it  would  probably  be  but  a 
fraction  of  one  per  cent  of  the  American  fathers  who  could  provide 
their  children  with  governesses  of 'this  class.  One  could  readily  suggest 
any  number  of  impossible  solutions  of  this  voice  and  articulation  prob- 
lem, but  the  one  hastily  sketched  in  this  paper  had  at  least  the  advantage 
of  entire  practicability.  The  means  for  its  employment  already  existed. 
It  only  remained  to  put  them  into  action. 

The    Relation    of    Air    Pressure    in    tiie    Nose    to    Ear    Disease.  Dr.    John 
W.  DuKKEE,  Brooklyn,  X.  Y. 
(PublisJied  in  the  Xovember,  1916.  issue  of  The  Laeyxgoscope.) 
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Non-diabetic  Acidosis  with  Special    Reference  to   Post-operative  Acidosis 
in   Children.      Di!.    li:.v   Fkaak,   Chicago,    111. 

The  purpose  of  this  paper  is  to  bring  under  one  head  and  in  concrete 
form  a  review  of  the  literature,  clinical  and  experimental,  which  is  fast 
tending  to  outline  distinctly  the  hazy  concept  now  called  acidosis,  adding 
thereto  certain  personal  observations,  and  attempting  to  produce  from  the 
whole  a  practical  clinical  entitu,  with  definite  etiology,  definite  diagnostic 
points,  specific  treatment  and  direct  and  simple  prophylaxis.  The  type 
of  acidosis  chiefly  considered  is  the  post-operative  acidosis  of  tonsillec- 
tomies and  adenoidectomies. 

That  acidosis  does  occur  more  frequently  following  tonsil  and  adenoid 
operations  is  perhaps  due  to  the  fact  that  children  are  more  frequently 
anesthetized  for  this  purpose  than  for  all  other  surgical  reasons  com- 
bined. Anesthesia  is  doubtless  the  most  important  causative  factor.  In 
addition  to  anesthesia,  another  important  element  possibly  accounts  for 
this  relatively  frequent  occurrence  of  acidosis  in  children,  viz.,  that 
chronically  infected  tonsils  and  adenoids  pc?"  se  may  have  a  more  or 
less  important  bearing  in  the  production  of  acid  bodies. 

The  practical  points  developed  by  the  consideration  of  the  subjects 
are:  (1)  Acetone  is  found  in  the  post-operative  urine  of  practically  all 
children.  This  acetomuria  produces  no  symptoms  in  a  great  majority  of 
cases.  (2)  Varying  degrees  of  acidosis  or  symptom-producing  acetonemia 
follows  anesthesia  in  about  twenty  per  cent  of  cases  in  children,  in  indi- 
viduals predisposed  by  chronic  infections,  age,  etc.  (3)  The  symptoms 
of  acidosis  are  such  that  three  degrees  of  severity  are  readily  apparent, 
viz.:  subacidosis,  acidosis,  and  acid  intoxication.  (4)  Acidosis  may  be 
prevented  or  its  degree  lessened  by  a  carbohydrate  diet,  preceding  the 
operation;  by  shortening  as  much  as  possible  the  starvation  preparation; 
by  the  use  of  nitrous  oxid,  or  a  short  ether  anesthesia,  and  by  the  use  of 
further  carbohydrate  diet  as  soon  as  the  patient  is  in  proper  condition 
following  operation.  (5)  post-operative  acidosis  in  any  stage  readily  re- 
sponds to  solutions  of  glucose,  administered  by  mouth  or  per  rectum,  or 
in  very  severe  cases  intravenously,  with  sodium  bicarbonate  as  a  pos- 
sibly valuable  adjunct. 

DISCUSSION. 

Dr.  J.  M.  INGERSOLT.,  Cleveland,  Ohio,  said:  "There  are  many  defi- 
nitions of  acidosis  and  this  fact  shows  that  the  condition  is  not  yet  well 
defined.  Palmer  and  Henderson  say  that  a  condition  of  acidosis  exists 
when  the  bicarbonate  depletion  of  the  blood  has  been  carried  to  such  an 
extent  that  the  administration  of  a  quantity  of  sodium  bicarbonate  equiva- 
lent to  one  liter  or  normal  one-tenth  per  cent  solution  fails  to  diminish 
the  urinary  acidity. 

"Normally  the  blood  is  slightly  alkaline.  We  know  that  this  is  neces- 
sary to  maintain  life  and  health.  During  a  normal  existence  an  alkaline 
reserve  is  stored  up  in  the  body  fat  and  muscles  and  this  alkaline  reserve 
is  used  to  neutralize  any  tendency  toward  acidity  in  the  blood. 

"Volatile  acids  in  the  body  are  eliminated  through  the  lungs  by  the 
blood;  non-volatile  acids  are  excreted  through  the  kidneys  and  the  sweat 
glands.  An  increase  of  active  acidity  or  hydrogen-iron  concentration  in 
the  blood  stimulates  the  kidneys  and  respiratory  center  at  first  in  the 
effort  to  eliminate  the  acid.     If  the  effort  is  not  successful,  we  get  an 
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acid  intoxication,  characterized  clinically  by  rapid  pulse,  increased  acidity 
of  the  urine,  air  hunger,  dyspnea,  stupor,  delirium,  vomiting,  convulsions 
and  coma. 

"Many  men  are  studying  the  problem  of  active  acidity  and  we  are  all 
learning  something  about  it,  the  things  which  cause  it  and  some  of  the 
clinical  symptoms  which  develop  in  acid  intoxication.  The  paper  which 
we  have  just  heard  calls  our  attention  to  certain  definite  symptoms  of 
acidosis  which  may  occur  in  our  special  work. 

"Any  condition  which  interferes  with  the  normal  alkaline  reserve  de- 
creases the  patient's  resistance  to  acid  intoxication.  The  debilitating 
effects  of  pathological  tonsils  and  adenoid  tissue  certainly  makes  the 
patient  more  open  to  attack. 

"Prolonged  starvation  surely  predisposes  to  acidosis  but  in  my  judg- 
ment the  short  period  of  starvation  in  tonsil  and  adenoid  operations  is  a 
very  small  factor  in  producing  acidosis.  The  cutting  off  of  liquids,  espe- 
cially water,  has  been  proved  to  be  a  predisposing  cause  and  this  is 
probably  a  more  important  factor  in  our  work  than  the  short  period  of 
starvation.  General  anesthetics  predispose  to  acidosis.  Chloroform  does 
so  most  markedly,  ether  in  a  lesser  degree  and  nitrous  oxid  gas  the  least 
of  all.  Acidosis  is  more  apt  to  develop  after  oroloneed  anesthesia  than 
it  is  after  a  short  period  of  anesthesia.  Trauma  and  the  loss  of  much 
blood  makes  the  development  of  acidosis  more  probable.  We  have  to 
deal  with  all  these  conditions  in  tonsil  and  adenoid  operations.  I  agree 
with  Dr.  Frank  in  his  statement  that  acidosis  may  be  prevented,  or  its 
degree  lessened  by  the  carbohydrate  diet  before  the  operation;  by  short- 
ening as  much  as  possible  the  starvation  preparation;  by  the  use  of 
nitrous  oxid  gas,  followed  by  a  short  ether  anesthesia.  In  addition  to 
these,  I  would  emphasize  the  importance  of  careful  dissection  of  the  ton- 
sils to  avoid  trauma;  dealing  with  hemorrhage  in  a  plain  surgical  way 
and  the  giving  of  small  quantities  of  water  frequently  as  soon  as  possible 
after  the  operation. 

"To  combat  the  symptoms  of  acidosis,  as  Dr.  Frank  says,  glucose 
should  be  given  by  the  mouth  or  rectum,  in  mild  cases,  and  normal  saline 
solution  subcutaneously  in  severe  cases. 

"We  have  never  had  a  case  of  acidosis  following  a  tonsil  and  adenoid 
operation  in  our  work  at  Lakeside  Hospital.  We  think  the  reason  that 
we  have  avoided  acidosis  is  because  the  patient  is  deprived  of  food  and 
water  for  only  a  short  time;  an  appropriate  dose  of  morphin  and  atropin 
is  given  thirty  minutes  before  the  operation;  the  total  period  of  anes- 
thesia is  shortened  by  beginning  it  with  nitrous  oxid;  our  dissections  are 
done  carefully  to  avoid  trauma;  hemorrhage  is  controlled  by  prompt  liga- 
tion and  thus  depletion  and  vomiting  are  avoided;  the  patient  is  given 
water  as  soon  as  possible  after  the  operation." 

Dk.  E.  :m.  Holmes,  Boston,  :Mass.,  cited  a  case  which  had  recently 
come  under  his  observation.  The  patient  was  an  only  child,  six  years 
old,  suffering  from  progressive  deafness,  with  a  marked  adenoid  growth 
which  had  been  present  for  some  time.  Dr.  Dunn  saw  the  child  and  gave 
it  a  clean  bill  of  health  before  operation.  It  was  suggested  that  a  small 
amount  of  chloroform  be  administered,  and  accordingly  42  drops  were 
given.  Removal  of  the  adenoid  growth  was  followed  by  a  very  small 
amount  of  hemorrhage,  much  less  than  usual,  and  in  four  or  five  minutes 
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the  child  was  apparently  entirely  recovered  from  the  anesthetic,  with- 
out vomting  or  other  disturbance.  The  operation  was  at  about  8  o'clock; 
at  five  o'clock  the  child  vomited.  Dr.  Dunn  saw  it  within  half  an  hour, 
and  made  the  diagnosis  of  acidosis.  The  patient  died  the  next  morning, 
with  all  the  signs  and  symptoms  of  acidosis.  The  anesthesia  had  lasted 
only  five  minutes. 

D]{.  Clifton  M.  Miller,  Richmond,  Va.,  had  had  so  much  trouble 
with  acidosis  after  tonsillectomies,  especially  with  the  sub-acidosis  group, 
that  he  had  concluded  that  the  best  method  of  dealing  with  these  cases 
was  along  the  line  suggested  by  Dr.  Frank,  and  not  to  wait  until  the 
condition  has  appeared.  With  very  young  subjects  he  began  to  give 
water  just  as  soon  as  possible,  and  he  commenced  with  the  alkalies  as 
soon  as  water  could  be  taken.  Milk  of  magnesia,  almost  ad  libitum, 
was  given  until  there  was  an  action  from  the  bowels.  Sodium  bicar- 
bonate was  used  in  some  cases.  Since  following  this  plan  he  had  had 
no  acidosis. 

Dr.  Robert  Milligan,  Pittsburgh,  Pa.,  had  recently  had  three  very 
severe  cases  of  acidosis,  certain  features  of  which  were  notable.  In  each 
case  the  length  of  time  which  elapsed  before  the  vomiting  came  on  was 
from  eight  to  twenty-eight  hours.  In  one  case  the  child  vomited  every 
half  hour  for  eight  days.  It  lost  twenty  pounds  during  that  time.  This 
patient  was  a  strong,  well  nourished  boy,  eight  years  old.  The  tempera- 
ture rose  with  the  onset  of  the  vomiting,  going  up  as  high  as  104.4°,  and 
never  lower  than  102°.  The  pulse  ran  from  150  to  170.  The  abdominal 
tenderness  was  very  marked,  and  the  crying  from  thirst  was  pathetic. 
He  tried  various  methods,  including  the  use  of  calomel  followed  by  milk 
of  magnesia,  but  that  which  saved  the  child  was  intravenous  injection 
of  bicarbonate  of  soda.  The  treatment  should  be  commenced  before  op- 
eration, especially  in  cases  in  which  there  has  been  much  absorption 
from  the  tonsils.  He  had  made  it  a  rule  to  examine  the  urine  in  all  his 
hospital  cases,  and  if  he  found  plus  indican,  he  refused  to  operate.  In 
private  cases  he  gave  glucosed  candy,  or  glucose  in  other  forms.  Results 
had  been  better  when  this  was  done.  Under  no  circumstances  would  he 
operate  in  the  presence  of  acetone,  because,  with  chloroform  or  ether 
anesthesia,  there  was  always  the  danger  of  acidosis. 

Dr.  Joseph  C.  Beck,  Chicago,  111.,  had  used  bicarbonate  of  soda  be- 
fore operation  ever  since  Dr.  Lynch  had  recommended  it  to  him,  three 
years  ago.  He  gave  30  to  60  grains  in  three  ounces  of  water,  by  rectum, 
a  half  hour  before  operation.  It  was  not  practicable  for  him  to  have  a 
urinalysis  in  all  cases,  as  suggested  by  Dr.  Milligan.  He  had  found  that 
vomiting  had  not  occurred  nearly  so  often  since  he  had  adopted  this 
method.  The  occurrence  of  vomiting,  however,  should  not  be  taken  im- 
mediately to  mean  acidosis,  as  it  was  largely  due  to  the  swallowing  of 
blood  and  mucus. 

Dr.  Frank,  in  closing  the  discussion,  said  he  had  never  used  Fish- 
er's solution,  as  suggested  by  Dr.  Fairbairn,  because  he  had  found  the 
glucose  solution  with  bicarbonate  of  soda  very  satisfactory. 
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Dr.  George  Hudson  Makuen  died  February  '21,  H'lT,  of  a  heart 
attack,  at  Goshen,  X.  V.,  the  home  of  his  birth.  Here  began  and 
ended  the  hfe  of  a  useful,  dignified  and  progressive  member  of  the 
medical  profession. 

Dr.  Makuen  was  born  in  Goshen,  X.  Y.,  July  16,  18o5.  He  was 
a  graduate  of  Yale  University,  of  the  class  of  18S4,  received  his 
medical  degree  from  Jefferson  Medical  College  in  ISS'i,  and  after 
several  years  of  general  practice  in  Philadelphia  entered  upon  the 
specialty  of  laryngology  and  otology.  In  18!i7,  he  was  elected  Pro- 
fessor of  Defects  in  Speech  at  the  Polyclinic  Hospital  and  College 
for  Graduates  in  Medicine  at  Philadelphia. 

His  activities  in  special  practice  were  mainly  along  the  lines  of 
defects  in  speech.  In  this  held  he  gained  recognition  as  a  foremost 
authority.  His  early  training  as  a  teacher  in  elocution  and  (oratory, 
his  special  practice  in  laryngology  and  dose  study  of  the  psy- 
chology of  the  defective  child  qualified  him  pre-eminently  to  the 
rank  of  leading  authority  in  the  practice  and  literature  of  this 
unusual  specialty. 

From  close  personal  touch  with  our  departed  friend  we  know 
with  what  handicaps  and  difticulties  he  was  confronted  in  urging 
his  fellows  in  laryngology  to  study  and  help  develop  this  important 
field  in  our  specialty.  Success  in  this  work  is  only  attainable  by 
unusual  patience,  perseverence,  careful  analysis  of  each  case  and 
a  world  of  sympathy.  All  of  these  attributes  our  friend  possessed 
to  a  bountiful  degree.     His  kind  and  cheerful  disposition  secured 


for  him  the  immediate  confidence  of  the  unusual  child ;  his  fair- 
mindedness  and  logical  training  won  the  esteem  of  his  fellows 
and  elected  him  to  pcjsitions  of  honor  in  their  assemblies. 

In  li'U]  he  was  elected  chairman  of  the  Section  on  Lar}-ngology 
and  Otology  of  the  American  Medical  Association;  in  ]!)r^  he  was 
President  of  the  American  Laryngological,  Rhinological  and  Oto- 
logical  Society,  and  in  lUKJ  President  of  the  American  Laryngologi- 
cal Association. 

His  quiet,  modest  and  dignified  bearing  were  pronounced  char- 
acteristics even  in  his  more  intimate  associations  with  his  profes- 
sional confreres ;  his  refined,  cultured  mind,  his  genial  form  of  ad- 
dress, his  carefully  gleaned  experiences  in  his  special  work,  made 
him  an  important  and  influential  factor  in  the  development  of  laryn- 
gology. His  numerous  and  valuable  contributions  to  the  literature 
of  this  field  of  medical  science  were  like  his  character, — dignified, 
graceful,  deliberate  and  convincing. 

Laryngolog}-  has  lost  a  strong  and  active  worker  and  the  par- 
ticular specialty  of  defects  in  speech,  has  lost  its  most  important 
and  valuable  champion.  He  was  a  good  man,  a  kind  friend,  an 
able  physician  and  a  devoted  husband. 

As  his  many  literary  activities  included  a  personal  and  active 
association  on  the  editorial  staff  of  The  Laryngoscope,  we  feel 
it  our  privilege,  even  though  it  be  a  sad  one,  to  extend  to  Mrs. 
Makuen  our  heartfelt  condolence  and  the  sympathy  of  his  many 
friends  among  the  fellows  in  laryngology  and  otolog}^  His  scien- 
tific work  will  always  be  a  stimulus  to  his  fellows  and  his  memory 
cherished.  M.  A.  G. 
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XOTE. — All  titles  marked  with  a  *  are  abstracted  under  their  respective 
numbers  in  the  second  section.  All  articles  marked  with  a  t  have  appeared 
as  original  papers  in  THE  LARYXGOSCOPE.  All  articles  marked  with 
a  §  have  been  abstracted  in  THE  LA.RYNGOSCOPE. 
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1  Bailey,  H.     Deviation  of  the  septum.     Jour.  Mo.   State  Med.  Assn., 
p.  59,  Feb.,  1916. 

2  Blackbcrx,  W.   J.     Submucous  resection  of  tlie  nasal  septum  with 
report  of  cases.     Jour.   Ophthal.,  Otol.  and  Laryngol.,   March,   1916. 

3  Bromax,  I.     Evolution  of  the  infraseptal  nasal  gland     in     rodents. 
Svenska  Lakares,  HandVngar.  Stockholm,  V.  xlii.  No.  3,  1916. 

4  Clevexger,  W.  F.     Deviations  of  nasal   septum  and   the   submucous 
operation.     Indiana  State  Med.  Assn.  Jour.,  July,  1916. 
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function  of  faucial  tonsil.  Illinois  Med.  Jour.,  June,  1916,  and  An- 
nals OtoL.  Rhinol.  and  Laryngol..  Dec,  1916. 
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t251  Marshall,  Watsox.  General  surgical  principles  as  applied  to  ton- 
sillectomy.    The  Laryngoscope,  p.  1374,  Dec,  1916. 

*252     Matthews.  J.     Tonsillectomy.     Jour.  A.  M.  A.,  Feb.  12,  1916. 
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256  MixK,  P.  J.  The  tonsils  and  respiration.  Nederlandsch  Tijdschr. 
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Indikation  der  Tonsillektomie).  Arch.  f.  Ohren-Nasen  und  Kehl- 
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Jour.  A.  M.  A..  April  1,  1916. 
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Finska  Lakares.  Handlingar  Helsingfors,  V.  Iviii,  No.  8,  1916. 

303  MoxcLAM,  L.  Ligation  of  lingual  artery  in  secondary  hemorrhage 
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Med.  Jour.,  Sept.  16,  1916.    The  Labyxgoscope,  p.  1282,  Nov.,  1916. 
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April   1,   1916. 

330  Barnes,  N.  P.  Focal  infection.  Washington  Med.  Ann.,  July,  1916, 
and  New  York  Med.  Jour.,  Oct.  21,  1916. 
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Nov.,  1916 

*335     Bersani,  G.     Injuries  to  the  jaw  bones  caused  by  war.  Annali  di 
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342  Bolt,  R.  F.  Aneurysm  at  termination  of  external  carotid  artery. 
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352  Canl'yt,  G.  Angina  of  arthritic  origin  (Angines  aiques  dites 
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York  Med.  Jour.,  April  29,  1916. 

367  Daland,  J.    Focal  Sepsis.    New  York  Med.  Jour.,  June  17,  1916. 
§368     D'Alise,  R.     Tuberculosis  of  the  superior  maxilla  (Tuberculosis  del 

mascellare  superiore).   Annali  di   Odontologia,     Feb.,   1916.       The 
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Finoka  Lakar.  Handlingar,  Oct.,  1916. 
'"373     Fam^e,   M.   and  Dreyfus,   H.     Treatment   of  Vincent's  angina  and 

stomatitis  with  silver  nitrate  and  methylene  blue.    Presse  Med.,  No. 
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larynx.     Edinburgh  Med.  Jour.,  Jan.,   1916. 

382  FuLE>'wiDER,  J.  W.  Mouth  hygiene  and  its  relation  to  systemic 
diseases.     Illinois  Med.  Jour.,  Jan.,  1916. 

383  FuLKERsox,  C.  B.  Case  of  otogenic  pharyngeal  abscess,  with  re- 
view of  literature.    Mich.  State  Med.  Soc.  Jour.,  June,  1916 

384  Gallego,  a.  Paradental  adenocarcinoma.  Odontologia,  Madrid, 
p.  505,  1916. 

385  Gbixgenbach,  F.  P.  Pneumococcus  sore  throat  in  children.  Colorado 
Medicine,  Jan.,  1916. 

386  Gii^AN,  P.  K.  Dermoid  tumors  of  the  mouth.  Surg.,  Gyn.  andt 
Obst.,  June,  1916 

*387     GoADBY,  K.     Ulcerative  stomatitis.     Lancet,  May  6,  1916. 

388  Got.  Three  cases  of  benign  tumors  of  the  superior  maxilla.  Rev. 
de  Laryngol.,  d'Otol.  et  de  Rhinol.,  No.  24,  Dec.  31,  1916. 

389  Grant,  W.  W.     Cancer  of  the  lip.  Jour.  A.  M.  A.,  April  29,  1916 

390  GuEKixi,  V.  Pyorrhea  as  an  etiological  factor  in  disease  (La 
piorrhea  alveolo-dentaria  come  fattore  etiologico  di  alcune  gravi 
malattie  dell  organismo  e  sua  cura).  Ajinali  di  Odontologia,  p.  17, 
Jan.,  1916. 

391  Guthrie,  D.  Influence  of  position  on  the  appearance  of  the  normal 
pharynx.    Jour.  Laryngol.,  Rhinol.  and  Otol.,  Nov.,  1916. 

392  Haberland.  Direct  implantation  of  the  hypoglossal  nerve  in  the 
face  musculature  in  facial  paralysis.  Zentralblatt  f.  Chirurgie,  No. 
4,  1916. 

393  Hartig,  Leech  in  throat:  three  simultaneous  cases.  Munchener 
mediz.  Woch.,  No.  42,  Oct.  17,  1916. 

394  Hartzell,  T.  B.  axu  Hexrici,  A.  T.  The  dental  path;  its  import- 
ance as  an  avenue  to  infection.  Surg.,  Gyn.  and  Obst.,  p.  18,  Jan., 
1916. 

395  Haskix,  W.  H.  The  responsibility  of  the  physician  in  oral  infec- 
tions.    Xew  York  State  Jour.  Med.,  March,  1916. 

396  Hasluxd.  Paul.  Lupus  erythematosus  of  the  lips  and  mucous 
membrane  of  the  mouth.     Hospitalstidende,  July  26,  1916. 

397  Hecker,  F.  Histological  studies  of  the  development  of  the  alveolus 
of  young  rhesus  monkeys.  International  Jour.  Orthodontia,  Oct., 
1916. 

398  Herpix,  a.  Immobilization  of  fractured  lower  jaw.  Presse  Medi- 
cale,  Paris,  Feb.  24,  1916. 

399  Herr,  C.  H.  Some  diseases  resulting  from  infections  of  the  mouth 
and  upper  air  passages.     Ohio  State  Med.  Jour.,  Oct.  1,  1916. 

*400     HixMAx,    T.    P.     Diagnosis    and    treatment    of    Vincent's    angina; 

report  of  a  case  involving  the  lungs.    Dental  Cosmos,  Dec,  1916. 
401     HoFiiAxx,   E.     Melanosarcoma  of  the  buccal  mucosa.     Munchener 

mediz.  Woch.,  V.  Ixiii,  p.  322,  1916. 
t402     Holmes,  Edgar  M.     Ruptured  aneurysm  into  the  mediastinum  and 

deep  cervical  fascia  with  symptoms  of  Ludwig's  angina.     Report  of 

three  cases.    The  Laryngoscope,  p.  1246,  Oct.,  1916. 


I 


238  MOUTH   AND  PHARYNX. 

403  HoPKixsox,  B.  M.  Oral  hygiene.  Bull.  Med.  and  Chirur.  Faculty 
of  Maryland,  Sept.,  1916. 

404  HoRGAN,  J.  B.  Primary  tuberculosis  of  the  pharynx  and  larynx 
in  a  male  aged  sixty-nine.  Jour.  Laryngol.,  Rhinol.  and  Otol.,  V.  31, 
No.  1,  Jan.,  1916. 

405  HoBSLEY,  J.  S.  Plastic  operations  for  acquired  deformities  of  the 
face.    Jour.  A.  M.  A.,  p.  411,  Feb.  5,  1916 

406  HoRSLEi",  J.  S.  Plastic  surgery  of  the  face.  Virginia  Med.  Semi- 
monthly, Nov.  24,  1916. 

407  Hughes,  W.  K.  Lupus  of  the  mouth  and  throat.  Proc.  Roy.  Soc. 
Med.,  Laryngol.  Sec,  March,  1916. 

408  HtrjfT,  J.  R.  Recurrent  paralysis  of  the  facial  nerve  and  its  relation 
to  the  so-called  facioplegic  migraine.  Jour.  A.  M.  A.,  March  18, 
1916. 

409  HiTTCHiNsoN,  R.  G.  Pyorrhea  alveolaris.  New  York  Med.  Jour., 
Oct.,  21,  1916. 

410  Imbert,  L.  and  Real,  P.  Fractures  of  the  lower  jaw  by  war  projec- 
tiles.    Annali  di  Odontologia,  V.  1,  No.  11,  Nov.,  1916. 

411  Iroxs,  E.  E.  Dental  infections  and  systemic  disease.  Treatment 
and  results.     Amer.  Jour.  Electrotherap.  and  Radiol.,  Nov.,  1916. 

412  Ivy,  R.  H.  Chronic  mouth  infection  in  relation  to  systemic  dis- 
ease.      Wisconsin  Med.  Jour.,  May,  1916. 

413  JoHxsox,  Samuel.  Sore  throat  clinically  considered.  Annals  Otol., 
Rhinol.  and  Laryngol.,  Dec,  1916. 

t414     JoHXSTOx,  W.  H.    Acidosis;   its  importance  in  nose  and  throat  sur- 
gery in  children.     The  Laryngoscope,  p.  1093,  Aug.,  1916. 

415  Johns,  F.  M.  Study  of  endameba  buccalis  in  alveolo  dental  pyor- 
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throat.    Jour.  Ophthalmol.,  Otol.  and  Laryngol.,  Nov.,  1916. 
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facial  paralysis  through  sutures  with  paraffined  silk.  Arch.  f. 
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in  systemic  disorders.  Amer.  Jour.  Electro-therap.  and  Radiol., 
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Xanthosia  and  Other  Septal  Hemorrhages.  Chester  C.  Catt,  Jour.  A.  M. 
A.,  Dec.  2,  1916. 

As  nose  bleed  from  general  causes,  such  as  anemia,  hemophilia,  heart 
and  kidney  disease,  is  rather  infrequent,  they  will  not  be  considered. 

The  most  frequent  cause  of  septal  hemorrhage  is  xanthosis,  and  occurs 
most  often  at  the  anterior  part  of  the  septum.  At  first  the  bleeding  is 
slight  and  goes  unnoticed,  later  becomes  more  profuse  and  may  ulcerate 
into  the  septal  artery.  It  appears  as  a  yellowish  spot  and  is  seen  as 
frequently  on  straight  as  deflected  septums. 

The  treatment  preferred  by  the  author  is  to  raise  the  mucous  mem- 
brane and  perichondrium  from  the  cartilage  and  pack  between  the  peri- 
chondrium and  cartilage  with  iodoform  gauze.  The  pack  is  left  in  for  cwo 
days  and  usually  does  not  need  to  be  replaced.  If  both  sides  of  the  sep- 
tum are  involved,  they  should  be  done  at  separate  times,  or  a  perfora- 
tion will  result.  Fraxcis  R.  Packard. 

Deflected  Septum  as  a  Causa!  Factor  in  Sinus  Disease.  H.  M.  Goddard, 
Jour.  Oplithal.,  Otol  and  Larungol.,  Jan.,  1916. 
Besides  emphasizing  the  marked  deflections  of  the  septum  as  of  etio- 
logical importance  in  sinus  disease  the  author  calls  attention  to  the  more 
moderate  types  of  deviation  which  are  frequently  overlooked.  In  these 
cases  the  patient  rarely  complains  of  nasal  obstruction,  yet  in  these  very 
cases  where  the  deformity  is  of  mild  grade  it  was  found  to  be  the  prin- 
cipal cause  of  the  trouble,  the  correction  of  the  deviation  resulting  in 
prompt  clearing  up  of  the  sinusitis.  The  article  contains  a  description 
of  Ihe  technique  of  the  submucous  operation.  Ed. 

9 

Congenital  Tumors  of  the  Septum.  Harry  Haexisch,  ZeitscJir.  fur  Laryn- 
gol.,  Rhinol.  und  iJire  Grenzgeb..  Bd.  8,  H.  3,  Sept.  15,  1916. 
The  author  describes  the  histological  findings  in  a  case  of  tumor  of 
the  septum  which  differed  from  that  of  fibroma,  bleeding  septum  polypus, 
and  of  the  malignant  growths  in  that  it  consisted  of  the  normal  elements 
of  the  mucous  membrane  of  the  septum.  He  proposes  the  name  of  "ap- 
pendix septi  congenita"  to  this  form  of  growth.  Ed. 

10 

An    Investigation    Into   the    Results   of  the   Submucous    Resection    of  the 
Septum    in    Children.    Charles  H.   Haytox,  Jour.  Laryngol.,  Rhinol. 
and   Otol.,    April,    1916. 
Of  31  patients  ranging  in  age  from  six  to  fourteen  years,  in  10  patients 
(33  per  cent.)  there  was  broadening  of  the  nose  with  saddle-backs   (six). 
In  6  patients   (20  per  cent)   the  nose  was  straighter  and  in  15  patients 
(47  per  cent)  there  was  no  change.     No  perforations  were  discovered  in 
the  31  cases  examined.     No  atrophic  conditions  were  seen.     The  broad- 
ening and  dimpling  of  the  nose  can  be  accounted  for  by  the  fact  that 
newly  formed  fibrous  tissue  has  a  great  tendency  to  contract.  Ed. 
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15 

Submucous  Resection  of  the  Nasal  Septum.  J.  L.  Matbacm,  Amer.  Jour. 
Surg.,  Aug.,  1916. 
Adenoids  and  narrowing  of  ttie  nares  should  receive  proper  operative 
attention  in  order  to  obtain  the  fullest  benefits  from  submucous  resection. 
The  supine  position  of  the  patient,  the  head  slightly  elevated,  is  the  ideal 
position  while  operating,  as  shock  is  eliminated  and  better  access  to  the 
floor  is  obtained.  Under  favorable  conditions  packing  of  the  nose  may  be 
dispensed  with  after  the  operation.  Post-operative  manipulations  in  the 
nose  should  be  avoided  for  a  few  days  to  minimize  the  possibility  of 
infection.  Ed. 

27 

Adenoids  as  a  Factor  in  Amblyopia.  Charles  T.  Adams,  Jour.  Maine  Med. 
Assn.,  Dec.,  1916. 
The  author  presents  twenty-six  cases  in  which  defective  vision  and 
accompanying  headaches  were  either  entirely  corrected  or  very  greatly 
improved  after  removal  of  the  patient's  adenoids.  With  nineteen  cases 
reported  by  him  in  1913  this  makes  a  total  of  thirty-five  cases.  Ed. 

32 

Pathogenesis  of  the  Nasal  Neuroses.  C.  P.  Gkaysox,  Trans.  American 
Laryngol.  Assn.,  1916. 
The  author  believes  that  at  least  in  the  majority  of  these  cases  there 
is  an  underlying  neurasthenia  or  even  a  psychasthenia,  of  which  the 
nasal  neurosis  is  merely  a  localized  manifestation.  His  experience  has 
been  that  almost  two-thirds  of  his  cases  have  given  a  fairly  clear  history 
of  inherited  neurotic  tendency  and  in  almost  all  the  others  there  have 
been  perfectly  evident  and  sufficient  reasons  of  an  emotional,  mental  or 
physical  nature  to  fully  account  for  that  general  nervous  exhaustion  of 
which  the  loss  of  vasomotor  equilibrium  was  but  a  sequel  and  a  symptom. 
There  is,  however,  another  group  of  cases  the  pathogenic  explanation  of 
which  may  be  based  upon  the  theory  of  anaphylactic  reaction.  But,  he 
firmly  believes  that  in  a  very  large  percentage  of  cases  the  neurasthenia 
primarly,  and  the  nasal  neurosis  secondarily  are  the  products  of  a  long 
continued  violation  of  diet,  exercise,  work  and  play.  Ed. 

34 

Diagnosis  and  Management  of  Vasomotor  Disturbances  of  the  Upper  Air 
Passages.  J.  L.  Goouale,  Boston  Med.  and  Surg.  Jour.,  Aug.  10,  1916. 
In  a  large  proportion  of  vasomotor  diseases  of  the  upper  air  passages 
the  disturbances  are  dependent  upon  the  entrance  of  foreign  protein  into 
the  system,  either  through  contact,  inhalation  or  ingestion  through  the 
mucous  membrane  of  the  respiratory  or  gastrointestinal  tract.  Foreign 
proteids  may  perhaps  also  develop  in  or  upon  these  mucous  membranes 
through  autolysis  of  pathogenic  or  saprophytic  bacteria.  When  the  skin 
reactions  to  the  various  classes  of  pollen  proteids  have  been  determined, 
the  management  of  cases  will  depend  largely  upon  the  relative  preponder- 
ance of  the  local  reactions  in  relation  to  the  clinical  history.  If  the 
cause  is  found  to  be  seasonal,  as  in  hay  fever,  immunization  by  injection 
of  pollen  extracts  is  likely  to  prove  of  service.  Treatment  must  probably 
be  repeated  annually.     If  the  cause  is  perennial  and  is  due  to  inhalation 
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of  foreign  proteins  it  is  wiser  to  avoid  the  cause  rather  than  to  seek  to 
effect  a  cure  by  immunization.  Septic  foci  should  be  removed  in  order 
to  eliminate  any  bacterial  origin  of  the  trouble.  Ed. 

35 

Skin  Reactions  Excited  by  Various  Bacterial  Proteids  in  Certain  Vaso- 
motor Disturbances  of  the  Upper  Air  Passages.  .J.  L.  Goodale,  Boston 
Med.  and  8urg.  Jour.,  Feb.  17,  1916. 

Cultures  w^ere  taken  from  eight  cases  of  vasomotor  rhinitis  and  of 
asthma  of  the  infectious  type,  'the  staphylococcus  pyogenes  aureus  and 
albus  and  the  pneumococcus  were  the  organisms  found.  Another  organ- 
ism having  some  of  the  characters  of  the  Priedlander  bacillus  was  iso- 
lated from  a  case  of  severe  astbma.  Cultures  were  also  grown  from 
laboratory  stock  of  micrococcus  tetragenus,  micrococcus  cereus  flavus 
and  staphylococcus  pyogenes  citreus.  All  the  cultures  were  grown  on 
agar  slants  and  then,  with  the  object  of  killing  the  organisms  without 
coagulating  their  albuminous  constituents  they  were  exposed  to  ether 
vapor  for  a  period  of  four  days.  The  colonies  were  then  transferred  to 
a  12  per  cent  dilution  of  alcohol  in  order  to  extract  the  bacterial  proteids; 
the  bacteria  being  one-third  by  volume  on  centrifuging  that  of  the  alco- 
hol dilution  added.  After  a  week  the  fluids  were  tested  on  the  skin  of 
patients  in  the  same  manner  as  employed  in  the  diagnosis  of  plant  sensi- 
tization. A  total  of  fifty  cases  of  vasomotor  rhinitis  and  of  asthma  were 
examined  by  the  application  of  the  staphylococcus  albus,  aureus  and 
citreus,  the  micrococcus  tetragenus  and  the  cereus  fiavus. 

The  positive  skin  reaction  proceeds  to  develop  in  the  course  of  10  or  15 
minutes  and  ranges  from  a  narrow  band  of  hyperemia  bordering  the 
scratch  to  a  hyperemic  area  of  two  centimeters  in  diameter.  Edema 
occurs  in  the  more  marked  cases. 

The  experiments  showed  that  in  certain  anaphylactic  individuals  ex- 
hibiting symptoms  of  perennial  vasomotor  disturbances  of  the  upper  air 
passages  an  immediate  and  characteristic  reaction  is  elicited  by  the  ap- 
plication to  a  scratch  of  the  skin  of  soluble  extracts  of  staphylococcus 
albus,  areus,  citreus  and  micrococcus  tetragenus,  and  also  by  the  bacil- 
lus resembling  the  Friedlander  bacillus.  Not  all  patients  are  sensitized 
equally  to  these  organisms.  On  the  other  hand,  certain  cases  of  vaso- 
motor disturbances  clinically  indistinguishable  from  the  above  showed 
no  reaction  to  the  organisms  tested.  Individuals  without  vasomotor  dis- 
turbance developed  no  reaction  in  any  case.  Ed. 

3S 

Therapeutics  of  Hay-Fever.  A.  Pahkeu  Hitchens,  Xeic  York  Med.  Jour., 
Oct.  7,  1916. 
The  following  plan  of  treatment  ig  suggested:  A  thorough  rhinoscopic 
examination.  As  an  aid  in  identifying  the  variety  of  pollens  inhaled  by 
the  patient  a  special  button  should  be  worn  or  kept  in  his  vicinity,  con- 
sisting of  a  metal  frame  in  which  is  held  a  microscope  cover  glass  coated 
with  glycerine  mixture  used  by  Blackley.  The  microscopic  examination 
is  made  after  24  hours  exposure.  Prophylactic  treatment  may  be  begun 
two  or  three  months  before  the  hay  fever  season  and  an  initial  dose  of 
extract  containing  0.0025  mg.  nitrogen  is  sufficient  to  produce  some  im- 
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munizing  response  without  producing  any  disagreeable  effects.  Subse- 
quent injections  are  given  at  five  to  seven  day  intervals.  The  increase 
in  dosage  will  depend  upon  the  local  reaction;  if  the  redness  at  the 
point  of  the  first  injection  is  slight  the  second  dose  may  be  increased  to 
double  the  original  amount.     Xo  further  increase  is  advised.  Ed. 

41 

Hay-Fever;  Its  Treatment  with  Autogenous  Vaccines  and  Pollen  Extract. 
Lko.n  S.  ALedalia,  Boston  Med.  and  Surg.  Jour.,  Aug.  10,  1916. 
Six  cases  treated  with  autogenous  vaccines  gave  encouraging  results. 
The  cultures  were  obtained  by  passing  a  sterile  swab  along  the  floor  of 
the  nose  to  the  posterior  wall  of  the  pharynx,  in  such  a  way  as  to  wipe 
off  as  much  of  the  mucous  lining  of  the  passage  as  possible  during  the 
withdrawal,  and  then,  implanting  in  the  ordinary  way  on  glucose  agar, 
blood  serum,  bouillon,  and  blood  agar.  Several  tubes  of  glucose  agar 
slants  are  used,  sufficient  for  an  autovaccine.  Cultures  are  also  made 
from  the  throat  by  swabbing  off  the  tonsils,  going  as  deeply  as  possible 
between  the  pillars  of  the  fauces,  and  from  the  conjunctiva  by  placing  a 
swab  upon  it,  covering  it  with  the  lids,  and  having  the  patient  squeeze 
the  lids  tightly,  so  as  to  have  the  swab  soak  up  any  secretion  present. 

El). 

51 

Direct  and  Indirect  Hay-Fever.  W.  Schkppeguei.l,  Jour.  Amcr.  Med. 
Assn.,  Sept.  16,  1916. 
There  are  two  forms  of  pollen  causing  hay  fever:  the  one,  spiculated 
in  form  and  low  in  protein,  causing  direct  hay  fever;  the  other,  unspicu- 
lated  and  high  in  protein  causing  the  hay  fever  through  absorption  of 
the  protein.  The  severity  and  duration  of  the  attack  in  the  direct  form 
depend  on  the  number  of  pollen  grains  in  the  atmosphere  and  the  length 
of  the  pollen  spicules  (ragweeds) ;  in  the  indirect  form,  on  the  amount 
of  protein  contained  in  the  pollen  and  the  number  of  pollen  grains  in  the 
atmosphere  (grass  pollen).  Ed. 

53 

Rag  Weed  Pollen  in  the  Nasal  Secretions  of  Hay-Fever  Patients.     Dr.  W. 

ScHEPPEGRELL,  Medicul  Kccord,  October  14,  1916. 
The  author  reports  a  case  in  which  the  nasal  mucus  of  a  patient  suffer- 
ing from  an  acute  attack  of  hay  fever  was  collected  and  showed  under 
microscopic  examination  an  average  of  seven  ragweed  pollen  to  each 
division  of  the  mucus  examined,  totalling  fifty-six  pollens  in  the  secre- 
tion collected.  In  this  instance  it  showed  the  direct  relation  of  the  pollen 
to  the  attack,  the  number  of  pollen  required  to  cause  the  reaction,  and 
the  relief  afforded  by  the  discharge  of  the  mucus  containing  the  pollen.  . 

M.   D.  Lederman. 

56 

Pollen    Extracts  and    Vaccines   in    Hay-Fever.    S.  Strouse  and  I.  Prank, 
Jour.  Avier.  Med  Assn.,  March   4,  1916. 
The  pollen  origin  of  hay  fever  has  been  demonstrated  and  it  is  difficult 
to  reconcile  good  results  from  bacterial  vaccines  in  a  disease  the  symp- 
toms of  which  are  essentially  those  of  pollen  protein  sensitization.    Strik- 
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ing  results  have,  however,  been  reported  from  vaccines  and  it  is  possible 
that  bacteria  may  play  a  secondary  part.  The  conception  of  hay  fever 
as  a  pollinosis  associated  with  a  bacterial  subinfection  can  be  used  to 
explain  the  partial  relief  obtained  by  bacterial  vaccines  and  by  pollen 
extracts.  In  the  author's  experiments  all  the  autogenous  vaccines  were 
made  from  blood  cultures  on  agar  taken  from  the  inside  of  the  nose.  In 
most  instances  a  pure  culture  of  the  staphylococcus  albus  was  obtained. 
Of  thirteen  cases  treated  by  vaccines,  three  were  cured,  eight  were  either 
somewhat  or  greatly  relieved  and  in  two  there  was  no  change.  Of  six- 
teen cases  treated  by  pollen  extracts  all  were  relieved,  but  there  was  no 
cure  in  any  of  them.  Ed. 

62 

Sarcoma  of  the    Nose;    Report  of  a    Fatal   Case   with    Metastasis   in   the 

Cervical  Glands  and  in  the  Brain.      J.  Payson  Claek,  Annals  Otol., 

Rhinol.   and  Laryngol.,  June,   1916. 

Patient  a  woman,  64  years  old.     Tumor  the  size  of  a  marble  on  the 

outer  wall  of  the  left  nostril  just  above  the  vestibule.     Growth  removed. 

Two  months  later  an  enlarged  gland  could  be  felt  under  the  left  side  of 

the  jaw.     This  was  excised  and  proved  to  be  spindle-cell  sarcoma  which 

thus  determined  the  character  of  the  original  growth.     Coley's  treatment 

tried  without  result  for  two  months  and  at  the  end  of  that  time  a  small 

recurrence  was  found  in  the  nose.     Complete  glandular  dissection  of  left 

side  of  the  neck  successfully  performed.     Three  months  later  the  patient 

developed  mental  symptoms,  convulsive  attacks,  motor  aphasia,  dysphagia, 

coma.     Autopsy  showed  three  metastases  in  the  brain.  Ed. 

64 

Primary  Nasal  Polypi.  Oswald  Levinstein,  Zeitschr.  fur  Laryngol., 
Rhinol  u.  ihre  Grenzgeh.,  Bd.  8,  H.  1,  Jan.  15,  1916. 
The  author  describes  a  case  of  unilateral,  solitary  polyp  of  the  nose 
in  a  boy  seven  years  old  and  calls  attention  to  the  infrequency  of  nasal 
polypi  in  children.  In  the  group  of  such  cases  collected  by  Avellis  all 
the  cases  possessed  certain  characters  in  common;  unilateral,  solitary 
occurence,  considerable  size,  cystic  structure,  absence  of  bleeding  on  re- 
moval. In  all  of  Avellis'  cases  the  origin  of  the  polyp  was  the  maxillary 
antrum.  This  seat  of  origin  was  absent  in  the  present  case.  It  differed 
also  from  Uffenorde's  cases  of  primary  nasal  polyp  in  the  same  respect 
as  no  evidence  of  any  involvement  whatever  of  the  antrum  could  be 
demonstrated,  notwithstanding  that  the  tumor  had  been  of  a  year's 
standing.  Ed. 

67 

Histological  Features  of  Rhinophyma.  Sir.  William  Milligan,  Proc. 
Royal  Soc.  Med.,  Laryngol.  Section,  April,  1916. 
Examination  of  the  lobulatetj  and  hypertrophied  tissue  removed  from 
the  patent's  (male,  58  years  old)  nose  showed  the  surface  epithelium 
intact  and  in  most  places  not  thickened  at  all.  The  main  thickening  oc- 
cured  in  the  subcutaneous  tissue  where  there  was  considerable  hyper- 
trophy. Many  of  the  sections  showed  a  deposit  of  fat  in  the  subcutaneous 
tissue.  The  blood  vessels  and  lymphatics  enlarged;  interstitial  hyper- 
plasia; enormous  dilation  of  the  sebaceous  glands  to  four  or  five  times 
their  normal  size.  The  lobulated  condition  is  due  to  thickening  of  the 
subcutaneous  tissue.  Ed. 
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69 

Endothelioma  of  the  Nasopharynx  Apparently  Cured  by  Radium.  James 
Adam,  Jour.  Laryngol.,  Rhinol.  and  Otol.,  August,  1916. 
This  patient,  female,  36  years  of  age,  had  chronic  suppuration  with 
slight  discharge  in  the  left  ear  from  infancy  and  a  discharge  from  the 
right  ear  for  nine  months.  The  right  external  canal  was  dilated  with 
what  seemed  to  be  a  large  osteoma;  but  this  growth,  though  firm  to  touch, 
lacked  the  hardness  of  a  bony  growth  and  entirely  filled  the  canal.  The 
right  choana  (the  patient's  intonation  was  nasal)  was  found  to  be  en- 
tirely occluded  and  the  right  half  of  the  palate  pressed  downward.  On 
pharyngoscopic  examination  a  large  mulberry-like  tumor  could  be  seen 
completely  filing  up  the  right  half  of  the  nasopharynx  and  projecting 
slightly  to  the  left  of  the  vomer.  It  seemed  to  be  growing  from  the 
Eustachian  orifice.  Growth  from  the  ear  removed  and  proved  to  be  an 
endothelioma.  The  author  consequently  tied  50  mg.  of  radium  bromide 
screened  by  1  mg.  gold  into  the  nasopharynx  close  to  the  tumor  and  let 
it  remain  for  twenty-three  hours.  Within  a  fortnight  the  tumor  had 
shrunk  so  much  that  all  that  could  be  seen  of  the  growth  was  a  small 
round  mass  round  the  Eustachian  orifice;  the  right  was  free  and  the  dis- 
charge had  stopped  from  both  ears.  In  about  six  weeks  the  only  trace 
of  the  tumor  was  the  thickened  rounded  margin  of  the  Eustachian  open- 
ing. The  same  amount  of  radium  was  again  tied  in  for  eleven  hours.  At 
date  of  the  report  the  parts  looked  normal  except  that  the  tubal  orifice 
was  large  and  somewhat  crateriform.  Ed. 

71 

Sarcoma  of  the  Nasopharynx  Treated  with  Radium  and  Mesothorium. 
Clinton  C.  Colliee,  Jour.  Ophthal,  Otol.  and  Laryngol,  Oct.,  1916. 
Large  round  cell  sarcoma.  Patient  a  man  39  years  old.  Twenty-four 
exposure  to  100  mg.  mesothorium.  No  change  in  condition  of  tumor 
after  two  weeks.  Twenty-four  hour  exposure  of  150  mg.  radium.  Seven 
days  later  growth  began  to  necrose.     Recovery.  Ed. 

74 

Craniopharyngeal  Duct  Tumors.  H.  Jackson,  Joiir.  Amer.  Med.  Assn., 
April  8,  1916. 
The  author  reports  a  case  and  discusses  thirty-seven  cases  collected 
from  the  literature.  The  gross  pathologic  characteristics  of  hypothysis 
duct  tumors  are  typical.  They  are  always  in  the  median  line  of  the  base 
of  the  brain,  bounded  anteriorly  by  the  optic  chiasm,  posteriorly  by  the 
pons,  above  by  the  floor  of  the  third  ventricle  and  below  by  the  sella. 
They  may  encroach  laterally  on  the  peduncles  and  temporal  lobes.  The 
circle  of  Willis  usually  surrounds  the  tumor  and  the  hypophysis  itself 
may  be  found  intact  or  be  pressed  against  the  floor  of  the  sella.  They 
usually  start  from  the  infundibulum,  and  the  first  five  cranial  nerves  may 
undergo  a  pressure  atrophy,  but  the  olfactory  nerves  usually  escape.  The 
optic  nerves  are  most  seriously  affected.  The  foramen  of  Monro  may  be 
occluded  and  cause  internal  hydrocephalus.  The  size  of  the  tumor  is 
usually  that  of  a  pigeon's  or  hen's  egg;  the  majority  are  cystic.  Histo- 
logically they  show  an  embryonic  connective  tissue  wall  rich  in  nuclei 
and  blood  vessels  and  undergoing  hydropic  degeneration  with  a  produc- 


306  NOSE  AND   NASO-PIIARYNX. 

tion  of  pseudocysts.  In  the  stroma  lie  masses  of  epithelial  cells  sharply 
demarcated  by  a  deeply  staining  layer  of  high  cylindrical  cells  below 
which  are  many  layers  of  ovoid  or  fusiform  cells,  with  lightly  staining 
nuclei.  From  a  study  of  the  thirty-eight  cases  in  the  literature,  more 
than  70  per  cent  occur  in  early  life  (under  40  years),  and  25  per  cent 
over  40.  The  clinical  courses  vary.  Of  seventeen  cases  in  which  the 
symptoms  were  clearly  stated,  twelve  patients  showed  the  symptoms  of 
the  Frolich  syndrome,  and  this,  with  the  early  disturbance  of  vision, 
should  suggest  a  tumor  of  the  hypophysis.  The  details  of  the  clinical  symp- 
toms are  given  and  the  diagnostic  signs  pointed  out.  The  active  treat- 
ment is  unsatisfactory.  It  is  surgical,  consisting  in  puncture  and  drain- 
age of  the  cyst  by  a  transphenoidal  route.  Lately  the  injection  of  the 
extract  of  the  posterior  lobe  of  the  hypophysis  has  been  used  with  the 
idea  of  absorbing  the  contents  of  the  cyst.  In  the  case  described  the 
patient  was  a  man  aged  18.  Two  operations  were  performed,  each  with- 
out permanent  good  results,  but  a  third  one  gave  some  relief  extending 
to  the  present  time,  one  and  a  half  years  altogether.  He  has  also  been 
treated  with  pituitary  extract  by  injection.  Jackson  concludes  as  fol- 
lows: "1.  Most  cystic  and  solid  tumors  originating  from  the  region  of  the 
infundalbulum  and  anterior  lobe  of  the  hypothysis  grow  from  embronic 
rests  of  buccal  ectoderm  from  the  craniopharyngeal  duct.  2.  They  are 
the  most  common  type  of  intracranial  tumor  associated  with  the  Frolich 
syndrome.  3.  Eye  changes  occur  early.  Symptoms  of  acromegaly  are 
absent.  Ed. 

75 

Nasopharyngeal  Neoplasm  Dispelled  by  Radium.  A.  Brown  Kelly, 
Jour.  Laryngol.,  Rhinol.  and  Otol.,  Aug.,  1916. 
Patient,  male,  57  years  old.  Nasal  obstruction.  Nasal  fossae  free,  but 
nasopharynx  largely  occupied  by  growth  attached  to  roof  and  resting  on 
palate.  Surface  irregular,  finely  granular  and  red  in  places.  Profuse 
hemorrhage.  A  packet  of  50  mg.  radium  screened  with  2  mm.  silver  and 
covered  with  2  mm.  rubber  was  drawn  into  nasopharynx  so  as  to  lie  be- 
tween the  growth  and  soft  palate  and  kept  in  this  position  for  24  hours. 
For  a  week  afterwards  patient  suffered  a  good  deal  from  ulceration  of 
the  palate  and  fauces.  The  radium  had  been  applied  on  Jan.  27,  1915  and 
on  March  10  it  was  found  that  the  tumor  had  disappeared  except  for  a 
small  rounded  mass  on  the  roof  of  the  naso-pharynx  hanging  down  so  as 
to  conceal  the  upper  half  of  the  septum.  Radium  again  introduced  for 
24  hours.  May  14  no  sign  of  growth.  Last  examination  February  22, 
191^,  no  sign  of  recurrance  of  neoplasm.  Ed. 

86 

A  Clinical  Study  of  Sixty  Cases  of  Post-Nasal   Infections,  with   Report  of 
Six  Cases  Complicated  by  Acute  Hemorrhagic  Nephritis.     Gt:oRGE  E, 
Baxter,  Arch  Pediatrics,  Oct.,  1916. 
The  diagnosis  of  post-nasal  infection  was  made  from  the  presence  of 
constitutional  symptoms  of  an  infectious  condition  with  negative  phys- 
ical findings  in  all  parts  of  the  body  except  in  the  nasal  passages.     The 
symptoms  in  the  nose  varied  from  a  mild  coryza  to  a  mucopurulent  dis- 
charge from  a  post-nasal  space  into  the  pharynx    (in  75  per  cent  of  the 
cases  there  was  also  otitis  medial.     In   some  cases  there  was  adenitis 
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of  the  lymphatic  glands  posterior  to  the  sternomastoid  muscle  (these 
glands  drain  the  post-nasal  space)  but  in  no  case  was  there  suppuration 
of  the  glands.  In  some  of  the  cases  a  bloody  discharge  was  observed 
through  the  nose  and  through  the  pharynx.  The  treatment  was  simple. 
The  results  obtained  in  the  cases  of  otitis  media  without  paracentesis 
were  practically  as  good  as  those  where  a  paracentesis  was  done,  that  is 
to  say,  that  while  paracentesis  is  often  indicated  ( bulging,  reddened  ear 
drum)  in  the  author's  judgment  it  should  not  be  done  in  every  case  of 
otitis  media.  In  all  cases  the  ear  was  irrigated  with  warm  boric  acid 
solution  or  bicarbonate  of  soda  solution  twice  or  three  times  every 
twenty-four  hours.    In  no  case  was  there  a  mastoid  involvement.        Ed. 

90 

Anatomical  Changes  in  the  Air  Passages  in  '"Gas  Asphyxiation."  G  Bii.a.v 
cioM.  Arch.  ital.  tli  LaringoL.  Oct.  10,  1916. 
This  paper  deals  with  experiments  to  ascertain  the  effects  of  'phos- 
gene" (carbonyl  chloridj  and  bromin  on  the  air  passages  of  rabbits 
and  rats.  The  lesions  caused  by  asphyxiating  gases  are  as  follows: 
Lesions  of  contact  caused  by  breach  of  the  mucous  membrane  of  the 
larynx,  trachea  and  large  bronchi,  sometimes  of  the  pulmonary  alveoli 
and  the  esophagus.  The  membrane  is  in  a  state  of  necrobiosis  or  is 
badly  lacerated  and  detached  in  large  strips  from  the  underlying 
layer.  Then  there  is  edema  in  the  submucosa  of  the  esophagus  and  in 
the  lung  where  an  albuminous  deposit  takes  place  in  the  bronchi  and 
the  larger  alveoli.  The  most  common  lesion  is  the  very  intense  hyperemia 
which  by  rupture  of  the  vessels  leads  to  the  effusion  of  blood  into  the 
submucosa  of  the  larynx  or  into  the  pulmonary  parenchyma  and  thence 
into  the  bronchi.  This  phenomenon  occurs  mostly  with  poisoning  by 
phosgene.  The  action  of  this  gas  also  causes  thromboses  in  vessels  of  a 
certain  size.  In  rats  poisoned  with  phosgene  fragmentation  occurs  in 
some  intrinsic  muscles  of  the  larynx.  According  to  Bilancioni  this  is 
not  due  to  dissolution  of  the  connective  tissue  of  the  muscle  cells  which 
makes  the  fibers  appear  divided  into  segments,  but  to  actual  multiple 
ruptures  of  the  muscle  fibers.  These  occur  irregularly,  hence  the  frag- 
ments are  unequal  in  length  and  some  have  lost  their  nuclei.  The  ends 
of  the  fragments  are  irregular  and  show  fringes,  the  splitting  extending 
along  the  fibers.  Examination  of  the  lesions,  produced  experimentally, 
shows  that  they  correspond  perfectly  with  those  observed  in  soldiers.  The 
laryngeal  lesions,  especially  those  of  hemorrhagic  character  and  the 
edamatous  imbition  of  the  lungs,  are  the  most  conspicuous  features  in 
the  clinical  picture  and  cause  the  most  agonizing  symptoms.  In  the 
upper  part  of  the  respiratory  tract,  especially  the  nasopharynx,  the 
lesions  are  few  or  entirely  wanting,  partly  due  to  the  defensive  reaction 
of  these  parts  and  partly  to  the  shortness  of  the  time  the  gas  is  in  con- 
tact with  them.  Ed. 

94 

Retronasal  Angina.       Dr.    Blumexthal,   Berliner   kUn.   WocJi.,    Feb.,   28, 
1916. 
The  course  of  this  condition  is  somewhat  as  follows:      A  man  seem- 
ingly in  excellent  health  is  suddenly  attacked  with  fever  and  headache, 
and  is  unable  to  refer  his  disagreebale  sensations  to  any   one  locality. 
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Some  patients  only  complain  of  dryness  and  tickling  in  ttie  nasopharynx 
or  of  a  somewhat  stronger  mucous  discharge.  The  voice  has  a  nasal 
tone.  Anterior  rhinoscopy  shows  nothing  abnormal  while  the  posterior 
examination  may  reveal  a  great  number  of  changes — marked  inflam- 
mation of  the  mucosa  of  the  nasopharynx,  especially  at  the  vertex,  with 
thick,  tenacious,  yellow-green  mucus  on  the  upper  portion  of  the  choanae. 
Otitis  media  may  be  a  complication,  but  as  a  rule,  all  this  subsides  in 
a  few  days  leaving  no  residues.  Occasionally  a  renal  lesion,  varying 
from  a  slight  transitory  albuminura  to  a  hemorrhagic  nephritis  may 
occur.  In  most  instances  the  offending  organism  is  the  streptococcus. 
The  author  also  calls  attention  to  the  characteristic  swelling  of  the 
lymph  nodes  along  the  posterior  border  of  the  sternomastoid,  as  far  as 
the  mastoid  process.  The  author  reports  on  a  number  of  patients  in  a 
ward  of  scarlet  fever  convalescents.  Ed. 

96 

The  Innervation  of  tiie  Nasal  Chambers.  A.  P.  Bkuh.vker,  Amiali  Otol., 
Laryngol.  and  RJiinol.,  Sept.  1916. 
The  sphenopalatine  or  Meckel's  ganglion  is  no  more  than  a  sort  of 
clearing  house  for  nerve  impulses  received  from  the  central  nervous 
system  by  means  of  preganglionic  fibers  and  transmitted  to  the  glandular 
epithelial  cells  and  the  muscle  cells  of  the  nasal  blood  vessels  by  means 
of  postganglionic  fibers.  The  nerve  cells  of  this  ganglion  possesses  no 
spontaneity  of  action  of  their  own,  but  are  wholly  dependent  for  their 
excitation  upon  nerve  impulses  discharged  by  cells  of  the  central  nervous 
system.  As  a  primary  condition  for  their  activity  they  must  possess  a 
certain  degree  of  tonicity,  this  degree  of  excitability  being  due  to  a  re 
action  between  the  constituents  of  the  cells  and  the  lymph  and  blood  by 
which  they  are  surrounded.  Given  this  tonus  they  may  be  excited  to 
activity  or  inhibited  either  by  the  arrival  of  impulses  transmitted  from  the 
surface  of  the  nasal  mucosa  by  the  nasal  and  other  branches  of  the  tri^ 
geminal  nerve  and  from  the  skin  by  the  cutaneous  nerves,  or  by  the  arrival 
of  impulses  descending  from  the  cerebrum  in  consequence  of  psychic  states. 
Whether  the  excitation  is  reflex  or  direct  the  resulting  change  in  secretion 
and  vascularity  will  be  proportional  to  the  intensity  of  the  peripheral  or 
the  cerebral  excitation  and  the  degree  of  tonus  possessed  by  the  central 
cells  themselves  and  the  tonus  of  one  or  more  of  these  centers  may  be 
abnormally  increased  or  decreased  by  changes  in  their  nutrition,  or  in- 
creased production  or  diminished  elimination  of  more  or  less  toxic  pro- 
ducts of  metabolism.  Ed. 

103 

External  Nasal  Deformities,  Correction  by  Subcutaneous  Method.  Lee 
CoirEx,  Jour.  A.  M.  A..  Dec.  2,  1916. 
The  author  prefers  the  cleansing  of  the  vestibule  of  the  nose  by  remov- 
ing the  hairs,  douching,  soap  and  water,  alcohol  and  ether.  He  thinks 
that  iodin  should  not  be  used,  and  attributes  infection  in  one  case  to 
its  use.  When  general  anesthesia  is  used  a  postnasal  tampon  is  inserted 
to  prevent  blood  from  going  into  the  throat.  He  makes  it  a  rule  in  under- 
mining the  skin  to  reintroduce  the  instrument  as  seldom  as  possible. 
Author  reports  four  cases  in  Avhich  deformity  was  corrected  by  under- 
mining the  skin  and  sawing  the  nasal  bones  at  their  base  and  holding 
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them  in  place.  Iodoform  packing  is  used,  also  special  copper  splints. 
First  dressing  allowed  to  stay  in  place  for  four  days,  then  changed  every  48 
hours.  Fbaihcis  R.  Packard. 

105 

Nose  and  Throat  Complication  and  Sequelae  of  Grippe.  Wii.  Ledlie 
CrLBERT,  New  York  Med.  Jour.,  Dec.  16,  1916. 
For  practical  purposes  it  may  be  considered  that  ordinary  cases  of 
grippe  are  manifested  at  first  only  as  severe  acute  rhinitis,  with  exten- 
sive involvement  of  some  or  all  of  the  accessory  sinuses;  but  when  the 
process  extends,  for  example,  into  the  lacrymal  duct,  the  Eustachian 
tubes,  the  tonsils  or  the  deeper  parts  of  the  respiratory  tract,  it  may 
properly  be  considered  as  a  complication  or  a  sequel.  Influenza  bacilli 
generally  obtain  their  fii'st  foothold  in  the  nasal  mucous  membrane, 
giving  rise  to  manifestations  of  an  ordinary  acute  coryza,  with  conse- 
quent swelling  of  the  membrane,  interfering  with  drainage  from  the 
nasal  cavity  itself  and  the  small  ducts  which  drain  and  ventilate  the 
nasal  acessory  sinuses,  any  or  all  of  which  may  be  attacked.  The  pro- 
cess may  remain  simply  catarrhal  in  its  nature  until  the  disease  is  checked 
or  run  its  course;  but  when  the  organisms  are  unduly  retained  in  the 
cavities  by  abnormal  anatomical  structure  of  the  nose  they  develop 
rapidly  and  the  severity  of  the  symptoms  will  depend  upon  the  virulence 
of  the  organisms  and  the  resistance  of  the  patient.  The  drainage  from  all 
the  inflamed  area  of  mucous  membrane  follows  the  line  of  least  resist- 
ance and  usually  flows  into  the  nasopharynx,  causing  irritation  and 
swelling  of  the  mucous  membrane,  it  may  also  give  rise  to  infection  of 
the  tonsils,  peritonsillar  abscess,  acute  cervical  adenitis,  and  in  children 
even  a  retropharyngeal  abscess.  Ed. 

101 

Anosm'a  and  Seilar  Distension  as  Misleading  Signs  in  the  Localization 
of  a  Cerebral  Tumor.  Harvey  Cushi>'g,  Jour.  Xenons  and  Mental 
Diseases,  Nov.,  1916. 
In  a  patient  complaining  of  headache  and  failing  vision  and  giving  pro- 
nounced general  pressure  phenomena  including  anosmia  and  seilar  dis- 
tortion and  choked  disc  the  presumptive  diagnosis  lay  between  a  subten- 
torial  lesion  and  an  interpeduncular  one,  though  the  choked  disc  and  the 
absence  of  amenorrhea  or  other  secondary  pituitary  manifestations  spoke 
strongly  against  the  latter.  There  were  no  convulsions,  no  abnormal- 
ities of  sensation,  no  aphasia,  no  apraxia,  no  nystagmus,  no  paralysis  of 
extremities,  no  motor  twitchings.  Caloric  tests  negative.  Right  subtem- 
poral decompression  was  done  but  no  tumor  was  found  and  only  2  c.c. 
fluid  was  secured.  Patient  subsequently  died  and  at  autopsy  a  large 
endothelioma  was  found  on  the  left  side,  greatly  displacing  the  hemis- 
phere. The  sella  turcica  showed  not  only  a  complete  pressure  absorption 
of  the  dorsum  but  a  great  widening  of  the  entire  space  between  the  four 
clinoid  processes.  The  olfactory  tract  itself  was  bent  at  an  acute  angle 
around  the  sharp  dural  edge  connecting  the  two  anterior  clinoid  processes 
and  at  this  edge  was  thinned  to  a  mere  ribbon.  Therefore,  the  anosmia 
was  attributable  to  the  mechanical  distortion  of  the  olfactory  tracts. 
While  anosmia  and  secondary  distension  of  the  sella  turcica  are  common 
accompaniments  of  interpeduncular  tumors  of  pituitary  origin  and  may 
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be  signs  of  positive  localizing  value,  this  case  tends  to  show  that  these 
may  be  misleading  signs  for  the  anosmia  may  be  produced  by  mechan- 
ical injury  resulting  from  distension  of  the  interclinoidal  space  caused 
by  pressure  absorption  of  the  pituitary  fossa.  Ed. 

Ill 

Smell  and  Taste  Sensations  After  Intravenous  Salvarsan  Injections.     Lko 
FoiJSCHHEiMEK,  Dcr)iiatoJo(/ifiches  Centralblatt,  No.  6,  1916. 
Forschheimer  has  observed  that  within  10-12  seconds  after  the  injection 
the  patients  stated  that  they  smelled  and  tasted  "ether."  Ei). 

113 

Cessation  of  Vertiginous  Attacks  Following  Intranasal  Treatment.  Robkkt 
FtLLEKTOx,  Glu.sgoK  Med.  Jour.,  Nov.,  1916. 
Four  cases  are  reported  in  which  the  vertiginous  attacks  ceased  after 
removal  of  the  nasal  obstruction  due  to  hypertrophied  turbinals.  What 
the  mechanism  involved  is  in  the  causation  of  such  attacks  is  hard  to  say. 
To  see  how  varied  and  subtle  the  exciting  causes  may  be  it  is  only 
necessary  to  mention  that  among  other  causes  vertigo  may  be  induced 
by  anemia,  rotation  of  the  body,  watching  running  water,  tobacco  smok- 
ing, or  looking  down  from  a  great  height.  Whether  the  remote  cause  of 
the  disturbance  of  co-ordination  be  toxic,  psychical  or  mechanical  it  is 
not  improbable  that  the  immediate  cause  is  one  and  the  same  in  all 
cases.  From  the  fact  that  dizziness  is  often  associated  with  anemia  and 
that  pallor  of  the  face  is  seen  in  vertigo  of  whatever  cause,  it  is  not 
unreasonable  to  assume  that  anemia  of  the  brain  structures  concerned 
in  the  transmission  of  efferent  and  afferent  impulses  necessary  to  bring 
about  co-ordination,  is  the  immediate  cause.  Ed. 

114 

Disinfection  of  the  Nasopharynx  of  Meningococcus  Carriers.  M.  H.  GoR- 
Do.x,  British  Med.  Jour..  July  1,  1916. 
1.  The  air  of  an  ordinary  room  when  brought  to  point  of  saturation  by 
means  of  a  steam  spray  containing  2  per  cent  chloramine  acquires  pro- 
nounced bactericidal  properties  for  staphylococcus  epidermidis.  2.  Such 
air  can  be  tolerated  by  human  beings  for  a  period  varying  from  six  .to 
twenty  minutes  without  marked  discomfort  and  without  harm.  3.  When 
inhaled  through  the  nose  this  air  succeeds  temporarily  in  destroying  the 
meningococcus  in  the  nasopharynx  of  carriers.  Ed. 

115 

Disinfection  of  Meningococcus  Carriers.  M.  H.  Gouuon  and  INI.  Fl.vck, 
British  Med.  Jour..  Nov.  18,  1916. 
In  the  case  of  persons  Avhose  nasopharynx  yields  only  a  few  colonies 
of  meningococcus  good  results  follow  local  treatment  either  by  direct  ap- 
plication of  a  1  per  cent  solution  of  chloramine  or  by  subjecting  them 
to  the  inhalation  of  a  steam  spray  charged  with  zinc  sulphate.  In  per- 
sons whose  secretion  from  the  nasopharynx  yields  a  copious  growth  or  a 
Dure  culture  of  the  meningococcus  best  results  are  obtained  with  chlora- 
mine. En. 
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116 

Cultural  Requirements  of  t.ie  Meningococcus.  M.  H.  GorowN.  T.  G.  M. 
Him-:  and  :\I.  Flack,  British  Med.  Jour..  Nov.  18,  1916. 
The  meningococcus  grows  exceedingly  well  on  a  medium  called 
trypagar.  This  medium  is  prepared  as  follows:  Agar,  2.5  per  cent  is 
dissolved  in  trypsinized  broth  and  to  it  is  added  5  per  cent  of  a  sterilized 
extract  of  pea-flour  prepared  as  follows:  pea-flour  10  gms.,  salt  10  gms., 
distilled  water  100  c.c;  steam  for  twenty  minutes  and  filter.  The  addi- 
tion of  2  per  cent  serum,  or  even  better,  ascitic  fluid,  increases  the  size 
of  the  colonies  and  the  vitality  of  the  meningococci.  Ed. 

117 

Perverse  Smell  Sensations  After  Neo-salvarsan.  Grahx,  Mitnchener  Mediz. 
WofJi.,  Xo.  G,  1910. 
The  author  noted  that  immediately  after  injection  of  neo-salvarsan  the 
patient's  breath  had  a  smell  of  ether  and  that  the  patient  would  remark 
about  the  same  odor.  Ed. 

124 

Acute  Purulent  Infections  of  the  Nose,  Throat  and  Ears.  Our  Responsi- 
bility to  the  Public.  Hill  Hastings,  Jour.  A.  M.  A.,  Dec.  2,  1916. 
The  idea  of  this  article  is  to  endeavor  to  educate  the  public  in  the 
matter  of  prevention  of  common  colds,  and  thus  avoid  some  of  the  seri- 
ous complications  that  result.  The  public  is  unaware  that  90  per  cent  of 
mastoiditis  follows  colds  in  the  head,  and  sore  throats.  Proper  super- 
vision of  swimming  pools  and  the  avoidance  of  sneezing  in  public  con- 
veyances, and  the  care  of  infectious  nasal  secretions  is  of  great  im- 
portance. Atmospheric  changes  such  as  drafts,  and  the  lowering  of  bodily 
temperature  from  excessive  fatigue  are  important  etiologic  factors  in 
"colds."  Plenty  of  fresh  air  in  the  sleeping  chamber,  with  a  daily  cold 
bath  are  other  important  measures  in  the  prevention  of  colds.  Nearly 
all  the  complications  of  colds,  i.  e.  sinusitis,  mastoiditis,  middle  ear  sup- 
puration, etc.,  are  to  be  treated  by  the  method  of  early  drainage.  Many 
of  these  complications  can  be  prevented  when  a  cold  has  occurred,  by 
avoiding  the  use  of  douches  in  the  nose  that  force  the  infectious  secre- 
tions into  the  Eustachian  tube,  by  severe  blowing  of  the  nose,  and  avoid- 
ing swimming  pools  at  that  time.  Francis  R.  Packard. 

129 

Three  Cases  of  Multiple  Telangiectases  with  Epistaxis  of  Familial  Type. 
R.  HcTCHixsox  and  \V.  J.  Oliver,  Quarterly  Jour.  Med..  Jan.,  1916. 

Two  of  the  patients  showed  multiple  telangiectases  of  the  face  with 
lesions  on  the  buccal  mucous  membrane.  All  three  gave  a  history  of 
frequent  attacks  of  nosebleed  occurring  since  childhood,  with  a  definite 
history  of  nosebleeding  in  other  members  of  the  family. 

Case  1.  Male,  49.  Attacks  of  epistaxis  as  long  as  he  could  remember. 
Worse  during  the  last  two  years,  especially  in  the  morning.  Spontane- 
ous bleeding  from  lips,  sometimes  preceded  by  a  feeling  of  soreness,  began 
eight  years  ago,  but  these  had  entirely  ceased  during  the  last  two  years. 
Occasional  bleeding  from  the  ears  about  the  helix  and  from  comer  of 
the  right  eye.  Occasional  bleeding  from  the  dilated  superficial  veins 
on  the  nose.     Xo  hemoptysis,  hematuria  or  hematemesis  of  fresh  blood. 
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He  did  not  bleed  particularly  if  he  cut  himself  and  bleeding  from  dilated 
vessels  was  easily  stopped  by  application  of  cold  water.  Ordinary  cau- 
terization of  lesions  in  nose  and  calcium  lactate  were  without  effect. 
Lesions  successfully  treated  by  diathermy.  The  second  patient  was  the 
lather  of  the  first  and  the  third  patient  was  a  son  of  the  first.  Their 
histories  and  lesions  were  similar  to  that  of  their  relative.  En. 

132 

Relation  of  Nasal  Disease  to  Headache.       Eveuett  Jones,  Jour.   Ophthal., 

Otol.  and  Laryngol.,  Jan.,  1916. 

The  following  nasal  conditions  may  be  the  cause  of  headache:  Swell- 
ing of  the  mucosa  with  pressure  or  irritation  of  the  nerves;  direct  con- 
tact of  the  swollen  mucosa;  stasis  following  obstruction  of  the  drainage 
passages;  negative  pressure  in  the  sinus;  re-absorption  of  toxins  formed 
within  the  sinus;  ulceration  of  the  mucosa  with  involvement  of  the 
nerves;  any ■  condition  which  causes  active  congestion  of  the  cranial  cir- 
culation. 

Facial  neuralgia  and  migraine  are  often  due  to  disease  within  the  nasal 
accessory  sinuses.  Headache  in  the  supraorbital  region  with  superficial 
tenderness  is  usually  due  to  pressure  from  hypertrophy  of  the  middle 
turbinate.  Headache  in  acute  frontal  sinusitis  is  present  from  the  very 
beginning  of  the  disease,  first  over  the  affected  sinus,  later  in  the  vertex 
temporal  or  occipital  regions.  In  anterior  ethmoid  disease  there  is  pain 
between  the  eyes;  when  behind  the  eyes  and  nose  the  posterior  ethmoids 
may  be  involved.  The  headache  in  sphenoidal  disease  is  most  excruciat- 
ing within  the  head  and  through  the  temples  or  occipital  region.        Ed. 

136 

Treatment  of  Ozena  and  Asthma  with  Autogenous  Vaccines.  Report  of 
Cases.  C.  L.  Klenk,  Missouri  State  Med.  Assn.  Jour.,  May,  1916. 
The  vaccines,  composed  of  a  pure  culture  of  the  coccobacillus  of  Perez 
isolated  from  the  patient's  nose,  have  given  very  gratifying  results.  If 
the  patient's  serum  from  which  the  organism  has  been  isolated  aggluti- 
nates the  bacteria  obtained  from  the  rabbit  in  a  dilution  of  at  least  1 
to  30  the  findings  are  positive  and  the  organism  is  used  in  the  preparation 
of  the  vaccine.  Ed. 

13S 

Foreign  Body  in  the  Nose  for  Fifty  Years.  Charles  Kkuse,  Xordisk 
Tidskrift  for  Oto-Iihino-Laryngol.,  Nos.  2,  3  and  4,  1916. 
The  foreign  body  was  a  cherry  pit  which  had  been  in  the  patient's 
nose  since  she  was  twelve  years  old.  It  was  wedged  in  between  the  pos- 
terior end  of  the  inferior  concha  and  the  corresponding  lateral  wall  of 
the  nose.  There  was  some  necrosis.  Upon  probing  the  pit  fell  into  the 
epipharynx  and  was  expectorated  by  the  patient.  The  posterior  part  of 
the  inferior  concha  was  resected  and  the  necrotic  bone  in  the  lateral  nasal 
wall  curetted.     Complete  healing  in  six  weeks.  Ed. 

139 

Removal  of  a  Large  Rhinolith.      D.   B.  Kyle,  Trans  American  Laryngol. 
Assn.,  May,  1916. 
Patient,  male,  17  years  old.     Right  nostril  markedly  obstructed  by  the 
septum  which  was  deflected  and  perforated  by  pressure  from  a  body  ip. 
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the  left  nostril.  This  body  was  extremely  hard,  large  enough  to  occupy 
the  entire  naris,  forcing  the  septum  to  the  extreme  right,  and  v;as  freely 
movable  and  not  attached  at  any  point.  At  operation,  however,  it  was 
impossible  to  remove  it  in  entirety  because  of  its  size  and  the  fact  that 
in  relation  to  the  surrounding  bony  structures  it  was  like  a  ball  in  a 
socket.  It  was  removed  in  small  fragments  with  the  aid  of  a  heavy 
rongeur  forceps.  Hemorrhage  was  considerable  so  that  the  patient  was 
cyanotic  and  in  shock  when  taken  from  the  operating  room.  There  were 
post-operative  complications  (pneumonia,  emphysema  of  the  cellular  tis- 
sue at  the  root  of  the  neck  and  below  the  clavicles,  and  abscess  of  the 
inne"  canthus  of  the  eye)  from  which  the  patient  finally  recovered.     Ed. 

147 

Atrophic  Rhinitis  (Ozena)  and  Tuberculosis.  II.  Tuberculin  in  Atrophic 
Rhinitis.  John  Mackeith,  Jour.  Laryngol.,  Rhinol.  and  Otol.,  June, 
1916. 
The  author  is  of  the  opinion  that  atrophic  rhinitis  is  a  tuberculous 
affection.  Thirteen  cases,  of  which  four  suffered  from  pulmonary  tuber- 
Atrophic  Rhinitis  (Ozena)  and  Tuberculosis.  II.  Tuberculin  in  Atrophic 
culosis,  were  treated  with  tuberculin  with  the  following  results:  Great 
improvement,  7;  improvement,  3;  improved,  but  relapsed,  2;  uninflu- 
enced by  treatment,  1.  The  method  of  treatment  used  by  the  author  was 
as  follows:  After  the  positive  reaction  has  been  obtained  and  all  the 
signs  and  symptoms  of  this  reaction  have  subsided  the  first  therapeutic 
dose  is  given  which  consists  of  Perlsucht  (bovine)  tuberculin,  1:2.5. 
The  injections  are  given  in  increasing  doses,  twice  weekly,  begininng  in 
an  adult  with  .01  c.c.  Temperature  is  taken  every  four  hours  by  the  pa- 
tient. This,  together  with  the  weight  and  general  condition  of  the  patient 
permitting,  the  dose  is  gradually  increased  until  1  c.c.  of  the  pure  undi- 
luted P.  T.  O.  is  reached.  At  the  completion  with  this  course  of  treat- 
ment with  Perlsucht-tuberculin-original,  occupying  about  six  months, 
treatment  with  Perlsucht  tuberculin  (P.  T.)  is  started,  the  initial  dose 
being  .02  c.c,  which,  P.  T.  being  fifty  times  as  strong  as  P.  T.  0.,  is 
equivalent  in  strength  to  the  last  dose  of  P.  T.  O.  The  injections  are 
given  in  ascending  doses  biweekly  until  1  c.c.  is  reached.  Treatment  is 
now  begun  with  Koch's  original  tuberculin,  beginning  with  .25  c.c,  prac- 
tically equivalent  to  the  last  dose  of  P.  T.,  and  given  in  increasing  doses 
until  1  c.c.  O.  T.  is  reached  in  the  course  of  four  or  five  doses.  Ed. 

149 

The   After   Effects   in  the    Nose   and    Throat   of  the    Usual    Winter   Cold. 

Otis  H.  Maclay.  Illinois  Med.  Jour..  July,  1916. 
The  important  throat  complication  is  peritonsillar  abscess.  The  im- 
portant laryngeal  complication  is  acute  laryngitis,  with  a  possible  edema 
supervening.  The  nasal  complication  is  infection  of  one  or  more  of  the 
sinuses.  The  author  discusses  the  diagnostic  features  of  these  various 
after  effects  and  also  the  treatment  which  has  proved  of  most  benefit.  In 
regard  to  laryngeal  edema,  hot  foot-baths  may  be  given  and  a  cold  pack 
placed  around  the  neck.  Steam  inhalations  should  be  used.  Locally  a 
spray  of  adrenalin,  1.30  in  normal  salt  solution  should  be  directed  into 
the  larynx,  followed  within  an  hour  by  a  soothing  oil  spray,  containing 
a   small  amount  of  menthol.     Predisposing  factors   to  the  laryngeal   in- 
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volvement  (sinus  infections,  abnormal  alignment  of  nasal  structures,  dis- 
eased tonsils,  etc.)  should  be  sought  for  between  attacks  and  corrected. 

Ed. 

150 

Pituitary  Tumor  Treated  with  Pituitary  Extract.  V.  M.sgxus,  Norsk  Mag. 
for  Laegeviden^k.,  Oct.,  1916. 
This  patient,  29  years  old,  had  suffered  from  headache  and  ether  symp- 
toms of  pituitary  tumor  and  for  the  last  three  months  he  had  been  blind. 
Some  improvement  followed  a  decompressive  trephining  operation  and 
Roentgen  exposures.  Then  pituitary  extract  was  given  systematically  by 
subcutaneous  injection  and  the  tumor  must  have  retrogressed  to  some  ex- 
tent as  vision  returned.  However,  although  the  patient's  sight  was  con- 
siderably restored  he  refused  further  measures.  Ed. 

164 

Neo-salvarsan  in  Ozenous  Rhinitis.  Dr.  Pistke,  Rev.  de  Laryngol.  d'  Otol. 
et  de  Rhinol.,  Jan.,  1916. 
A  case  report  in  which  the  administration  of  neo-salvarsan  proved 
efficacious.  There  was,  however,  a  history  of  syphilis,  but  the  nasal  con- 
dition antedated  the  syphilitic  infection;  it  was  probably  aggravated  by 
the  lues.  Ed. 

166 

Rhinoplasty  of  the  Lobe  and  Alae  of  the  Nose.  A.  Pont,  Annali  di  Odont- 
ologia,  Nov.,  1916. 
The  patient  had  had  the  lobe  and  most  part  of  the  alae  of  his  nose  de- 
stroyed by  a  howitzer  explosion.  The  operation  for  the  restoration  of 
the  nose  consisted  first,  of  a  horse-shoe  shaped  incision  one  centimeter 
above  the  missing  part  in  order  to  obtain  a  flap  which  was  lowered  and 
sutured  to  the  cutaneous  stump.  The  lower  edge  of  the  nostrils  was  thus 
reconstructed.  The  loss  of  substance  which  remained  after  this  opera- 
tion was  filled  up  with  a  flap  on  the  forehead  and  sewed  with  silk  sutures 
to  the  edge  of  the  nostrils.  However,  it  could  readily  be  foreseen  that 
such  a  reconstituted  lobe  would  tend  to  be  flat  rather  than  round  and 
projecting  like  a  normal  lobe  so  that  in  order  to  correct  this  deficiency 
later  Dr.  Pont  left  the  flap  free  from  its  point  of  junction  on  the  fore- 
head to  tlie  region  of  the  loss  of  substance  on  the  nose.  About  eleven 
days  later  the  peduncle  was  cut,  leaving  the  flap  free  upon  the  nose. 
About  three  weeks  later,  under  general  anesthesia,  the  free  point  of  the 
flap,  after  being  cut,  was  turned  downwards  and  forwards  so  as  to  meet 
the  edge  of  the  frontal  flap.  The  orifice  of  each  nostril  has  been  main- 
tained by  means  of  two  rubber  drainage  tubes.  The  result  has  been  per- 
fect, esthetically  and  functionally.  Ed.. 

185 

Anaphylactic   Action    of   Cereal    Grain    on  the    Respiratory  Tract,      J.    A. 

TuKXBULL,  Boston.  Med.  and  Surg.  Jour.,  Dec.  28,  1916. 
In  some  individuals  protein  grains  have  a  distinct  anaphylactic  reaction 
on  the  respiratory  tract.  These  proteins  may  enter  the  system  through 
the  respiratory  and  gastrointestinal  tracts.  Boiling  increases  the  action 
of  the  protein.  High  temperatures  of  300  to  500  degrees  P.  will  often 
destroy   the   anaphylactic   properties   of   these    proteins;    but   even   after 
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500  degrees  F.  for  one-half  hour  there  remains  an  anaphylactic  protein 
to  which  some  are  sensitive.  Skin  reactions  may  be  obtained  with  wheat, 
barley,  oats,  corn  and  rice.  Fifteen  cases  are  reported  in  which  respira- 
tory troubles  were  caused  by  these  grains.  Ed. 

189 

BacteriologJc  Findings  in  Ozena.  H.  C".  Ward.  Jour.  Infectious  Dis.,  Aug., 
1916. 
Of  50  cases  studied  the  results  were  as  follows:  diphtheroids,  43  cases; 
staphylococci,  all  varieties,  37  cases;  b.  mucosus  capsulatus,  30  cases; 
Perez'  bacillus,  22  cases;  streptococci,  all  varieties,  20  cases;  b.  proteus, 
all  varieties,  20  cases;  pneumococci,  20  cases;  b.  pyocyaneous,  12  cases. 
From^  this  variety  of  findings  the  author  does  not,  of  course,  accept  the 
bacillus  of  Perez  as  the  most  important  etiologic  factor  in  ozena.         Ed. 

200 

Weakness  of  the  Soft  Palate  and  of  the  Tongue  a  Constant  Symptom  in 
Hemiplegia.  P.  dk  I»ng  and  T.  H.  WKisiMtiiu.  .four.  A.  M.  A..  Nov. 
18,  1916. 

1.  In  all  hemiplegics  in  whom  there  is  an  involvement  of  the  lower 
part  of  the  face,  there  is  also  weakness  of  the  soft  palate.  This  can  be 
seen  with  the  mouth  open,  with  the  palate  at  rest  and  in  phonation. 
When  at  rest  the  arch  of  the  palate  is  flatter  and  broader  than  that  on 
the  normal  side.  In  phonation  the  soft  palate  on  the  paralyzed  side  ap- 
pears to  give  way  and  the  arch  of  the  palate  goes  back  and  toward  the 
normal  side. 

2.  In  hemiplegics  in  whom  the  lower  part  of  the  face  is  involved,  the 
tongue  on  the  paralyzed  side  loses  its  elasticity,  and  is  flabby  to  touch 
and  pressure.  "When  lying  in  its  cavity,  the  posterior  part  especially  ap- 
pears to  be  thicker  and  not  as  wide  in  comparison  to  the  normal  side, 
this  being  especially  brought  out  when  the  tongue  is  protruded.         Ed. 

202 

High  Palate  and  Adenoids.  W.  Li hiinski,  Berliner  klin.  Woch.,  Jan.  24, 
1916. 
In  cases  in  which  removal  of  adenoids  fails  to  bring  about  improve- 
ment in  the  child's  condition  and  he  continues  to  breathe  through  his 
mouth  the  author  states  that  examination  will  reveal  a  high,  narrow  palate 
in  place  of  the  normal,  low,  broad  one.  The  higher  and  steeper  the  palate, 
the  narrower  the  nose  and  the  higher  its  floor  so  that  air  through  such  a 
nose  enters  the  nasopharynx  with  difficulty.  Hence,  the  removal  of  ade- 
noids when  present  which  cause  so  much  more  occlusion  of  the  naso- 
pharynx will  not  entirely  remedy  the  condition.  Ed. 

226 

Tonsillar  Endamebiasis  and  Thyroid  Disturbances.  J.  S.  Evaxs,  W.  S. 
MiDDLETON  and  A.  J.  Smith.  Anier.  Jour.  Med.  Sciences.  Feb.,  1916. 
The  study  is  based  on  362  goiter  cases.  Tonsillar  lesions  of  an  in- 
fective cryptic  character  were  found  in  22.8  per  cent  and  nasal  together 
with  tonsillar  lesions  existed  in  90  per  cent.  Analysis  of  these  results 
shows  primarily  an  extremely  high  proportion  of  positive  findings  of 
endamebae  in   the  tonsillar  crypts   in  goiter  subjects  having,  as   is  fre- 
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quently  the  case,  chronic  hypertrophic  tonsillitis;  and  secondarily  the  fre- 
quent coincidence  under  treatment  with  emetin  hydrochloride  of  (a)  dis- 
appearance of  the  amebae  (with  amelioration  of  the  tonsillitis)  and  (b) 
of  reduction  in  the  size  of  the  goiter  and  improvement  in,  or  disappear- 
ance of,  nervous  and  circulatory  symptoms  of  dysthyroidism,  directs 
attention  to  the  question  of  reduction  in  the  goiter  mass.  The  authors 
do  not  believe  that  this  effect  (which  was  uniformly  maintained  over  a 
period  of  a  number  of  months)  could  be  attributed  to  such  a  transitory 
action  as  vascular  constriction  from  vasomotor  influence.  They  believe 
that  the  reduction  in  the  size  of  the  goiter  as  well  as  the  improvement 
in  the  dysthyroidic  symptoms  is  the  result  of  the  removal  by  emetin  of 
the  amebae  in  the  tonsillar  crypts  in  these  cases,  this  resulting  in  a  break- 
ing of  an  important  symbiotic  chain  of  endamebae  and  thyrotoxic  bac- 
teria and  thereby  removing  from  these  foci  the  active  elaboration  of  the 
directly  influential  toxins.  Ed. 

242 

A    Study    of    the    Physico-mechanical     Function    of    the    Faucial    Tonsil. 
Elmer  I.   Kenyon  and  W.   T.   Kradwell,   Annals   Otol.,   Rhinol.  and 
Laryngol.,  Dec.,  1916. 
Their  investigations  lead  the  authors  to   the   following  summary  and 
conclusions:     1.  The   tonsil   serves   as  an  absolutely  necessary   factor   in 
providing  a  channel  for  the  action  of  the  palatoglossus  muscle.     2.  The 
function   of  ihe  tonsil  with   reference   to  the  palatoglossus   is  to   afford 
support  and  protection  to  Ihe  normal  action  of  this  muscle.     3.  Tonsil- 
lectomy serves  to  destroy  not  merely  a  possible  lymphatic  function  of  the 
tonsil   but   also   to   disturb   or   destroy   an   important  physico-mechanical 
function.     4.  More  or  less  impairment  of  action  of  the  depressor  palatal 
muscles  must  occur  in  practically  all  cases  following  tonsillectomy,  re- 
gardless of  the  delicacy  of  operative  technique  or  method.  Ed. 

250 

The  Occurrence  of  Abscess  in  the  Lung  After  Tonsillectomy;  Report  of 
Nine  Cases  in  Adults.  Morris  ]\L\>-ges,  American  Jour.  Surg.,  March, 
1916. 
The  author  states  that  there  is  every  reason  to  believe  that  post-ton- 
sillectomy  lung  abscesses  are  much  more  frequent  than  the  published 
cases  would  lead  one  to  suppose.  The  nine  cases  reported  by  Dr.  IManges 
occurred  at  Mt.  Sinai  Hospital,  New  York,  and  were  all  operated  on  by 
very  competent  men.  The  cause  of  these  abscesses  is  probably  aspiration 
of  blood  or  tonsillar  tissue  at  the  time  of  operation.  A  second  possible 
cause  might  be  embolism  from  the  open  veins  or  from  a  septic  thrombus 
in  or  near  the  field  of  operation.  This  embolic  origin,  the  author  states, 
is  not  very  probable  because  such  embolic  abscesses  always  Involve  many 
areas  in  the  lungs.  The  anesthesia  itself  is  not  a  cause  of  lung  abscess 
as  bronchitis  or  pneumonia  are  the  only  lung  complications  after  anes- 
thesia. The  author  believes  that  the  occurrence  of  lung  abscess  may  be 
prevented  by  due  care  before,  during  and  after  the  operation  and  that 
this  complication  never  occurs  in  private  patients.  The  latter  statement 
is  certainly  fallacious  as  cases  have  occurred  in  private  patients.        Ed. 
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Tonsillectomy.    J.  MatthjlWS,  Jour.  Amer.  Med.  Assn.,  Feb.  12,  1916. 

The  author  describes  the  method  of  tonsillectomy  as  used  in  the  Mayo 
Clinic.  The  instruments  used  are  a  syringe  with  extension  barrel  and 
curved  needle,  the  Robertson  knife,  Richards'  forceps  and  Tyding's  snare. 
The  tonsils  and  their  immediate  vicinity  are  brushed  with  cocain,  10  per 
cent,  and  this  is  repeated  in  five  minutes.  After  a  like  interval,  a  solu- 
tion of  cocain,  0.2.5  per  cent,  with  one  minim  epinephrin  per  dram,  is 
injected  into  the  connective  tissue  about  the  capsule.  When  the  patient 
pales  from  the  effect  of  this  the  operation  is  begun.  The  tongue  is  de- 
pressed till  the  edge  of  the  palatoglossus  is  prominent  in  the  anterior 
pillar;  just  behind  this  pillar  there  appears  a  triangular  depression  whose 
other  side  is  the  tonsillar  portion  of  the  plica  triangularis,  and  whose 
base  is  the  root  of  the  tongue.  The  point  of  the  knife  is  placed  in  this 
depression  and  swept  upward  so  as  to  cut  the  mucous  membrane  and 
enter  the  deeper  tissues  between  the  capsule  and  the  anterior  pillar.  The 
incision  is  continued  upward  until  the  superior  pole  of  the  tonsil  is 
reached.  When  the  knife  is  turned  slightly  and  brought  down  between 
the  capsule  and  the  posterior  pillar.  During  the  incision  the  tissues 
are  not  fixed  by  the  forceps,  the  knife  following  accurately  the  line  of 
lease  resistance.  The  cut  is  usually  suflBcient  to  free  the  superior  pole 
so  that  it  may  be  drawn  inward  and  downward  with  the  forceps.  The 
capsule  being  put  under  tension,  the  fascia  and  muscle  are  pushed  away 
from  it  with  the  fiat  surface  of  the  knife.  The  process  is  continued  till 
the  whole  surface  of  the  capsule,  including  the  insertion  of  the  superior 
constrictor  muscle,  has  been  freed  so  that  the  tonsil  is  attached  only  at 
the  lower  aspect  of  the  inferior  pole.  Then  the  snare  is  passed  over  the 
forceps  and  tonsil  so  that  the  free  end  of  the  loop  engages  the  remaining 
attachment  and  the  lymphoid  tissue  of  the  mucous  membrane  folds  below 
it.  This  lymphoid  tissue  should  be  carefully  removed,  as  it  often  contains 
crypts  which  may  produce  general  infection.  The  blood  vessels  neces- 
sarily severed  in  this  method  are  smaller  than  those  in  the  fascia,  which 
might  be  injured  by  a  sharp  instrument,  but  by  the  method  described  the 
flat  surface  of  the  knife  is  used  and  unnecessary  hemorrhage  usually 
avoided.  Ed. 

255 

Pyelocystitis  and  Metastatic  Abscess  Following  Tonsillitis.  H.  B.  Mills 
and  G.  A.  Sowell,  Xe^v  York  Med.  Jour.,  April  l.j,  1916. 
The  authors  report  a  very  interesting  case  of  pyelocystitis  and  metasta- 
tic abscess  of  the  left  foot  and  left  hand  following  an  attack  of  tonsillitis. 
Pus  from  the  abscesses  showed  a  pure  culture  of  staphylococcus  albus. 
Blood  culture  also  showed  staphylococcus  albus.  Ed. 

260 

The  Dangers  and  Complications  of  Tonsillectomy.  S.  E.  Moore,  Medical 
Record,  Dec.  2,  1916. 
In  a  very  instructive  and  exhaustive  paper  upon  this  important  subject, 
the  author  decries  the  note  of  enthusiasm  which  in  its  intensity  tem- 
porarily overlooks  the  dangers  and  disadvantages  incident  to  the  method 
for  the  removal  of  the  tonsils  which  is  so  popular  at  present.  His  per- 
sonal interest  was  drawn  to  the  dangers  and  complications  of  the  opera- 
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tion  in  a  patient  who  four  days  after  having  the  tonsils  enucleated  with 
the  Sluder-Ballenger  instrument,  suffered  an  attack  of  neuritis  which  be- 
came widespread,  involving  the  nerves  of  the  thighs,  back,  both  forearms 
and  arms,  neck,  feet  and  chest.  He  was  forced  to  go  to  bed  where  he 
remained  up  to  the  time  of  the  author's  paper,  seven  months  after  the 
surgical  treatment.  The  tonsils  were  successfully  and  completely  re- 
moved under  local  anesthesia.  The  patient  had  had  but  one  attack  of  ton- 
sillitis in  thirty  years.  Under  microscopical  examination,  the  removed 
tonsils  showed  no  areas  that  could  be  interpreted  as  infective  foci,  and 
only  a  small  amount  of  tonsillar  tissue  existed.  The  patient  had  suf- 
fered from  an  attack  of  polyneuritis  five  or  six  years  previously,  resulting 
from  acute  arsenical  poisoning,  but  a  complete  recovery  following  a  mild 
recurrence  suggested  the  removal  of  the  tonsils.  The  author  has  consid- 
ered the  subject  in  a  very  thorough  manner,  and  his  conclusions  should 
be  read  with  thoughtful  consideration.  His  paper  is  a  valuable  contri- 
bution to  the  subject,  and  should  be  read  and  digested  by  many  of  our 
colleagues.  M.  D.  Ledermax. 

272 

Tonsillectomies  in  Poliomyelitis.  J.  C.  Roper,  Long  Island  Med.  Jour., 
Nov.,  1916. 
The  author  calls  attention  to  the  finding  in  the  recent  poliomyelitis 
epidemic  in  New  York  of  a  considerable  group  of  cases  in  which  there 
were  localized  foci  of  pus  in  the  tonsils  from  which  the  typical  organ- 
isms could  be  isolated.  In  these  cases  the  progress  of  the  disease  seemed 
to  be  slow,  Avith  more  or  less  fever,  and  at  times  late  development  of 
paralysis.  On  the  strength  of  these  findings  the  tonsils  were  removed 
from  a  group  of  cases  not  during  the  acute  stage,  but  after  the  third 
week.     Several  of  the  patients  thus  operated  on  showed  marked  benefit. 

Ed. 

273 

Etiology  of  Epidemic  Poliomyelitis.  E.  C.  Rosexow,  E.  B.  Towxe  and 
G.  W.  Wheeler,  Jour.  A.  M.  A.,  Oct.  21,  1916. 
The  authors  report  the  results  of  their  bacteriological  studies  of 
throats,  tonsils,  blood,  spinal  fluid,  central  nervous  system  and  other  tis- 
sues in  cases  of  acute  poliomyelitis  during  the  epidemic  in  Rochester, 
Minn.,  and  in  New  York  City.  They  Isolated  a  peculiar  polymorphous 
streptococcus,  often  in  large  numbers,  from  the  throat,  from  material 
expressed  from  tonsils  and  from  abscesses  in  tonsils  of  a  large  series  of 
cases  of  epidemic  poliomyelitis.  In  twelve  consecutive  cases  they  ob- 
tained the  same  organism  from  the  brain  and  cord  and  the  intervertebral 
ganglia,  and  in  some  of  the  cases,  from  the  lymph  nodes  also.  One  of  the 
striking  characteristics  of  this  organism  is  that  with  changes  in  its  arti- 
ficial medium  it  becomes  transformed  from  a  relatively  large  coccus  to  an 
extremely  minute  organism  resembling  the  globoid  bodies  described  by 
Flexner  and  Noguchi.  Paralysis  with  lesions  in  the  central  nervous  sys- 
tem has  been  produced  in  guinea-pigs,  rabbits,  dogs,  cats  and  monkeys 
by  intravenous  or  intracerebral  injection,  with  this  streptococcus  from 
practically  all  of  the  52  cases  of  acute  poliomyelitis.  FurtheiTnore,  it 
has  been  produced  by  injecting  the  emulsions  of  pus  expressed  from  ton- 
sils, emulsions  of  extirpated  tonsils  and  emulsions  of  the  brain,  and  also 
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by  iDJection  of  the  pure  cultures  from  the  throats,  from  material  ex- 
pressed from  tonsils  and  from  abscesses  in  tonsils  removed  from  living 
patients  and  necropsy  cases.  Ed. 

276 

The  Question  of  Age  in  Tonsillectomy.  Tiio.uas  L.  Shearer,  Jour.  Oph- 
thalmol., Otol.  and  Laryngol.,  March,  1916. 
The  a{ithor  offers  the  following  suggestions:  (1)  If  constitutional  and 
other  treatment  can  successfully  maintain  a  fair  condition  of  health  in 
a  child  tonsillectomy  should  not  be  performed  under  the  age  of  at  least 
eight  years.  (2)  Between  the  ages  of  eight  and  fourteen  years  if  one 
can  obtain  positive  evidence  of  local  or  systemic  injury  from  the  tonsils 
and  if  the  tonsils  do  not  yield  to  conservative  treatment,  enucleation 
should  be  carried  out.  (3)  Not  infrequently  the  removal  of  adenoids  may 
afford  such  relief  to  the  child  as  to  obviate  any  immediate  necessity  for 
tonsillectomy.  (4)  Adenoids  should  not  be  removed  in  infants  unless 
the  child  is  unable  to  nurse  on  account  of  the  nasal  obstruction.  (5)  It 
should  be  made  a  routine  practice  in  every  child  suffering  from  enlarged 
cervical  glands  that  the  teeth,  peridontal  spaces,  adenoid  region  and  nasal 
cavities  be  thoroughly  explored  before  accusing  the  faucial  tonsil  of  being 
the  host  of  the  infection.  Ed. 

284 

Epidemic  of  Severe  Form  of  Acute  Infection  of  the  Throat  with  Abscess 
Formation.  Report  of  58  Operations.  C.  F.  Theisex,  Trans.  Ameri- 
can Laryngological  Assn.,  1916. 
The  author's  report  deals  with  a  total  of  384  cases,  fifty-eight  of  which 
required  surgical  measures.  Forty-four  were  cases  of  peritonsillar 
abscess  (38  unilateral,  6  bilateral)  and  of  the  remaining  fourteen  in 
eight  the  abscess  developed  in  the  lateral  columns  of  the  pharynx;  two 
cases  of  infection  of  the  epiglottis  with  great  edema  and  some  pus;  two 
cases  of  abscess  of  the  lingual  tonsil  and  two  cases  of  retropharyngeal 
abscess  (the  latter  in  children).  In  this  series  of  fourteen  cases  there 
were  no  enlarged  tonsils  in  ten  cases,  and  in  the  other  four  healthy  look- 
ing tonsils  with  no  deep  crypts.  The  author  endorses  Semon's  opinion 
that  "the  various  forms  of  acute  septic  inflammation  of  the  throat  and 
neck,  hitherto  considered  as  so  many  essentially  different  diseases,  are 
in  reality  pathologically  identical;  that  they  merely  represent  degrees 
varying  in  virulence  of  one  and  the  same  process."  In  operating  for  peri- 
tonsillar abscess  recommends  dissection  backwards  until  the  capsule  is 
reached  and  removing  the  upper  lobe  of  the  tonsil,  thus  leaving  a  large 
triangular  opening  for  drainage.  Patients  so  operated  have  done  much 
better  and  recovered  more  quickly  'than  those  treated  by  the  usual  in- 
cisions. Ed. 

289 

The  Faucial  Tonsils  in  Singers.  Should  We  Remove  Them?  Irvixg  W. 
Voorhees,  Xeic  York  Med.  Jour.,  Dec.  16,  1916. 

The  author's  conclusions  are  as  follows: 

1.  An  analysis  of  5,000  tonsil  operations  in  singers  shows  that  in  the 
hands  of  skilled  operators  there  need  be  no  special  fear  of  bad  results. 
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2.  It  is  the  concensus  that  bad  results  are  most  often  due  to  cicatricial 
contractions  occurring  from  careless  dissection  or  from  neglected  after- 
treatment. 

3.  Pain  in  the  tonsillar  region,  neck,  and  larynx,  is  probably  due  to 
section  of  some  of  the  larger  branches  of  the  glossopharyngeal  nerve 
(Justus  Matthews). 

4.  Loss  of  singing  voice  after  tonsillectomy  might  be  due  to  a  nerve 
lesion,  but  is  probably  due  to  adhesions  and  cicatricial  formations  in  the 
fauces. 

5.  Loss  of  singing  voice  occurs  very  rarely  after  tonsillectomy.  Im- 
paired voice  is  possible,  but  most  cases  show  an  increased  range  of  from 
one-half  to  a  full  tone. 

6.  The  singer's  problem  is  a  very  special  one,  and  no  lai-j-nologist  should 
undertake  to  operate  on  these  patients  unless  he  has  some  knowledge  of 
the  art  of  singing. 

7.  At  operation  the  greatest  care  and  skill  must  be  exercised  in  secur- 
ing a  clean,  free  dissection.  Injury  to  the  tissues  surrounding  the  tonsil 
may  prove  disastrous. 

8.  Postoperative  care  is  of  special  importance.  The  patient  should  be 
seen  daily  until  full  healing  occurs.  Ed. 

291 

Lung  Suppuration  After  Tonsillectomy.  H.  Wessler,  Interstate  Med. 
Jour.,  Roentgenology  Sitpplcmcnt,  Jan.,  1916. 
Wessler  observed  28  cases  of  lung  suppuration  from  all  causes  during 
the  past  year.  Eight  of  these  cases  followed  tonsillectomy.  In  six  of 
the  eight  the  right  lung  was  affected.  Six  cases  were  cured  spontane- 
ously; in  one  an  excision  of  the  affected  lobe  had  to  be  done;  the  other 
was  unimproved.  Ed. 

295 

Cylindroma  of  the  Tongue.  R.  H.  Baker,  Surg.,  Gyn.  and  Obst.,  Sept., 
1916. 
True  cylindroma  may  be  classified  as  an  endothelioma  cylindromatosum 
or  angioma  cylindromatosum,  because  the  clinical  history  of  such  tumors 
combined  with  their  microscopical  structure  tends  to  the  view  that  the 
cylindroma  is  a  tumor  of  endothelial  origin.  It  is  slow  in  growth,  with 
frequent  recurrences  but  lacking  in  metastasis.  The  two  cases  reported 
by  the  author  are  unique  in  their  origin  in  the  tongue.  The  conclusions 
to  be  drawn  from  these  cases  are:  1.  That  they  arise  from  abnormal 
proliferation  of  blood  and  lymph  capillaries  and  spaces.  2.  That  the 
endothelial  lining  of  these  capillaries  and  spaces  gives  rise  to  a  secre- 
tion of  some  material  with  the  staining  reaction  of  connective  tissue 
hyaline.  3.  The  hyaline  substance  may  be  distributed  centrally  or  peri- 
pherally to  the  secreting  cells.  4.  The  excessive  proliferation  of  the  vas- 
cular elements  meeting  the  resistance  of  the  firmer  connective  tissue 
framework  and  the  increasing  resistance  of  the  hyaline  material  tends 
to  assume  a  twisted  convoluted  structure.  5.  The  increasing  tension 
within  these  convolutions  from  proliferation  and  excessive  hyaline  for- 
mation causes  an  impaired  vascular  supply  to  the  tissue  and  tiltimate 
necrosis  of  the  endothelial  cells  and  tends  also  to  restrict  the  nutrition  of 
the  connective  elements,  with  resulting  sclerosis  and  hyaline  degenera- 
tion. Ed. 
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Tuberculosis  of  the  Tongue.  Luigi  Dukaxte,  Annals  Surgery,  Feb.,  1916. 
In  the  majority  of  cases  tuberculosis  of  the  tongue  has  a  localization 
secondary  to  a  tuberculous  process  in  other  parts  of  the  organism.  The 
anatomical  forms  which  tuberculosis  of  the  tongue  may  assume  do  not 
represent  any  distinct  anatomical  entity.  But  whatever  be  the  final 
anatomico-clinical  form  the  beginning  is  always  characterized  by  specific 
connective  tissue,  new  formation  of  tuberculous  nodules,  which  may  be 
localized  separately  in  the  dermis  of  the  mucosa  or  In  the  lingual  par- 
enchyma. From  this  distinct  initial  localization  of  the  tuberculous 
process  may  originate  two  clinically  different  types  (1)  as  a  grey  plaque 
(somewhat  like  cutaneous  lupus)  elevated  above  the  surrounding  mucosa 
without  inflammatory  reaction,  and  hard  to  the  touch;  if  these  preserve 
the  sclerotic  form  they  are  spoken  of  as  glossodermatitis  tuherculo 
fibrosa,  and  if  they  ulcerate,  glossodermatitis  tuberculo-ulcerosa.  (2) 
As  a  nodular,  confluent,  or  disseminated  miliary  tuberculosis.  Diagnosis 
must  depend  largely  upon  microscopic  examination  of  the  excised  tissue, 
for  from  the  clinical  characteristics  lingual  tuberculosis  has  frequently 
been  confused  with  epithelioma  and  tertiary  syphilis.  The  nodular  form 
of  intralingual  tuberculosis,  confluent  or  disseminated,  is,  in  the  early 
stages,  quiet,  not  accompanied  by  enlargement  of  regional  glands,  with- 
out pain  and  is  simulated  most  frequently  by  gumma.  These,  it  should 
be  noted  have  a  predilection  for  the  base  of  the  tongue  while  tubercu- 
losis elects  the  lip.  The  differentiation  of  tubercular  ulcer  from  cancerous 
ulcer  must  depend  very  largely  upon  histobiologic  examination  because 
the  clinical  differential  characteristics  may  be  very  confusing.  Ed. 
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Cancer  of  the  Mouth  and  Tongue,  with  Special  Reference  to  Metastases 
in  the  Neck.  J.  Sheltox  Horsley,  Southern  Med.  Jour.,  June,  1916. 
The  paper  is  based  on  a  series  of  eight  cases  of  cancer  involving  the 
tongue  or  mucous  membrane  of  the  mouth.  In  one  of  these  cases  the 
point  of  origin  seemed  to  be  just  beneath  the  mucous  membrane  in  what 
was  probably  a  dermoid  growth  in  the  submaxillary  gland.  In  recurrent 
cases  about  the  mouth  and  floor  of  the  mouth  where  block  dissection 
seemed  to  give  but  little  hope,  the  Percy  cautery  was  used.  The  results 
were  very  striking.  Where  the  tissues  are  dense,  the  Percy  cautery  should 
first  be  applied  for  ten  minutes,  the  tissue  excised  and  the  cautery  again 
applied  for  at  least  thirty  minutes  to  the  raw  surface  left  by  the  excision. 
In  the  selective  zone  which  lies  outside  of  the  region  of  actual  necrosis, 
cancer  cells  are  destroyed  by  a  degree  of  heat  of  about  115  degrees  F., 
if  maintained  for  twenty  minutes,  which  will  not  destroy  cells  of  normal 
tissue.  Besides  its  actual  destructive  effect,  the  Percy  cautery  has  the 
advantage  of  sealing  the  capillaries  and  of  destroying  cancer  cells  in 
a  zone  where  normal  cells  are  not  affected.  These  destroyed  cells  may 
have  the  additional  advantage  of  acting  as  an  autogenous  vaccine.  Of 
Dr.  Horsley's  eight  cases,  three  w^ere  (in  November,  1916)  in  good  health 
and  without  any  signs  of  recurrence  for  periods  of  thirteen  months,  three 
years,  and  three  years  and  three  months,  respectively.  A  fourth  patient 
who  is  living  had  a  recurrence  for  which  he  was  operated  upon  and  was 
(at  the  time  of  Dr.  Horsley's  writing)  doing  well  and  with  some  chance 
for  permanent  recovery.  Ed. 
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Abscess  of  the  Tongue.  J.  Pe.nn,  Boston  Med.  and  Hurg.  Jour.,  Feb.  3, 
1916. 
Abscess  of  the  tongue  is  rather  a  rare  condition  because  of  the  vascu- 
larity of  that  organ.  In  malting  a  diagnosis  a  number  of  factors  should 
be  taken  into  consideration.  (1)  A  very  early  symptom  is  sore  throat; 
(2)  there  is  steadily  increasing  pain  with  its  characteristic  distribution 
to  the  tongue,  neck,  ear  and  temporal  region;  (3)  temperature  und  flush- 
ing of  the  face;  (4)  enlargement  of  the  tongue,  difficulty  in  swallowing, 
opening  the  mouth  and  in  articulation;  (5)  fluctuation  cannot  be  made 
out;   (6)  the  submaxillary  glands  are  swollen  and  tender.  Eu. 

309 

Tuberculosis  of  the  Tongue.  J.  R.  Scott,  American  Jour.  Med.  Sciences, 
Sept.,  1916. 

The  author  has  been  able  to  collect  231  cases  of  tuberculosis  of  the 
tongue.  The  majority  of  the  cases  show  the  age  of  occurrence  to  be  from 
forty  to  fifty  years  (the  earliest  reported  age  was  oVz  years)  and  that 
males  are  more  frequently  affected  than  females.  As  regards  etiology 
the  author  classifies  the  disease  into  primary  and  secondary  forms,  the 
secondary  being  more  common,  and  that  trauma  is  a  very  important 
factor  especially  in  a  patient  suffering  from  pulmonary  tuberculosis.  The 
tissue  may  be  directly  inoculated  by  contact  with  bacilli  laden  sputum. 
However,  in  addition  to  direct  inoculation,  the  infection  may  be  carried 
to  the  part  either  by  the  blood  or  lymph  streams.  In  his  series  of  col- 
lected cases  he  was  able  to  find  only  26  undoubted  cases  of  primary 
tuberculosis  of  the  tongue.  Tubercular  ulcerations  of  the  tongue  are  very 
indolent  in  their  progress  and  quite  resistant  to  treatment.  In  appear- 
ance the  lesion  is  small,  round,  slightly  elevated.  The  form  of  the 
nodules  is  frequently  elevated,  either  round  or  oval,  or  irregular.  They 
rapidly  break  down  in  the  center  and  form  ulcerated  areas  whose  walls 
are  generally  abrupt  and  frequently  undermined. 

The  differential  diagnosis  is  often  a  matter  of  considerable  difficulty; 
it  should  be  made  only  after  a  microscopical  examination  of  the  material 
from  the  lesion.  Simple  ulcers  of  the  tongue,  local  manifestations  of 
syphilis  and  carcinoma,  must  be  considered  where  microscopical  differen- 
tiation is  very  difficult.  A  special  staining  method  for  demonstrating 
tubercle  bacilli  should  be  used,  or  a  piece  of  tissue  may  be  injected  into 
a  guinea  pig. 

The  prognosis  is  dependent  upon  many  factors  aside  from  simple  ulcer- 
ation of  the  tongue.  If  taken  in  the  earlier  stages,  and  the  patient  is  not 
suffering  from  pulmonary  tuberculosis  in  the  advanced  stage,  surgical 
removal  of  the  diseased  tissue  of  the  tongue  has  resulted  in  an  apparent 
cure;  In  other  cases,  the  prognosis  is  very  bad.  According  to  von  Ruck, 
however,  when  tuberculin  is  administered,  the  prognosis  becomes  fair. 

At  the  present  time,  the  majority  of  medical  men  use  surgical  treat- 
ment; where  the  lesion  occupies  the  anterior  portion  of  the  tongue,  it 
is  now  the  practice  to  remove  a  V-shaped  piece,  going  far  beyond  the 
limits  of  the  actual  lesion.  Where  the  greater  part  of  the  tissue  of  the 
tongue  is  affected,  it  becomes  necessary  to  amputate.  Simple  curette- 
ment  is  not  advisable;  the  actual  cautery  is  a  better  method  of  local 
conservative  treatment.  Ed. 
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Glossopharyngeal  Paralysis.  Maurice  Vernet,  Paris  Medical,  Dec.  23, 
1916. 
In  glossopharyngeal  paralysis  there  is  diflSculty  in  swallowing  solid 
food  because  the  superior  constrictor  muscle  of  the  pharynx  is  innervated 
by  this  nerve.  Another  feature  of  paralysis  of  the  superior  constrictor 
is  a  curtain  movement  of  the  posterior  wall  of  the  pharynx  from  the 
affected  side  towards  the  sound  side  and  there  is  disturbance  in  the  sense 
of  taste  of  the  posterior  portion  of  the  tongue.  Ed. 

326 

Alveolar  Necrosis.    Lxjigi  Arxoxe,  Aniiali  di  Odontologia,  Nov.,  1916. 

The  author  speaks  of  the  difference  between  acute  and  chronic  necrosis; 
while  the  former  manifests  itself  with  alarming  symptoms  and  requires 
prompt  and  energetic  treatment,  the  chronic  alveolar  necrosis  generally 
does  not  give  any  pain  and  manifests  itself  when  the  sequestrum  is 
already  detached.  This  fact  can  be  explained  by  the  difference  in  the 
pathological  process.  The  principal  forms  of  aveolar  necrosis  are  three: 
acute  infective  necrosis,  syphilitic  or  tertiary  necrosis,  and  distrophic 
necrosis,  which  always  occurs  in  conjunction  with  injuries  of  the  nerve. 
In  acute  infective  necrosis  the  suppuration  begins  in  the  external  side  of 
the  periosteum  and  advances  inwardly.  By  the  force  of  gravity  and 
probably  also  because  some  little  abscesses  open  on  the  internal  side  of 
the  periosteum,  the  pus  reaches  the  medullar  substance,  where  the  process 
becomes  still  more  active  and  develops  exclusively  in  the  cells.  The 
osteoblasts,  being  irritated,  assume  the  function  of  osteoclasts  and  secrete 
a  substance  of  acid  reaction,  which  softens  and  destroys  the  lamellae 
of  the  bone,  producing  gradually  a  boundary  line  between  the  sound  and 
diseased  tissue.  The  relatively  large  size  which  sometimes  the  seques- 
trum reaches,  can  be  explained  by  the  spreading  of  the  septic  process 
about  the  walls  of  the  nutritive  arterioles,  their  consecutive  obstruction, 
and  consequently  the  lack  of  nutrition  of  a  region  of  bone. 

The  syphilitic  or  tertiary  necrosis  begins  on  the  contrary  with  an 
arteritis.  Gradually  the  vessel  is  occluded,  the  dependent  region  is  no 
more  nourished  and  the  bone  falls  in  necrosis;  but  the  whole  process 
has  a  very  slow  course  and  does  not  cause  any  pain.  When  the  seques- 
trum is  detached,  the  presence  of  a  prominent  point,  which  hurts  the  soft 
tissue  can  be  noticed,  or  if  the  patient  wears  a  dental  plate  he  can  feel 
it  unusually  loose.  The  neuralgic  necrosis  occurs  after  a  very  rebellious 
neuralgia  of  the  trigeminal  brandies.  In  such  cases  very  large  seques- 
trum may  become  detached,  without  causing  any  pain  and  followed  by 
prompt  recovery  of  the  gtim. 

The  author  suggests  that  in  cases  of  fistulae  of  the  gum  of  very  slow 
course,  with  fever  and  other  severe  symptoms,  it  is  to  be  thought  that 
the  process  may  have  reached,  besides  the  periosteum,  also  the  bone, 
causing  the  detachment  of  some  sequestra.  Ed. 

334 

Displacement  of  Fragments  in  Unilateral  Mandibular  Fractures  with  Loss 
of  Substance.    A.  Beketta,  Annali  di  Odontologi-a,  Nov.,  1916. 
From  observations  covering  numerous  cases  of  lateral  mandibular  frac- 
tures with  loss  of  substance  the  author  has  found  that  the  longer  frag- 
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ment  is  pulled  backward  and  downward  and  is  projected  laterally  toward 
the  region  of  the  fracture.  The  smaller  fragment,  on  the  contrary,  is 
pulled  forward,  upward  and  toward  the  median  line,  it  is  never  situated 
outside  the  greater  fragment  but  always  on  its  lingual  side.  Ed. 

335 

Injuries  of  the  Jaw  Bones  Caused  by  War.  G.  Bersaxi,  Amiali  di  Odont- 
ologia,  Nov.,  1916. 
The  author  points  out  that  the  dentist  should  co-operate  with  the- 
surgeon  in  the  treatment  of  these  injuries.  To  prevent  infection  the 
author  employs  irrigations  of  physiological  salt  solution.  He  advises  to 
keep  in  place  the  bony  fragments  and  the  teeth,  even  if  they  are  very 
loose,  provided  that  they  are  not  completely  detached,  because  most  of 
them  can  again  become  attached  and  firm.  The  wounds  of  the  soft  parts 
are  not  to  be  sutured  but  simply  treated  with  aseptic  dry  dressing. 
Wounds  of  the  upper  jaw  are  always  less  severe  than  those  of  the  mandi- 
ble and  their  treatment  is  easier  even  if  they  are  complicated  with 
injuries  of  the  antrum.  In  the  treatment  of  jaw  fractures  it  is  of  capital 
importance  that  fragments  be  replaced  in  normal  position  and  this  is 
obtained  by  placing  the  remaining  teeth  in  normal  occlusion.  Constric- 
tion of  jaws  often  occurs  in  cases  of  injuries  of  the  mandible;  it  can  be 
prevented  or  treated  by  active  movements  of  the  mandible  and  frequent 
massage.  Ligature  of  fragments  for  retention  is  not  advised  by  the 
author.  Interdental  metallic  ligatures  have  been  employed  by  him  only 
in  cases  with  displacement  of  fragments.  Ed. 
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Treatment  of  Tuberculous  Adenitis  by  Roentgen  Rays.  R.  H.  Boogs, 
New  York  Med.  Jour.,  May  27,  1916. 
Operation  is  followed  by  frequent  recurrence  and  there  is  great  dangei 
of  producing  general  tuberculosis.  The  end  results  of  radiotherapy  are 
much  better.  The  same  massive  radiation  is  not  indicated  in  tuberculous 
adenitis  as  in  malignant  disease.  Roentgenization  is  the  best  method  of 
treatment  when  the  glands  have  become  widely  scattered  and  are  broken 
down  and  where  there  is  pulmonary  involvement  the  author  believes  that 
the  Roentgen  ray  together  with  hygienic  treatment  is  the  only  method 
to  be  taken  into  consideration.  Ed. 

340 

Treatment  of  Leukoplakia  by  Radium.  Russkl  H.  Boggs,  Texas  Med. 
Jour.,  Nov.,  1916. 
Without  denying  the  great  frequency  of  tertiary  syphilis  of  the  month 
and  its  possible  transformation  into  cancer,  there  is  no  question  of  the 
existence  of  non-syphilitic  leukoplakia,  chronic  from  the  outset,  followed 
by  epitheliomatous  degeneration.  It  differs  from  the  syphilitic  lesion. 
Syphilitic  leukoplakia  is  accompanied  by  induration,  fissures  and  later 
scarring  and  white  fibrous  tracts  and  the  diagnosis  may  be  confirmed  by 
the  Wassermann.  The  results  of  the  radium  treatment  have  been  so 
satisfactory  in  the  author's  experience  that  he  is  treating  with  this 
method  all  cases  of  idiopathic  leukoplakia  as  well  as  some  cases  of 
syphilitic  leukoplakia.  The  latter  have  not  responded  so  well  as  the 
former  but  even  in  the  luetic  tybe  better  results  are  obtained  than  with 
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any  other  form  of  treatment.  The  author  believes  that  in  many  instances 
we  have  an  epithelioma  situated  in  luetic  tissue  -which  -will  not  respond  to 
one  form  of  treatment  alone.  In  the  treatment  of  leukoplakia  the  best 
results  are  obtained  by  the  rays  of  slow  penetration  as  it  is  necessary 
to  have  a  reaction  deeper  than  one  or  two  millimeters.  Using  a  tube 
containing  2-5  milligrams  of  radium  an  exposure  of  one  to  two  hours  is 
usually  sufficient  for  each  lesion,  depending  upon  its  stage  and  extent. 
On  the  tongue,  on  account  of  the  papillae,  a  somewhat  larger  dose  is 
required  than  on  the  buccal  mucous  membrane.  As  a  filter  the  author 
uses  one-half  millimeter  of  silver,  several  layers  of  gauze  and  a  finger 
cot.  This  allows  a  large  amount  of  the  Beta  rays  to  be  used  in  the  treat- 
ment. Ed. 

349 

Primary  Syphilis  of  the  Gums.  Achille  Breda,  Giorn.  ital.  delle  Mai. 
veil,  e  delle  Pelle,  Jan..  1916. 
Breda  records  three  cases  where  primary  sores  occurred  on  the  gums. 
As  that  situation  is  rarer  on  the  lips  and  tongue,  he  gives  a  full  report 
of  the  differential  diagnosis.  The  sore  was  situated  on  the  anterior  aspect 
of  the  gums,  painless,  of  rapid  growth,  and  accompanied  by  the  usual 
glandular  enlargement  and  subsequent  rash., The  object  in  reporting  the 
cases  is  to  draw  attention  to  the  differential  diagnosis.  It  has  to  be 
distinguished  from  a  swelling  due  to  periostitis  of  the  bone  from  injury, 
erectile  tumors,  cystic  growths,  osteoma,  enchondroma,  carcinoma,  sar- 
coma, and  fibroma.  The  accompanying  enlargement  of  glands  also  leads 
to  confusion  with  new  growths.  The  syphilitic  lesion  can  be  diagnosed 
by  its  history  of  short  duration,  and  the  fact  that  it  is  localized  to  the 
mucous  membrane.  It  occurs  more  on  the  anterior  than  the  posterior 
surface  of  the  gum  opposite  the  front  teeth.  It  is  not  usually  large,  is 
sharply  defined,  and  of  semilunar  outline.  Elevated,  pedunculated,  lobu- 
lated,  or  massive  swellings  are  not  likely  to  be  syphilitic.  Ed. 

355 

Entameba  Buccal  is.     A.  Chiavaro.  Annali  di  Odontologia,  Sept.,  1916. 

The  author  publishes  the  results  of  his  researches  upon  the  entameba 
buccGli.s  and  points  out  that  the  entameba  described  by  Prowazek  is  proba- 
bly identical  with  omeba  gingivalis  of  Gross  (1849),  with  the  entameba 
buccalis  of  Steinberg  (1862),  the  ameba  dentalis  of  Grassi  (1879)  and 
the  ameba  found  by  Flexner  in  a  mandibular  abscess  and  described  in 
1892.  The  fact  that  these  investigators  never  found  the  entameba  buccalis 
in  a  state  of  encystment  left  the  suspicion  that  it  was  not  an  independent 
form  but  rather  a  stage  of  development  of  some  of  the  entamebae,  which 
are  found  as  intestinal  parasites.  The  author's  researches  were  directed 
to  studying  the  morphologic  characters  of  the  entameba  buccalis,  deduct- 
ing therefrom  as  to  the  independent  form  of  the  entameba,  to  observing 
the  relationship  between  the  presence  of  the  entameba  and  the  condi- 
tions of  the  oral  cavity  and  solving  the  question  of  its  pathogenicity. 
His  conclusions,  based  on  a  study  of  68  cases,  are:  (1)  the  entameba 
buccalis  is  an  independent  form;  (2)  it  is  found  in  every  case  of  alveolo- 
denlal  pyorrhea  and  generally  in  soft  deposits  of  teeth,  sound  or  not, 
which  are  kept  in  good  hygienic  condition;  (3)  it  is  absent  in  dental 
cavities  in  which  the  pathological  process  of  decay  is  actually  going  on. 
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and  therefore  represents  an  acid  medium,  and  it  is  also  present  in  hard 
tartar;  (4)  the  entameba  buccalis  has  no  pathogenic  action;  on  the  con- 
trary, as  it  feeds  on  bacteria,  it  is  probably  an  adjuvant  in  the  autop 
disinfection  of  the  mouth.  Eu. 

373 

Treatment  of  Vincents'  Angina   and   Stomatitis  with   Silver  Nitrste   and 
Methylene  Blue.     M.   Favre  and  H.   Dreyfouss,  Pressc  vied.,  So.  61. 
Nov.  2,  1916. 
Although   the   treatment   with    organic    arsenical    preparations    such    as 
neosalvarsan  and  galyl  is  recognized  as  specific  the  authors  find  a  com- 
bination of  silver  nitrate  and  methylene  blue  treatment  equally  efficacious. 
The   ulcerations   are   very   carefully   cleansed   every   day   vk^ith    sw^abs    of 
cotton  previously  dipped  in  a  10  per  cent  silver  nitrate  solution.     Espe- 
cially the  bases  of  the  ulcers  must  be  made  clean.     The  silver  nitrate  is 
then  folloM^ed  by  the  free  application  of  a  one  per '  cent  methylene  blue 
solution.     Disappearance  of  the  more  superficial  lesions  was  procured  in 
three  days  and  of  extensive  tonsillar  ulcerations  in  eight  days.     Treat- 
ment  should  be  continued   until   complete   recovery   takes   place,   in   the 
later  treatments  a  1.30  silver  nitrate  solution  being  sufficient.  ,Ed. 

380 

Non-Diabetic  Acidosis,  with  Special  Reference  to  Postoperative  Acidosis 
in  Children.  Iua  Frank,  Annals  Otol.,  Rhinol.  and  Laryngol.,  Dec, 
1916. 
The  points  emphasized  by  Frank  are  that  acetone  is  found  in  the  post- 
operative urine  of  practically  all  children.  This  acetonuria  produces  no 
symptoms  in  the  great  majority  of  cases.  Varying  degrees  of  acidosis  or 
symptom-producing  acetonuria  follov^^  anesthesia  in  about  20  per  cent 
of  cases  in  children,  in  individuals  predisposed  by  cbronic  infections,  age, 
etc.  The  symptoms  of  acidosis  are  such  that  three  degrees  of  severity 
are  apparent,  viz:  subacidosis — acetonuria  and  rapid  pulse;  acidosis — 
acetonuria,  diacetic  acid  in  the  urine  in  small  amounts,  rapid  pulse, 
drowsiness,  rapid,  shallow  respiration;  acid  intoxication.  Acidosis  may 
be  prevented  or  its  degree  lessened  by  a  carbohydrate  diet  preceding  the 
operation,  by  shortening  as  much  as  possible  the  starvation  preparation, 
by  the  use  of  nitrous  oxide  or  short  ether  anesthesia  and  by  the  use  of 
further  carbohydrate  diet  as  soon  as  the  patient  is  in  proper  condition 
following  operation.  Postoperative  acidosis  in  any  stage  readily  responds 
CO  solutions  of  glucose  administered  by  mouth  or  by  rectum,  or  in  very 
severe  cases  intravenously,  with  sodium  bicarbonate  as  a  possibly  valua- 
ble adjuvant.  ,  Ed. 

381 

Ulcerative  Stomatitis.    K.  Goadby,  Lancet,  May  6,  1916. 

riie  author  reports  on  his  bacteriological  investigations  in  ulcerative 
stomatitis  cases  among  the  troops  in  Prance  and  in  England.  Smears 
made  from  the  gums,  cheeks  or  throat  and  stained  by  Giemsa's  stain 
showed  two  morphologic  types  of  bacteria:  (1)  bacillus  fusiformis  and 
(2)  spirochetes.  Both  of  these  organisms  were  gram  negative.  The 
fusiform  bacilli  are  6  to  7  microns  in  length  and  resemble  the  diphtheria 
bacillus  except  that  they  are  longer  and  larger  and  slightly  curved.  The 
spirillum  resembles  the  spirillum  of  relapsing  fever  but  lacks  the  charac- 
teristic "screw"  form  of  the  pallida.  In  hanging  preparations  from  the 
tissue  it  is  not  motile.     It  is  an  obligatory  anaerobe  and  serophile.     Ed. 
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400 

Diagnosis  and  Treatment  of  Vincents'  Angina;  Report  of  a  Case  Involving 
the  Lungs.  T.  P.  Hinman,  Dental  Cosmos,  Dec,  1916. 
The  author  is  of  the  opinion  that  the  finding  of  Vincent's  spirochete 
together  with  the  fusiform  bacilli,  is  sufficient  to  make  the  diagnosis. 
Clinically,  the  disease  is  an  ulcero-membranous  condition  usually  begin- 
ning in  the  cul-de-sac  posterior  to  the  last  molar.  "Where  the  gums  are 
primarily   involved  the  tonsils  are  affected   secondarily,   and   vice   versa. 

Ed. 

421 

Further    Observations    on    the    Connellan-King    Diplococcus  Throat  Infec- 
tions;   Their    Sequelae    with    Special    Reference    to    Arthritis.     J.    J. 
King,    Trans.   Amer.   Med.   Assn.,   <SVc.   Laryngol.,   Otol.   and   Rhinol., 
June,  1916. 
Four  cases  are  described  and  these  show:  , 

1.  The  frequent  presence  of  the  Connellan-King  diplococcus  in  the 
crypts  of  the  tonsils  or  at  the  roots  of  the  teeth  in  arthritic  patients  sug- 
gests that  it  may  be  specific,  and  that  a  simple  tonsilitis  may  be  followed 
by  very  serious  complications,  due  to  an  absorption  of  chemical  toxins. 

2.  The  danger  of  a  general  sepsis  following  tonsillectomy  might  be 
eliminated  if  a  culture  were  taken  from  each  patient. 

3.  If  the  focus  of  infection  in  arthritis  exists  in  the  tonsil,  the  treat- 
ment should  consist  in  the  injection  of  an  autogenous  vaccine  until  all 
infection  is  cleared  up  and  then  the  tonsils  should  be  removed  by  enuclea- 
tion. 

4.  The  blood  changes  in  the  Connellan-King  diplococcus  infections  seem 
to  be  a  simple  anemia  and,  in  a  few  cases,  a  slight  increase  in  the 
eosinophils  from  4  to  6  per  cent. 

5.  In  some  cases  symptoms  other  than  those  for  which  treatment  was 
instituted  have  disappeared.  For  instance,  in  one  patient  with  arthritis 
and  marked  ethmolditis  the  culture  was  obtained  from  the  throat.  Within 
two  weeks  the  ethmoiditis  had  cleared  up,  while  the  arthritis  was  only 
slightly  relieved.  Another  patient  with  serious  gastric  disturbance,  who 
had  found 'it  necessary  to  remain  on  a  strict  diet,  was  able  to  eat  almost 
anything  after  she  had  received  the  treatment  with  the  autogenous  vac- 
cine. Ed. 

437 

Researches  Upon  Aiveolo-Dental  Pyorrhea.  Joseph  Mexdel,  Annali  di 
Odontologia,  Sept.,  1916. 
In  view  of  the  conflicting  views  as  to  etiologic  role  of  the  entameha 
huccalis  in  pyorrhea  the  author  undertook  a  series  of  investigations  on 
(1)  the  morphology  of  the  amebae;  (2)  the  presence  of  the  amebae:  a) 
in  alveolo-dental  pyorrhea;  b)  outside  of  pyorrheal  conditions;  c)  in 
acute  and  chronic  suppurations  of  dental  origin  (aveolo-dental  ab- 
scesses); d)  in  the  acute  suppurations  of  gingival  origin;  e)  in  acute 
gingivostomatitis;  f)  in  the  acute  and  chronic  accidents  provoked  by  the 
eruption  of  the  third  molar;  g)  in  dental  caries;  (3)  the  effect  of  emetine 
hydrochloride  in  pyorrhea.  The  results  of  these  studies  are  condensed 
in  the  following  conclusions:  I.  The  presence  of  entamebae  in  the  mouth 
of  man  is  not  at  all  an  exclusive  characteristic  of  alveolo-dental  pyorrhea. 
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II.  The  entamebae  are  found  in  almost  every  case  of  alveolo-dental 
pyorrhea.  III.  The  entamebae  are  always  present  in  the  caseous  material 
which  coats  the  teeth.  IV.  In  clean  mouths  entamebae  are  present  in 
almost  half  of  the  cases.  V.  In  all  cases  of  various  acute  infectious  con- 
ditions ordinarily  observed  in  the  mouth  entaviebae  were  invariably  ab- 
sent. On  the  contrary,  their  presence  was  frequently  observed  in  chronic 
conditions.  The  presence  of  entamebae  in  the  mouth  seems  not  to  have 
any  influence  in  the  evolution  of  dental  decay.  VT.  The  treatment  of 
alveolo-dental  pyorrhea  by  emetine  either  by  instillation  in  the  suppurat- 
ing pockets  or  by  intra-gingival  injection,  was  found  inefficacious  in  every 
case  experimented  on  by  the  author.  VII.  Oral  hygiene  is  the  most  val- 
uable means,  if  not  for  the  complete  exclusion  of  entamebae,  at  least  for 
reducing  their  number.  Ed. 

453 

Pseudotuberculoma  Silicoticum  of  the  Lip.  C.  R.  Xitcii.  British  Med. 
Jour.,  Dec.  16,  1916. 
A  man,  39  years  old,  had  fallen  from  a  bicycle  in  190.5,  cutting  his  nose 
and  mucous  membrane  on  the  buccal  aspect  of  the  lower  lip.  He  dis- 
tinctively remembers  spitting  out  blood  and  sand  after  he  picked  himself 
up.  He  used  a  mouth  wash  and  healing  took  place  in  about  fourteen 
days.  The  resulting  scar,  though  somewhat  thickened,  underwent  no 
change  until  1916  (when  he  came  under  the  author's  notice),  when  a 
swelling  began  to  form  in  the  center  of  the  scar.  Four  months  after  this 
swelling  made  its  appearance  the  submental  glands  became  enlarged  and 
tender.  Palpation  of  the  tumor  conveyed  an  impression  similar  to  that 
given  by  a  preputial  chancre.  Tumor  together  with  the  mucous  membrane 
covering  it  was  removed.  Microscopic  examination  showed  that  the 
lesion  consisted  of  a  mosaic  giant-celled  systems  and  huge  giant  cells 
hardly  to  be  distinguished  from  those  of  tuberculosis,  though  no  caseation 
was  present.  No  tubercle  bacilli  or  other  bacteria  were  discoverable.  In 
practically  all  the  giant  cells,  however,  and  elsewhere,  there  were  par- 
ticles of  silica  which  stood  brilliantly  out  when  the  sections  were  polar- 
ized.    Hence  the  name  pseudotuberculoma  silicoticum.  Ed. 

457 

Treatment  of  Malignant  Disease  About  the  Mouth  by  Combined  Methods. 

Georoe  E.  Peahlei!.  .Jour.  A.  J/.  A.,  Nov.  18,  1916. 

1.  The  cases  forming  the  basis  of  this  report  (Epithelioma  of  the 
dorsen  of  the  tongue,  6  cases;  epithelioma  under  the  tongue  and  involv- 
ing flow  of  the  mouth,  6  cases;  epithelioma  of  the  cheek  without  palpable 
glands,  3  cases,  involving  the  gums,  jaw-bone  and  submaxillary  gland,  9 
cases;  epithelioma  of  the  tonsil,  4  cases)  excepting  those  involving  the 
lower  lip,  were  almost  entirely  inoperable,  and  therefore  every  success 
is  a  distinct  advance  and  every  failure  only  a  loss  of  time,  energy  and 
effort. 

2.  Any  lesion  about  the  mouth  which  does  not  show  a  tendency  to  heal 
within  a  few  weeks  should  be  looked  on  with  suspicion  of  being  malig- 
nant, and  in  case  of  doubt  should  be  destroyed  or  removed. 

3.  Early  lesions  about  the  mouth  can  be  destroyed  by  electrothermic 
■coagulation  with  less  loss  of  tissue,  and  more  success  than  by  any  other 
means. 
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4.  Deep  roentgenotherapy  should  be  added  to  any  other  method  of  de- 
struction or  removal  of  malignant  disease. 

5.  Combined  treatment  by  surgery,  electrothermic  coagulation,  radium 
and  deep  roentgenotherapy  will  cure  some  patients  who  are  otherwise 
hopeless.  Ed. 

461 

Treatment  of  Ulcerative  So.'-e  Throat  and  Stomatitis.  F.  R.vmond,  Progres 
Medical,  Xo.  24,  Dec.  20,  1916. 
The  patient  gargles  first  with  a  one  per  cent  solution  of  cocain.  If 
there  is  slight  hemorrhage  this  can  be  arrested  by  gargling  with  a  solu- 
tion of  hydrogen  peroxide.  The  ulcer  is  then  dried  with  cotton  and 
touched  with  a  weak  solution  of  silver  nitrate.  This  treatment  should  be 
repeated  daily  for  several  days.  Ed. 

499 

Diathermla  in  the  Treatment  of  Trifacial  Neuralgia.  H.  F.  Wolf,  Medi- 
cal Record,  Dec.  30,  1916. 
The  author  advises  trying  diathermla  before  other  methods  are  tried, 
such  as  alcohol  injections  or  ganglion  resection.  He  prefers  to  apply 
the  electrodes  in  such  a  way  that  the  ganglion  is  between  them  (one 
electrode  at  the  back  of  the  neck  and  the  other  over  the  eye  which  should 
be  protected  by  cotton  pad  moistened  with  saline  solution).  The  strength 
of  current  should  be  about  TOO  milliamperes.  The  duration  of  each  treat- 
ment should  be  from  one-half  to  one  hour.  Ed. 

510 

Cholesteatoma  Removed  From  the  Frontal  Sinus.  A.  Haeggstbom,  Oto- 
Laryngologiska  Mcddelanden.  Bd.  2,  H.  2,  Aug.,  1916. 
Patient,  39  years  old,  noticed  that  his  right  eye  was  gradually  becoming 
displaced  accompanied  at  times  by  headache  on  the  affected  side.  Xo 
disturbance  of  vision.  The  trouble  proved  to  be  a  cholesteatoma  of  the 
frontal  sinus  with  enlargement  of  the  walls  of  the  sinus  and  their  de- 
struction on  the  side  of  the  brain  and  orbit.  Successful  removal  of  the 
growth  by  incision  in  the  brow.  Ed. 

512 

intranasal  Surgery  for  Relief  of  Chronic  Frontal  Sinusitis.  Lee  M.  Hukd, 
Jour.  Amer.  Med.  Assn.,  Dec.  16,  1916. 
One  of  the  disadvantages  of  the  present  internal  methods  is  the  uncer- 
tainty of  results  and  the  constriction  of  the  drainage  passage  into  the 
nose  which  nearly  always  occurs  a  few  weeks  after  operation.  With  the 
internal  methods  there  are  more  accidents  than  when  the  sinus  is  opened 
externally.  The  indications  for  intranasal  operations  are  all  cases  of 
chronic  sinusitis  without  complications.  Contrarindications  are  intra- 
cranial and  orbital  disorders  and  fistulas,  all  of  which  should  be  ap- 
proached by  the  external  route.  The  author  describes  his  method  of 
operation.  For  after-treatment  he  applies  bismuth  paste,  douches  with 
aqueous  solutions  and  applications  of  silver  nitrate  and  sodium  chloride. 
He  does  not  favor  douches  with  antiseptic  solutions.  The  bismuth  paste 
has  given  hitn  very  good  results,  reducing  the  discharge  and  swelling. 

Ed. 
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523 

Surgical  Observations  of  Chronic  Frontal  Sinusitis  and  its  Complications. 
D.  A.  Vam)ei:iioof,  Colorado  Medicine,  Nov.,  1916. 
Transillumination  is  of  little  diagnostic  importance  in  frontal  sinusitis. 
The  x-ray  may  not  always  show  a  diseased  sinus  but  it  does  show  the 
shape  and  size  of  the  sinus.  A  radiograph  should  always  be  made  before 
undertaking  a  frontal  sinus  operation.  In  chronic  conditions  of  the 
frontal  sinus  it  is  necessary  to  make  sure  that  all  diseased  ethmoid  cells, 
are  removed  before  doing  any  work  on  the  frontal.  Ei>. 

526 

The  Accurate  Radiography  of  the  Pituitary  Fossa  and  of  the  Sphenoidal 
Sinuses.  H.  Trevelyax  George,  Jour.  Radiol,  and  Electrology,  Dec, 
1916. 

George  describes  a  device  for  making  certain  that  the  median  sagittal 
plane  of  the  head  shall  be  perpendicular  to  the  vertical  line  drawn 
through  the  focal  point  on  the  antikathode.  In  the  ordinary  lateral  view 
of  the  head  great  accuracy  of  focus  is  not  required  but  in  radiography 
of  the  pituitary  fossa  and  of  the  sphenoidal  sinuses  a  true  lateral  view  is 
essential.  George's  method  is  a  modification  of  Finzi's  method  of  placing 
the  head  by  means  of  coins  over  the  external  auditory  meatus.  Instead 
of  using  coins  (the  lower  coin  may  give  a  larger  shadow  than  tha  upper) 
he  uses  a  lead  ring  made  by  describing  two  concentric  circles  on  a  piece 
of  thick  sheet  lead  and  cutting  away  the  superfluous  lead.  The  diam-eter 
of  the  outer  circle  should  be  20  mm.  and  that  of  the  inner  circle  14  mm. 
The  thickness  of  the  lead  should  be  IV-i  mm.  Instead  of  the  upper  coin 
a  circular  lead  disc  7  mm.  in  diameter  is  used. 

Assuming  the  x-ray  tube  to  be  situated  under  the  table,  the  lead  ring 
is  placed  in  the  lower  auricle,  the  compound  disc  in  the  upper  auricle, 
and  both  fixed  in  their  places  if  necessary  by  strapping.  The  head  is 
then  placed  "by  eye"  in  an  approximately  lateral  position  and  screened. 
In  general,  the  two  shadows  will  not  be  concentric.  The  head  is  then 
manipulated  until  the  shadow  of  the  disc  is  seen  to  be  in  the  center  of 
the  transparent  area  bounded  externally  by  the  shadow  of  the  lead  ring. 

We  now  have  a  true  lateral  view  of  the  head,  and  Ave  also  know  that 
the  vertical  ray  from  the  focal  point  of  the  anticathode  passes  through  a 
definite  point  in  each  ear  which  is  very  near  to  the  center  of  the  external 
auditory  meatus. 

The  radiography  of  the  pituitarj^  fossa  is  then  proceeded  with  in  the 
usual  manner  by  moving  the  tube  3  cm.  forwards  and  2^2  cm.  upwards, 
or  if  the  sphenoidal  sinuses  are  to  be  taken,  by  moving  the  tube  3  cm. 
and  1  cm.,  respectively. 

George  states  that  a  great  advantage  of  the  method  is  that  one  can 
always  check  whether  the  manipulations  have  been  carried  out  correctly. 
A  straight  line  joining  the  centers  of  the  ring  and  disc  should  pass 
through  the  center  of  the  pituitasy  fossa.  Ed. 

535 

Technique  of  Sphenoidal  Sinus  Exploration  for  Meningococcal  and  Other 

Infections.     P.  Watsox-Wii.ltams,  Bristol  Med.-Chir.  Jour.,  V.  xxxiv, 

1916. 

The  author  advises  routine  exploration  of  these  sinuses  in  all  cases  in 

which  the  meningococcus  has  been  found  in  the  cerebrospinal  fluid  re- 
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moved  by  lumbar  puncture  and  in  those  in  which  the  organism  has  been 
found  in  the  nasopharynx.  The  sinuses  may  be  explored  by  passing  a 
cannula  through  the  natural  ostium  or  through  the  thin  anterior  wall. 
The  latter  method  is  preferred  by  the  author  because  it  is  hardly  possible 
to  pass  a  cannula  into  the  sinus  without  previously  or  subsequently  con- 
taminating it  while  passing  through  the  narrow  olfactory  fissure  so  that 
the  culture  obtained  may  be  misleading  and  as  the  cannula  fills  the 
ostium  neither  air  nor  fluid  can  enter  or  escape  and  no  contents  can  be 
withdrawn  as  there  is  no  "bung  hole." 

In  gaining  entry  through  the  anterior  wall,  the  author  uses  a  blunt 
trocar  and  cannula,  directing  it  upward  and  backward  so  as  to  aim  about 
one  inch  behind  the  center  of  the  back  of  the  eyeball.  On  reaching  the 
anterior  face  of  the  anterior  sinus  wall,  the  proximal  end  of  the  cannula 
is  raised  and  the  distal  end  pressed  into  the  sinus. 

Having  previously  drawn  about  6  ccm.  of  sterile  water  into  the  suction 
syringe,  the  syringe  nozzle  is  inverted  into  the  cannula  and  about  3  ccm. 
of  water  is  thrown  into  the  sinus  and  at  once  slowly  withdrawn.  The 
purpose  of  the  water  is  to  dilute  thick  pus  or  mucus  which  could  not 
otherwise  be  aspirated.  Eu. 

538 

Carcinoma  of  the  Ethmoid  Treated  with  IVIesothorium.  C.'mxton  C.  Col- 
i.iKi:,  Jour.  (JpJiilKiL.  (Hoi.  and  Laryngoh,  Oct.,  1916. 
Patient  a  woman  .30  years  old.  Operation  followed  by  recurrence.  One 
hundred  mg.  mesothoriuin  applied  for  24  hours.  Two  other  exposures  for 
equal  Jength  of  time.  Due  to  insufficient  filtration  of  the  rays,  reaction 
very  severe.  Ultimate  recovery.  The  author  cautions  against  the  use 
of  mesothorium  and  radium  except  in  expert  hands.  The  filters  should 
be  of  heavy  silver  and  the  mucous  surfaces  should  be  protected  from 
secondary  rays  by  rubber  tissue.  Ed. 

540 

Empyema  of  the  Ethmoid  Ceils.  Gkokgf  F.  Cott,  Jour.  Amer.  Med.  Assn., 
Dec.  16,  1916. 
The  symptoms  of  a  typical  acute  case  are  the  clogging  of  the  nasal 
passages,  pain  intensified  by  jar,  often  felt  above  the  cells  or  on  top  of 
the  head,  with  dizziness  and  vomiting,  prostration  and  delirium.  It  lasts 
until  the  discharge  begins,  when  it  becomes  markedly  lessened  and  inter- 
mittent. In  four  or  five  days,  only  the  discharge  remains,  and  continues 
a  week  or  two  longer.  The  recovery,  however,  is  not  complete,  and  in 
many  cases  the  sinus  remains  sensitive  for  years.  In  chronic  empyema 
the  mucosa  becomes  thickened  by  fibrous  tissue,  and  there  is  a  tendency 
to  the  occlusion  of  the  ostium  swelling  of  the  membrane.  The  most 
troublesome  symptom  is  usually  discharge  with  spitting,  dry  secretion  in 
the  pharynx  and  sometimes  crust  formation  in  the  nose.  The  discharge 
may  last  for  years  or  the  patients  may  never  entirely  recover.  The  after- 
symptoms  cause  the  patient  to  call  on  the  rhinologist.  There  are  head- 
aches over  the  bridge  of  the  nose,  over  the  eyes  or  forehead  or  on  top 
of  the  head  or  at  the  base  of  the  brain,  scotoma,  inability  to  read  but  a 
few  minutes,  complaint  of  hay-fever  all  the  time,  hacking  and  spitting 
during  cold  weather,  inability  to  concentrate  attention,  and  finally  neu- 
rasthenia.    The  pain  descends  toward  the  shoulder  or  follows  the  course 
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of  some  nerve  branch  remote  from  the  seat  of  the  disease.  Other  symp- 
toms like  malaise,  etc.,  may  occur,  and  a  cough  without  raising  anything 
for  several  weeks  recurring  once  or  twice  during  the  year.  In  this  con- 
dition, which  he  calls  latent  ethmoiditis,  the  sensory  nerves  show  their 
irritability,  and  in  many  patients  vitality  is  lowered  and  the  heart  sounds 
are  weak.  Occasionally  puncturing  the  anterior  cells  will  give  relief  of 
pain.  Palliative  treatment  Avith  cocain,  epinephrin  and  sprays  or  washes 
seldom  give  full  relief.  These  cases  seldom  terminate  fatally,  but  suffer- 
ing is  sometimes  almost  unbearable.  Several  cases  are  briefly  reported 
or  referred  to.  Cott  has  never  seen  caries  occur  except  in  syphilis.  He 
has  seen  epilepsy  twice,  and  in  two  cases  asthma  of  recent  origin,  all 
relieved  by  the  ethmoid  operation,  one  epileptic  permanently.  Ed. 

543 

The  Oblique  Method  of  Roentgenography  of  the  Ethmoid  and  Sphenoid 
Cells.  Samuel  Iglauer,  Jour.  Amer.  Med.  Assn.,  Dec.  23,  1916. 
Roentgenography  of  the  accessory  cavities  of  the  nose  by  the  usual 
technique  is  unsatisfactory  especially  of  the  ethmoid  and  sphenoid  cells 
because  of  the  fact  that  these  lie  in  a  row  vertical  to  the  plate  and  over- 
lapping thus  takes  place.  The  oblique  method  of  Rhese  is  the  most 
valuable  for  the  study  of  ethmoid  and  sphenoid  disease.  The  patient 
lies  on  his  side  on  the  table  with  his  face  in  contact  with  the  photo- 
graphic plate  so  that  the  head  is  in  contact  at  three  points,  the  malar 
eminence,  the  outer  edge  of  the  supraorbital  margin  and  the  tip  of  the 
nose.  The  central  rays  go  through  the  upper  edge  of  the  auricle  and  are 
thus  directed  obliquely  through  the  head  but  vertically  on  the  plate. 
However,  for  purposes  of  comparison  a  plate  must  be  made  of  each  side. 
Iglauer  points  out  that  there  are  certain  landmarks  to  guide  one  in  the 
interpretation  of  the  roentgenograms  and  that  the  chief  advantage  of  the 
oblique  method  lies  in  the  ability  to  detect  anterior  or  posterior  ethmoid 
or  sphenoid  disease.  Ed. 

550 

Surgery  of  the  Ethmoid.  G.  E.  Shambaugh,  Jour.  Amer.  Med.  Assn.,  Dec. 
23,  1916. 
Certain  constant  anatomic  points  have  to  be  considered  in  all  cases  of 
its  surgery.  The  first  is  to  keep  in  mind  the  openings  of  the  ethmoid 
cells  into  the  nose.  The  second  important  anatomic  point  is  the  relation 
of  the  ethmoid  to  the  orbit,  and  a  third  which  has  an  important  surgical 
bearing  is  the  relation  between  the  ethmoid  cells  and  the  brain  fossa. 
There  are  also  certain  anatomic  variations  which  may  occur  that  must  be 
remembered  when  working  in  this  region.  One  of  these  is  the  develop- 
ment of  ethmoid  cells  outside  the  usual  limits  of  the  labyrinth  and 
another  variation  is  the  development  of  an  ethmoid  cell  in  the  unciform 
process  which  is  not  quite  as  frequent,  though  in  both  cases  the  cell 
formed  may  be  large.  Operations  on  the  concha  media  are  undertaken 
for  different  conditions,  some  having  to  do  with  pathologic  conditions 
outside  the  ethmoid,  such  as  disease  in  the  frontal  and  maxillary  sinuses. 
Resection  of  the  concha  media,  laying  open  the  middle  meatus,  is  often 
the  simplest  way  to  relieve  obstruction  causing  retention  in  the  resection 
of  that  part  of  the  nasal  wall  of  the  maxillary  sinus  lying  in  the  middle 
meatus,  and  in  securing  adequate  drainage  for  acute  or  chronic  empyema 
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of  the  frontal  sinus.  The  conditions  in  the  ethmoid  itself  mentioned  as 
calling  for  the  resection  of  the  concha  media  include  cases  in  which  the 
middle  turbinate  is  wedged  so  tightly  between  the  septum  and  the  outer 
wail  of  the  nose  that  it  impairs  the  normal  ventilation  of  the  anterior 
ethmoid  cells,  and  it  is  also  undertaken  to  relieve  obstruction  due  to  a 
bullous  enlargement  of  the  concha  media  itself.  Where  the  resection  of 
the  concha  media  is  indicated  the  operation  is  sometimes  more  difficult 
to  carry  out,  and  Shambaugh  describes  an  operation  which  he  has  used 
of  late  years  and  which  was  devised  by  Andrews.  He  has  found  it  feasi- 
ble to  remove  the  middle  turbinate  in  the  most  difficult  cases.  The 
exenteration  of  a  part  of  the  ethmoid  labyrinth  is  undertaken  chiefly  in 
the  effort  to  secure  better  drainage  for  the  frontal  sinus  infections,  while 
a  complete  exenteration  is  done  chiefly  for  the  relief  of  two  pathologic 
conditions;  one  the  diffuse  hyperthrophic  ethmoiditis  and  the  other  the 
chronic  purulent  ethmoiditis.     It  is  described  in  detail.  Ed. 

554 

Maxillary  Sinusitis  in  the  European  War.  Dn.  Georges  Caxuyt,  Revue 
dc  Laryngologie,  D'Otologie  et  de  lihinologie,  Jan.  31,  1916. 

The  radiograph  shows  clearly  the  position  of  the  projectile,  therefore, 
whenever  possible,  it  should  be  used,  as  it  enables  us  to  see  the  projectile 
from  different  angles  and  locate  its  position  exactly. 

The  author  has  had  excellent  results  with  a  special  method  of  pro- 
ducing anesthesia  in  this  region.  He  prefers  novocaine  (1  to  200)  to 
which  adrenalin  solution  has  been  added.  Anesthesia  is  obtained  by 
injecting  the  trunk  of  the  superior  maxillary  by  way  of  the  orbit.  The 
point  of  etnrance  lies  at  the  intersection  of  a  line  drawn  from  the  su- 
perior border  of  the  zygomatic  arch  and  a  line  along  the  orbit  or  at  the 
external  angle  of  the  orbit.  The  needle  follows  the  floor  of  the  orbit, 
pointing  downwards  and  backwards  towards  the  orbital  fissure  until  the 
sudden  loss  of  resistance  is  felt.  The  needle  is  held  horizontally,  the 
head  being  erect  so  as  to  avoid  entering  the  subtemporal  fossa  through 
the  inferior  fissure. 

The  nerve  is  reached  after  the  needle  has  penetrated  a  distance  of  five 
centimeters.  A  successful  injection  is  followed  by  complete  anesthesia 
of  the  areas  suplied  by  the  superior  maxillary  nerve.  The  corresponding 
part  of  the  face  also  becomes  blanched  from  the  action  of  the  adrenalin. 
The  injection  is  sometimes  followed  by  haematoma  of  the  orbit,  which, 
however,  is  soon  absorbed. 

Theoretically  this  method  of  anesthesia  through  the  orbital  route 
should  be  sufficient,  but  as  an  additional  precaution,  the  author  injects 
five  cubic  centimeters  at  the  exit  of  the  infra-orbital  nerve  and  five  cubic 
centimeters  into  the  canine  fossa  and  finally  anesthetizing  the  nostril 
with  a  ten  per  cent  cocain  adrenalin  solution.  W.   Scheppegbell. 

563 

Relation  of  the  Teeth  to  the  Maxillary  Sinus.  Robert  H.  Ivy,  Jour. 
Ophthal.,  Otol.  and  LaryngoL,  .Jan.,  1916. 
Conclusions:  1.  The  possibility  of  infection  from  a  dental  source 
should  never  be  ignored  in  a  case  of  maxillary  sinus  disease.  2.  The 
tooth  roots  in  direct  relation  with  the  floor  of  the  antrum  of  Highmore 
may  be  affected  with  apical  disease  in  the  absence  of  all  ordinary  symp- 
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toms  and  signs,  the  disease  being  only  demonstrable  by  the  x-ray.  3. 
The  antrum  is  more  frequently  opened  during  the  extraction  of  certain 
teeth  than  is  generally  supposed,  there  being  a  local  absorption  of  the 
floor  by  the  dental  disease.  4.  Considerable  difficulty  is  sometimes  ex- 
perienced in  differentiating  the  x-ray  shadow  of  the  maxillary  sinus  from 
the  outlines  of  pathological  cavities  such  as  cysts  and  abscesses.         Ed. 

572 

Surgical  Treatment  of  Chronic  Maxillary  Sinusitis.  W.  E.  Salkr,  Jour. 
Avier.  Med.  Assn.,  Dec.  30,  1916. 
The  necessary  requirements  of  a  good  operative  procedure  are  a  large 
opening  or  openings  of  sufficient  size  to  permit  thorough  inspection  and 
good  drainage  with  the  least  disturbance  of  nasal  function.  This,  he 
believes,  can  be  accomplished  by  a  modified  Canfield,  such  as  the  Skillern 
method,  or  a  Denker  operation  in  which  the  inferior  turbinate  is  left 
intact.  The  most  important  consideration  in  judging  as  to  the  necessity 
of  a  radical  operation  is  that  of  the  primary  or  secondary  character  of 
the  maxillary  sinus  involvement.  The  claim  of  Jansen  that  if  one  sinus 
is  infected  all  are  is  not  tenable.  When,  however,  the  antrum  is  a  reser- 
voir of  frontal  or  ethmoid  suppuration  to  which  it  is  secondary,  and  the 
trouble  is  not  of  too  lond  standing,  it  is  frequently  necessary  to  cure 
only  the  primary  trouble  and  then,  at  most,  to  treat  the  maxillary  by 
lavage.  Failure  of  the  radical  maxillary  operation  is  frequently  due  to 
oversight  of  such  lesions  as  decayed  teeth  or  necrotic  bone,  as  well  as 
to  pathologic  conditions  in  the  nose,  etc.  The  value  of  the  Roentgen  ray 
in  detecting  these  conditions  cannot  be  overestimated.  Systemic  infec- 
tions, like  syphilis  and  tuberculosis  also,  here  as  elsewhere,  must  not  be 
overlooked.  Ed. 

5S8 

Roentgenography  in  the  Diagnosis  of  Suppuration  in  the  Accessory  Nasal 

Sinuses.    R.  Gordtng,  Xordisk  Tidskrift  f.  Oto-Khino-Lari/ngoJ..  Bd  1, 

H.  1,  1916. 

Roentgenography    is   of   greatest   importance    in    frontal    sinusitis   and 

in   the   discovery   of   involvement   of   more   than   one   sinus.     It    is    also 

valuable  in  demonstrating  the  presence  or  absence  of  asymmetry  in  the 

sinuses.     The  sphenoid  sinus  is  the  only  one  that  is  not  shown  up  by 

sagittal  Roentgenography  and  even  the  radiogram  taken  from  the  side 

is  not  reliable  because  of  the  fact  that  the  shadows  of  the  two  cavities 

are  superimposed  one  on  the  other.    When  septa  are  present  and  the  front 

wall  is  thick  the  picture  may  give  a  dark  shadow  even  though  the  sinus 

is  not  diseased.     The  paper  is  illustrated  with  21  photographs  of  healthy 

and  diseased  sinuses.  Ed. 

590 

Sinusitis  from  War  Wounds.  GriSEz  and  Oudot,  Presse  Medicale,  March 
23,  1916. 
The  report  deals  with  48  cases  of  accessory  sinus  inflammation,  all 
resulting  from  wounds  sustained  in  the  war.  Of  these  cases  the  distri- 
bution was  as  follows:  Maxillary  sinus,  38  cases;  frontal  and  ethmoidal 
sinuses,  8  cases;  ethmoidal  sinuses  alone,  5  cases.  From  the  authors' 
experiences  it  would  seem  that  the  presence  of  a  missile  in  the  sinus 
^maxillary)   had  no  direct  influence  on  the  development  of  sinusitis.     In 
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many  instances  of  maxillary  sinusitis  the  bullet  or  fragment  of  shell 
had  entered  through  the  mouth  and  submaxillary  region.  Sometimes  a 
severe  local  contusion  or  superficial  wound  was  sufficient  to  set  up  a 
sinusitis,  even  without  the  penetration  of  the  bullet  into  the  antrum. 
In  some  cases  the  amount  of  bone  destruction  and  laceration  of  tissue 
and  vessels  was  extensive,  necessitating  the  ligation  of  the  carotid  or 
packing  of  venous  sinuses.  Treatment  consisted  of  removal  of  the  for- 
eign body  and  in  maxillary  sinusitis  the  Luc  operation  was  performed, 
the  canine  opening  into  the  antrum  being  left  partly  open  to  permit  of 
observation  and  treatment  with  silute  tincture  of  iodine.  Ed. 

604 

A  Case  of  Pansinusitis  Complicated  with  Acute  Suppurative  Appendicitis 
and  Acute  Mastoiditis.      Jos.    E.    Sheehax,   Medical   Record.    Oct.    7, 
1916. 
This  unusual  case  occurred  in  a  young  woman  26  years  of  age.     She 
complained  of  a  chronic  nasal  discharge  for  more  than  two  years,  with 
the  usual  head  symptoms  and  a  loss  of  eighteen  pounds  in  weight  in  a 
year.     All  tests  as  to  specific  and  tubercular  disease  were  negative.    After 
operation  upon  the  nasal  and  frontal   sinuses   the  appendix  became   in- 
fected,  and   ten   days   later   the   mastoid   showed    symptoms   of   invasion. 
Both  regions  were  treated  surgically,  and  the  mastoid  cavity  revealed  a 
perisinus  abscess.     A    combined   vaccine  assisted  in  the  recovery  of  the 
patient.  M.  D.  Ledebmax. 

609 

Malignant  Disease  of  the  Nose  and  Accessory  Sinuses.  Sir.  St.  Clair 
Thomson,  Lancet.  May  13,  1916. 

Two  cases  are  reported,  one  of  endothelioma  of  the  ethmoid  and  antrum 
(no  recurrence  after  five  and  one-half  years),  the  other,  epithelioma  of 
left  maxillary  and  antrum.  The  subjective  symptoms  were  slight  and 
recent;  grumbling  pain  in  the  cheek  for  two  months.  In  the  Moure 
operation  two  facial  incisions  were  made  instead  of  the  single  one  now 
recommended.  Alarming  symptoms,  suspicion  of  serous  meningitis,  fol- 
lowed the  operation,  but  subsided  in  a  few  days.  The  growth  was  a 
squamous-cell  carcinoma  and  although  it  had  broken  through  the  canine 
fossa  and  the  antro-nasal  wall,  there  has  been  no  recurrence  after  four 
years.  The  absence  of  disfigurement  and  the  comfort  of  the  patient, 
especially  when  compared  with  the  operations  formerly  employed  in 
general  surgery,  are  remarkable.  There  is  no  trouble  in  the  way  of 
atrophic  rhinitis,  in  spite  of  turbinal  removal,  and  there  is  no  epiphora. 

The  author  makes  a  plea  for  the  performance  of  the  Moure  operation 
or  lateral  rhinotomy  for  malignant  tumors  originating  in  the  antronasal 
wall,  the  roof  of  the  nose,  in  the  antrum,  or  in  the  sphenoid.  The  advan- 
tages claimed  for  this  procedure  are: 

1.  In  all  cases  there  is  no  mutilation  or  disfigurement.  2.  Patients 
will  readily  consent  to  the  operation.  3.  They  are  left  with  an  intact 
roof  of  the  mouth  and  no  troublesome  obturator  is  required  as  in  the  old 
operation  of  excision  of  the  upper  jaw.  4.  It  is  much  easier  after  a 
Mouer  operation  to  keep  a  direct  lookout  in  the  nose  and  its  accessory 
cavities     for    any     suspicion    of    recurrence.     5.  Recurrences     are    more 
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easily  dealt  with,  either  through  the  nasal  orifice,  or  by  repeating  the 
lateral  rhinotomy,  and  patients  are  less  likely  to  object  to  this  than  to 
a  further  facial  disfigurement.  6.  It  can  be  extended  to  meet  the  varia- 
ble conditions  met  with,  or  may  be  combined  with  other  operative  steps; 
for  instance,  if  it  is  found  that  the  disease  has  deeply  invaded  the  orbit 
this  cavity  can  be  cleared  out  through  the  same  incision,  preserving  the 
lower  eyelid,  sacrificing  the  eye  if  necessary.  The  nasal  septum  can  be 
removed  if  the  growth  has  attacked  it.  The  antrum  might  be  further 
dealt  with  by  an  incision  through  the  canine  fossa,  but  the  access  to 
the  antrum  obtained  by  a  Moure  operation  cannot  be  improved  upon. 
This  may  also  be  combined  with  the  Denker  operation.  If  the  floor  of 
the  nose  is  found  to  be  invaded  the  addition  of  a  Rouge  operation  can 
be  made.  7.  Externally  the  car  within  a  few  months  is  so  slight  as  to 
be  almost  invisible.  8.  Haemorrhage  can  be  well  controlled.  9.  The  front 
wall  of  the  sphenoid  is  brought  so  well  into  the  field  that  it  is  hardly 
one  inch  from  the  surface.  Ed. 

621 

Unusual  Case  of  Speech  Inhibition.  S.  Bla.nton,  Jour.  Abnormal  Psychol- 
ogy, Dec,  1916. 
The  case  reported  was  one  of  psychoneurosis  due  to  mental  conflict. 
It  was  an  accentuation  of  fear  and  timidity.  The  boy's  vocal  cords  and 
hearing  were  normal.  At  home  he  talked  in  a  good  loud  tone  when  he 
was  playing  with  his  brothers.  However,  when  on  the  playground  with 
other  children,  he  would  not  speak,  even  when  playing  games.  At  home, 
he  speaks  much  less  than  do  his  brothers.  He  seems  to  try  to  avoid 
speaking.  For  example,  if  he  desires  something  at  the  table,  instead 
of  asking  for  it,  he  gets  it  himself.  However,  he  sometimes  sings  after 
he  has  gone  to  bed,  and  then  his  voice  is  fulL-toned  and  pleasant.  He 
appeared  to  be  suffering  from  mental  conflict  resulting  in  an  inhibition 
of  his  speech.  Blanton  points  out  that  this  case  shows  that  parents  and 
teachers  should  not  neglect  to  take  notice  of  cases  of  excessive  timidity 
in  children  that  prevents  them  from  speaking  when  in  school  or  with 
strangers.  This  excessive  fear  is  due  to  infantile  conflicts  and  repres- 
sions and  lack  of  adjustment,  and  unless  these  conditions  are  removed, 
a  serious  neurosis  may  develop. 

630 

The  Etiology  of  Stuttering.  John  M.  Flp:tchkr,  Jour.  Amer.  Med.  Assn., 
April  S,  1916. 
The  author  separates  stuttering  from  stammering  and  other  speech 
defects  on  the  ground  of  its  intermittent  character,  its  non-association 
with  organic  lesions  and  its  dependence  on  certain  states  of  mind,  emo- 
tions, feelings,  etc.  The  symptoms  may  be  classed  under  three  heads: 
physiologic,  psychophysical  and  mental.  Under  physiologic  we  find,  first, 
disturbances  of  breathing,  the  stutterer  withholding  inhalation  beyond 
the  point  of  the  inception  of  speech,  often  attempting  to  speak  with 
empty  lungs.  In  other  cases  the  natural  rhythm  of  breathing  is  dis- 
rupted (as  shown  by  ragged,  irregular  waves  instead  of  regular  waves 
on  the  pneimiograph ) ,  so  that  the  speech  becomes  spasmodic.  Physiologic 
and  psychophysical  symptoms  lack  the  definiteness  of  correlation  needed 
to  give  them  pathognomonic  value.     Among  the  mental  causes  are  fear. 
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anxiety,  distrust,  etc.,  but  in  addition,  also,  ttiere  are  "attitudes"  affecting 
the  stutterer's  ability  to  speak,  particularly  attitude  towards  others.  The 
conclusions  reached  are  (1)  that  stuttering  is  a  mental  defect  and  (2) 
that  the  treatment  should  be  primarily  educational.  Ed. 

639 

Agitophasia  Associafed  with  Agitographia.  J.  S.  Greene,  Medical  Rec- 
ord, Oct.  28,  1916. 
In  agitophasia  the  mental  action  is  so  rapid  and  the  desire  to  speak 
is  so  excessive  that  the  speech  organs  cannot  keep  pace,  there  being  a 
disproportion  or  a  form  of  ataxia  showing  an  incoordination  between 
the  desire  to  talk  and  the  motor  skill.  The  normal  time  correlation  be- 
tween speech  and  thought  is  lost.  Attention  to  what  is  heard  is  so 
superficial  that  on  repetition  many  words  are  distorted,  swallowed  and 
mutilated.  Pathologically  Broca's  area  is  involved  so  that  motor  vocal 
memories  are  distorted.  The  agitographia  is  explained  by  the  fact  that 
the  graphic  motor  word  memories,  being  acquired  last,  are  the  least 
deeply  imprinted  and  most  easily  disarranged.  There  is  also  lingual 
ataxia  due  to  a  defect  in  the  "ideogenic  center."  The  fundamental  basis 
of  all  treatment  in  cases  of  agitophasia  with  or  withoui  agitographia  is 
the  inculcation  of  a  sense  of  rhythmical  slowness,  both  in  speech  and  in 
writing  which  is  best  accomplished  by  suitable  pedagogic  exercises.    Ed. 

652 

Hysterical  Mutism.  G.  Hrosox  Maktex.  New  York  Med.  Jour..  'Slay  27. 
1916. 

The  mutism  occurs  generally  in  conjunction  with  other  hysterical 
phenomena,  although  it  may  be  the  only  hysterical  symptom.  Hysterical 
mutism  may  occur  in  conjunction  with  organic  diseases  which  themselves 
simulate  hysteria.  Hysterical  mutism  differs  from  hysterical  aphonia  in 
that  the  mutism  shows  a  more  extended  disability  of  the  speech  mechan- 
ism and  it  differs  from  motor  aphasia  in  that  the  mutism  is  absolute. 

Dr.  Makuen  states  that  he  has  seen  only  two  well  defined  cases  of  this 
condition,  one  reported  by  him  in  1906  and  the  second  the  subject  of 
the  present  report.  This  case  is  discussed  in  detail  not  only  from  the 
laryngological  point  of  view  but  also  from  the  neurological.  Attempts 
to  "scare  back"  (there  had  been  a  severe  fright  from  a  threatened  rail- 
road accident)  her  voice  were  unsuccessful  and  very  little  progress  was 
made  with  attempts  to  develop  whispered  speech.  Finally,  some  friends 
of  the  patient  took  her  to  a  religious  camp  meeting  where  she  was  in- 
duced to  "pray  back"  her  voice  and  she  was  urged  to  pray  long  and  loud. 
The  enthusiasm  and  excitement  were  intense  and  this  seemed  to  be 
necessary  to  bring  about  a  mobilization  or  aggregation  of  her  psychical 
forces  and  to  enable  her  to  speak  with  a  laryngeal  sound  after  many 
months  of  complete  aphonia.  Ed. 

638 

A    Note    on    Treatment    of    'Functional    Aphonia"    in    Soldiers    from    the 

Front.     W.    MiLLrcAN,   Proc.   Royal   Soc.    :\Ied.,   Laryngol.    Sec,   April. 

1916. 

The  author  has  had  a  number  of  very  troublesome  cases  of  aphonia 

among  soldiers;  the  worst  type  has  been  when  the  soldier  has  been  tem- 
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porarily  buried  as  the  result  of  a  shell  explosion  and  has  been  rescued 
very  much  "shocked."  Drugs,  putting  a  brush  in  the  larynx,  using  elec- 
trodes, etc.,  have  been  of  no  avail  in  restoring  the  voice.  The  patient 
is  then  etherized  and  when  he  has  partially  come  out  of  the  anesthetic 
a  laryngeal  spatula  is  introduced  into  his  larynx  and  moved  about.  As 
a  rule  the  patient  begins  to  shout  and  he  is  encouraged  to  do  so  until 
he  is  quite  aware  that  he  is  shouting.  Ed. 

659 

General  Narcosis  as  a  Measure  for  the  Cure  of  Hysterical  Mutism,  Apho- 
nia   and    Deafness.      M.    Mokiomk),    Arch.    ital.    di    Otol.,    Rinol.    e 
Laringol.,  Nov.,  1916. 
This  method  has  proved  of  immense  value  in  mahy  cases  of  mutism, 
aphonia  and  deafness  of  psychoneurotic  origin  resulting  from  shell  shock. 
The  patient  is  anesthetized  with  ether  and  in  many  cases  has  been  able 
to  use  his  voice  or  hear  after  months  of  ineffective  other  treatment.    Ed. 

661 

Loss  of  Speech  Caused  by  Nervous  Shock.  Giuseppe  Paxseka,  Policlinico, 
Dec.  10,  1916. 
The  patient  was  a  soldier  who  in  August,  1916,  became  mute  after  the 
explosion  of  a  grenade  close  to  him.  Various  measures  were  tried  with- 
out success.  Finally — his  hearing  was  normal  but  he  was  completely 
speechless — he  was  placed  under  an  anesthetic  and  he  recovered  his 
speech.  At  first  it  was  monosyllabic  but  after  a  course  of  vocal  exercises 
it  became  normal.  In  answering  questions  he  stammered  a  little,  a 
defect  which  he  had  not  had  before.  Ed. 

663 

Mutism    and    Deafness    Due   to    Emotional    Shock   Cured    by    Etherization. 

D.  F.  Pen  HALLO V,',  Boston  Med.  and  Surg.  Jour..  Jan.  27,  1916. 

The  author's  experiences  agree  with  those  of  others  at  the  front  as  to 

the  value  of  general  narcosis  in  cases  of  hysterical  mutism  and  deafness 

resulting  from  shock  due  to  shell  explosion  or   emotional   disturbances. 

Ed. 

668 

Deaf-Mutism  from  Shell  Explosion  Causing  Injury  to  the  Medulla  Oblon- 
gata. A.  vox  Sarbo,  Mcdizinische  Klinik,  Sept.  17,  1916. 
In  some  of  the  cases  of  shell  shock  there  is  actual  damage  especially 
to  the  centers  of  the  eighth,  ninth,  tenth  and  twelfth  nerves,  causing 
deafness  and  loss  of  the  power  of  speech  as  a  result  of  the  driving  in 
of  the  medulla  into  the  foramen  magnum  and  the  cerebrospinal  fluid  into 
the  fourth  ventricle.  In  ofher  cases  the  shock  may  produce  fracture  of 
the  base  of  the  skull  with  injury  to  the  nerve  centers  in  the  medulla. 
The  prognosis  is,  in  a  large  proportion  of  cases,  good.  Ed. 

686 

Window  Resection  of  the  Larynx  for  the  Removal  of  Intrinsic  Malignant 

Diseases.  F.  Adams.  Xorthwest  Medicine,  Oct.,  1916. 

The  author  reports  a  case  of  carcinoma  of  the  left  vocal  cord  for  the 

removal  of  which  a  window  resection  was  performed  and  after  giving  a 

description  of  the  operative  technique  he  states  that  the  great  advantages 
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of  this  method  result  from  the  easy  access  it  provides.  Instead  of  oper- 
ating through  a  narrow  slit,  one  has  ample  room,  can  see  the  limits  of 
the  growth  and  take  away  exactly  as  much  tissue  as  one  wishes.  The 
operation  can  be  caried  out  rapidly.  It  would  not  be  too  much  to  claim 
that,  from  the  time  of  the  tracheotomy  being  completed,  the  subsequent 
steps  of  the  operation  do  not  occupy  half  the  usual  time  required  for 
thyrotomy.  All  bleeding  points  may  be  controlled  with  pressure  forceps 
in  the  usual  way.  Ed. 

692 

Operative    Treatment    of    Supralaryngeal    Stenosis    by    External    Pharyn- 

gotomy  and  Consecutive   Plastics.  G.  Axiiausex,  Arch,  fiicr  klin.  Chir., 

p.  533,  1916. 

Axhausen  gives  the  details  of  two  highly  developed  cases  of  pharyngeal 

stenosis  in  which  he  performed  an  external  pharyngotomy  followed  by 

a  plastic  operation  a  month  later.    He  believes  that  in  severe  stenosis 

there  is  a  great  advantage  in  the  radical  operation  practiced  by  him  and 

that   the   stenosis   can   be   thus   overcome    with    certainty    together    with 

laryngeal  displacement,  if  present,  to  improve  respiration.  Ed. 

693 

Laryngeal  Abscess.    Miltox   T.   Balli.v,   New   York  Med.  Jour.,   Oct.   21, 
1916. 

Laryngeal  abscess  is  one  of  the  unusual  affections  of  the  throat,  and 
that  it  is  not  more  frequent  is  surprising  when  the  number  of  people 
suffering  from  inflammatory  processes  of  the  throat  is  considered.  It 
may  arise  as  a  primary  condition,  or  secondary  to  some  other  infection. 
It  is  an  infection  of  adult  life  and  never  met  with  in  children  as  a  pri- 
mary condition.  It  is  surprising  that  abscess  of  the  larynx  is  so  infre- 
quent, probably  due  to  its  anatomical  site. 

It  may  arise  primarily  as  overexertion,  rheumatism,  catarrhal  condi- 
tions, etc.  Secondarily  it  is  seen  in  pyemia,  peritonsillar  abscess,  erysip- 
elas. It  may  be  extra  or  intralaryngeal.  Most  cases  are  unilateral.  It 
may  extend  into  deep  tissues  of  the  throat.  Most  abscesses  are  extra- 
laryngeal.  Its  course  is  rapid,  usually  reaching  its  termination  in  ten 
days. 

Symptoms  are  at  first  simply  a  burning  sensation  in  the  throat.  Then 
the  symptoms  of  pressure,  with  enlargement  of  the  cervical  glands  and 
temperature  elevation.  Voice  becomes  thick,  and  mucus  secretion  is 
blood  tinged. 

Diagnosis  is  made  by  the  symptoms  and  laryngeal  examination,  by 
laryngoscope  or  mirror.  The  treatment  is  conservative.  Relief  of  pain 
by  sprays  and  inhalations  and  cold  compresses.  Sooner  or  later  it  is 
necessary  to  open  the  abscess  under  cocaine  anesthesia.  If  the  pressure 
symptoms  increase  it  may  be  necessary  to  do  a  tracheotomy. 

FRAJfCis  R.  Packard. 

710 

Right  Laryngohemiplegia  Following  a  Goiter  Operation.     L.  G.  Davidsox, 

Med.  .Jam-,  of  Australia,  .June  3,  1916. 
The  loss  of  voice  occurred  immediately  after  the  operation.     As  soon 
as  patient  attempted  to  drink  any  liquid  a  violent  laryngeal  spasm  was  set 
up.     These  attacks  occurred  two  or  three  times  daily  for  a  considerable 
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time.  The  voice  was  reduced  to  a  whisper  at  first  and  afterwards  be- 
came husky,  feeble  and  unmuical.  At  times  it  was  also  bitonal.  Exami- 
nation revealed  complete  right  laryngohemiplegia.  The  right  arytenoid 
was  motionless;  the  right  cord,  crescentic  in  shape,  was  motionless. 
After  twelve  months  the  voice  began  to  improve.  The  choking  attacks 
lessened  in  frequency.  The  patient  regained  a  very  fair  use  of  her  voice 
for  ordinary  purposes.  Ed. 

711 

Fractures  of  the  Larynx.  C.  Escalada,  La  Prensa  Med.  de  Argent,  V.  2, 
p.  431,  1916. 
The  author  made  six  series  of  experiments  on  the  cadaver,  using  an- 
teroposterior pressure  upon  the  thyroid  and  cricoid.  He  then  repeated 
the  experiments  using  transverse  pressure.  In  general  he  found  that  a 
pressure  of  55  to  80  kilograms  was  necessary  to  fracture  the  larynx,  but 
that  the  force  varied  with  the  age  of  the  subject  and  the  degree  of  ossi- 
fication. Ed. 

714 

Clinical  Pathology  of  Tuberculous  Laryngitis.  JULrus  Dwobetzky,  Annals 
Otoh,  Rhinol.  and  Laryngoh,  Dec,  1916. 

A  study  of  one  hundred  cases  of  laryngeal  tuberculosis  showed  the 
following  incidents:  Sex,  males  64,  females  36;  age,  between  15-20,  14; 
between.  21-30,  53;  between  31-40,  21;  between  41-50,  12;  sputum,  positive 
100;  pulmonary  stage,  incipient  12,  moderately  advanced  59,  far  ad- 
vanced 29;  laryngeal  stage,  first  stage  60,  second  stage  33,  third  stage  7; 
clinical  types,  acute  9,  subacute  52,  chronic  39;  epiglottis,  negative  16, 
congested  42,  anemic  14  (clinically  non-tuberculous  72),  slight  infiltration 
20,  marked  infiltration  3,  infiltration  with  erosion  5  (tuberculous  28); 
interarytenoid  space,  negative  5,  congestion  4  (clinically  non-tuberculous 
9),  slight  infiltration  41,  marked  infiltration  25,  infiltration  with  erosion 
18,  papillomatous  growths  6,  tuberculoma  1  (tuberculous  91) ;  aryepiglot- 
tic  folds,  non-tuberculous  80,  tuberculous  20;  arytenoid  cartilages,  clin- 
ically non-tuberculous  44,  tuberculous  56;  bilateral  involvement  43,  un- 
ilateral involvement  13;  ventricular  bands,  clinically  non-tuberculous  73, 
tuberculous  27;  bilateral  involvement  15,  unilateral  involvement  12; 
vocal  cords,  clinically  non-tuberculous  58,  tuberculous  42;  bilateral  in- 
volvement 30,  unilateral  involvement  12;  vocal  process,  clinically  non- 
tuberculous  40,  tuberculous  60;  bilateral  involvement  44,  unilateral  in- 
volvement 16. 

The  author's  classification  of  tuberculous  laryngitis:  Stage  of  infiltra- 
tion, positive  sputum  (negative  in  exceptional  cases),  recurrent  or  per- 
sistent hoarseness,  dysphagia  present  or  absent,  sign  of  infiltration  of 
any  or  all  parts  of  the  larynx,  especially  interarytenoid  space,  vocal  cords, 
aryepiglottic  folds,  ventricular  bands,  arytenoid  cartilages  or  epiglottis. 
Stage  of  edema  with  superficial  erosion,  positive  sputum,  persistent 
hoarseness,  dysphagia  present  or  absent,  dysphonia  present  or  absent, 
signs  of  tumefaction  of  the  larynx  with  superficial  erosion.  Advanced 
stage,  positive  sputum,  marked  hoarseness  or  aphonia,  dysphagia  present 
^T  absent,  dyspbonia  present  or  absent,  marked  tumefaction  and  ulcera- 
tion of  any  or  all  parts  of  the  larynx,  perichondritis  sometimes  present. 

Ee. 


LARYNX.     BRONCHI.     TRACHEA.    ESOPHAGUS.  341 

743 

Aphonia  with   Mitral  Stenosis.     L.  R.  Lanza,  Gaz.  degli  Ospedali  e  delle 
Cliuiche.  Jan.  16,  1916. 
Three   cases.     The   first,   pressure   on   the   left  recurrent   nerve  by   the 
enlarged  heart;  the  second,  paresis  limited  to  abduction  of  the  left  vocal 
cord;  the  third,  edema  of  the  vocal  cords.  Ed. 

746 

Tuberculous  Laryngitis  and  War  Aphonia.  G.  LiEBArLT,  Rev.  de  Laryn- 
gol.,  d'  Otol.  et  de  Rhinol.,  No.  20,  Oct.  31,  1916. 
Among  the  men  who  have  lost  their  voice  in  the  war  some  attribute  their 
aphonia  to  commotion  or  nervous  traumatism  caused  by  shell  explosion. 
In  most  cases,  however,  the  aphonia  comes  on  gradually  without  shock. 
Some  come  to  the  services  of  voice  re-education  with  a  diagnosis  of  more 
or  less  obstinate  nervous  aphonia;  others  come  with  a  diagnosis  of  defi- 
nite or  suspicious  tuberculous  laryngitis.  Liebault  saw  ten  cases  where 
in  addition  to  evident  tuberculous  lesions  there  were  lesions  of  overstrain 
of  the  voice  or  chronic  laryngitis.  Appropriate  treatment  with  a  course 
of  phonetic  re-education  effected  a  cure.  All  of  these  soldiers  traced 
their  condition  to  their  stay  in  the  trenches  where  they  suffered  from 
fatigue,  cold  and  wet,  and  would  begin  with  a  cold  developing  into  bron- 
chitis with  hoarseness  and  finally  loss  of  voice.  In  some  cases  tubercu- 
losis is  suspected  but  very  often  no  bacilli  are  found,  and  the  man  is 
sent  to  be  treated  for  laryngitis.  In  some  the  mirror  shows  at  first  sight 
a  normal  state  of  things;  it  is  only  when  an  effort  is  made  to  produce 
the  voice  that  it  is  seen  that  the  vocal  cords  do  not  approximate;  there 
is  paresis  of  the  constrictors,  which  may  be  affected  all  together  or 
separately.  Such  a  case  is  one  of  pure  nervous  aphonia,  curable  by 
ordinary"  care  and  re-education.  There  are  other  cases,  more  ill-defined 
in  character,  which  may  give  rise  to  the  suspicion  of  incipient  tubercu- 
losis. Examination  is  diflBcult  owing  to  an  irritable  condition  of  the 
mucous  membrane;  the  upper  orifice  of  the  larynx  is  sometimes  swollen 
and  at  first  sight  the  interarytaenoid  region  looks  thickened  and  velvety; 
the  ventricular  bands  are  also  tumefied.  In  spite  of  these  appearances, 
many  elements  warranting  the  diagnosis  of  bacillary  laryngitis  are  lack- 
ing. There  is  no  pallor  of  the  velum,  sometimes,  on  the  contrary,  there 
is  increased  redness;  no  hyperaesthesia,  but  only  pharyngeal  irritation. 
Careful  analyis  of  the  objective  intralaryngeal  conditions  is  important. 
The  swelling  of  the  ventricular  bands  is  a  thickening  rather  than  an 
infiltration.  The  thickening  of  the  interarj^taenoid  mucous  membrane, 
which  used  wrongly  to  be  regarded  as  a  premonitory  symptom  of  laryn- 
geal tuberculosis,  is  in  the  cases  under  consideration  a  hypertrophic 
rather  than  an  oedematous  condition.  Moreover,  the  mucous  membrane 
covering  the  arytaenoid  cartilages  looks  healthy,  and  the  cartilages  them- 
selves move  freely;  the  aryepiglottic  folds  do  not  show  the  puflBness 
characteristic  of  bacillary  laryngitis.  If  the  doctor  tries  to  make  the 
patient  produce  a  sound  the  whole  laryngeal  vestibule  is  seen  to  close 
up,  so  that  the  vocal  cords  are  hidden;  if  seen,  they  are  often  white, 
sometimes  a  little  rough  and  reddened,  but  they  never  present  the 
erosions  like  finger-nail  scratches  or  the  carmine  redness  which  is  so 
suspicious    in   a   patient   suffering  from   fatigue.     Lastly,   they   work    im- 
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718 

Roentgen  Treatment  of  Benign  Growths  of  the  Larynx.  ,J.  W.  Fhank, 
Jour.  Ophihal.,  Otol.  and  Larymjol.,  Nov.,  1916. 
The  author  states  that  the  Roentgen  treatment  of  benign  growths  of 
the  larynx  has  been  quite  successful  and  he  summarizes  the  following 
technique:  High  penetration  equal  to  about  a  nine-inch  spark  gap; 
filter  of  three  or  four  millimeters  ■  of  aluminum;  cross  fire  application 
and  an  exposure  sufficient  to  turn  a  Sabourand  pastille  to  five  or  six 
points  on  the  Hampton  radiometer  scale.  Treatment  should  be  re- 
peated once  in  three  weeks  until  a  cure  is  accomplished,  usually  requiring 
from  three  to  five  series  of  treatments.  Ed. 

726 

Some  Suggestive  Indices  to  Dysphonia.  J.  A.  HAGEKMA^"N,  Med.  Rev.  of 
l\evie2rs,  Sept.,  1916. 
The  author  points  out  that  functional  aphonia  may  be  met  with  during 
the  course  of  diseases  occurring  remote  from  the  larynx  and  which  are 
marked  by  evidences  of  toxemia  such  as  jaundice.  Chronic  lead  poison- 
ing may  be  characterized  by  unilateral  or  bilateral  paralyses  of  the  vocal 
cords.  A  latent  empyema  of  an  accessory  sinus  may  be  the  source  of  an 
excretion  of  purulent  fluid  which,  trickling  down  the  posterior  pharyngeal 
surface  perpetuates  a  chronic  congestion  of  the  posterior  laryngeal  wall, 
with  accompanying  hoarseness.  The  protean  manifestations  of  obscure 
laryngeal  symptomatology  which  sometimes  characterize  adolescence, 
the  menopause  and  continence  and  which  are  inclusively  denominated  as 
hysterical,  would  be  more  judiciously  analyzed  if  we  were  to  cease  con- 
centrating our  attention  upon  the  palpably  incapacitated  organ.  It  is 
well  established  that  toxins  emanating  from  certain  strains  of  bacilli  exer- 
cise a  definite  selective  function  in  choosing  a  host.  In  the  absence  of 
patent  signs  to  account  for  difficult  or  impossible  phonation,  the  age,  sex, 
general  health  and  civic  environments  must  be  considered.  Ed. 

739 

Improved  Operation  for  Intrinsic  Disease  of  the  Larynx.  H.  L.  Lack, 
Lancet,  Nov.  11,  1916. 
The  steps  of  the  operation  are  as  follows:  The  larynx  and  upper  rings 
of  the  trachea  are  exposed  the  usual  vertical  median  incision  and  a 
tracheotomy  tube  is  inserted.  The  soft  tissues  of  the  perichondrium  are 
then  turned  off  the  thyroid  cartilage  on  the  affected  side  and  the  crico- 
thyroid membrane  and  the  ring  of  the  cricoid  are  laid  bare.  Thyrotomy. 
Inspection  of  the  growth  through  the, opening  thus  made.  With  strong 
cutting  forceps  the  growth,  with  a  sufficient  margin  of  healthy  tissue  to- 
gether with  the  overlying  cartilage,  is  cut  away  in  one  piece.  If,  how- 
ever, it  is  known  that  the  growth  is  malignant  and  that  it  is  limited  to 
one  vocal  cord,  thyrotomy  is  not  necessary.  With  a  small  saw  the  thy- 
roid cartilage  is  divided  in  the  median  line  from  its  lower  edge  upward 
nearly  to  the  upper  margin.  A  transverse  incision  is  then  carried  back- 
ward just  below  the  upper  edge  of  the  thyroid  nearly  to  the  posterior 
border  and  then  downward  just  in  front  of  the  posterior  border.  The 
square  piece  of  cartilage  thus  marked  out  is  removed.  The  larynx  is 
subsequently  opened  by  dividing  the  underlying  soft  parts.  En. 
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platform.  Then  a  thread,  is  passed  through  the  eyelet  and  moored  to  the 
patient's  ear.  It  is  drawn  fairly  tight  and  examination  is  made  every 
two  or  three  days  to  see  that  accurate  position  is  maintained.  In  this 
way  reunion  is  prevented.  Ed. 

757 

Operation  of  Laryngofissure;    Some  New   Instruments  for  Improving  the 
Technique.    I.  Moore,  Lancet,  Oct.  14,  1916. 
The  author  has  designed  the  following  satisfactory  instruments:    thy- 
roid clamp;    tracheal  shears;    thyroid  cartilage  saw    (and  shears);    self- 
retaining  retractor;  intralaryngeal  forceps  and  scissors.  Ed. 

762 

Thermotherapy   in   Certain    Forms   of  Catarrhal   and   Tuberculous    Laryn- 
gitis.    E.  J.  MouuF.  and  Got,  Rev.  de  Larynyol.  d'  Otol.  et  de  I\huwL, 
No.  9,  May  15,  1916. 
The  cases  treated  by  the  authors  consisted  of  the  following:     Spasmodic 
laryngitis,  2;    acute  simple  laryngitis,  7;    acute   influenzal   laryngitis,   5; 
chronic    simple   laryngitis,    2;    post-influenzal    laryngitis,    2;    tuberculous 
laryngitis,  12.     In  the  spasmodic  form  good  results  were  obtained  during 
the  treatment,  but  in  the  interals  between  the  treatments  the  spasmodic 
attacks   recurred.     In   the   simple   cases   from   four  to   fifteen   treatments 
were  necessary  to  bring  about  a  cure  in  all  the  cases.     The  same   can 
be  said  about  the  influenzal  cases.     In  the  chronic  simple  cases  improve- 
ment was  even  more  rapid  than  in  the  influenzal.     In   the  .tuberculous 
cases  the  results  were  very  encouraging  in  the  early  cases  and  nil  in  the 
more  advanced  cases.  Ed. 

764 

Flbrolipoma  of  the  Larynx.      Gokdox   B.   New,   Joiir.   Amer.  Med.   Assn., 
Feb.  19,  1916. 
A  report  of  a  case  in  a  woman,  29  years  old,  the  symptoms  dating  for 
about  eight  yeai's.     The  tumor  was  removed  by  thyrotomy.     It  had   no 
definite  pedicle.  .  Ed. 

777 

Papilloma  Malignum  Laryngis.  E.  Sciimiegelow,  Nordisk  Tidskrift  for 
Oto-Rhino-Laryngol.,  Bd.  1,  No.  1,  p.  1,  1916. 

The  author  calls  attention  to  the  difficulties  in  diagnosis  of  endolaryn- 
geal  malignant  growths  and  urges  that  no  operative  measures  of  a  radi- 
cal nature  should  be  undertaken  without  a  preliminary  microscopic  cor- 
roboration of  the  diagnosis.  As  an  example  that  the  clinical  diagnosis 
is  not  always  reliable  he  cites  the  case  of  a  woman  71  years  old  who 
suffered  from  a  large  growth  on  the  left  side  of  the  larynx  accompanied 
by  great  difficulty  in  swallowing  and  hoarseness.  The  appearance  was 
distinctly  malignant  so  that  an  unfavorable  prognosis  was  given.  Be- 
cause of  the  patient's  weakness  and  advanced  age  a  total  resection  of 
the  larynx  was  out  of  the  question.  He  accordingly  performed  gastros- 
tomy and  there  was  striking  improvement  following  this  operation  that 
in  the  course  of  a  few  months  a  complete  cure  could  be  substantiated. 
Syphilis  had  been  ruled  out;  the  condition  was  a  perichondritis. 

The  author  further  calls  attention  to  a  group  of  new  growths  in  the 
larynx  which,   notwithstanding  that   microscopically  they   are   distinctly 
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perfectly.  The  interesting  point  in  tliese  cases  is  that  the  constitutional 
state  and  the  condition  of  the  lungs  combine  with  the  appearances  in  the 
larynx  to  arouse  suspicion.  If  to  these  laryngeal  and  pulmonary  symp- 
toms are  added  the  fatigues  of  trench  life,  and  if  the  man  after  months 
of  privation  has  lost  flesh,  he  will  almost  inevitably  be  taken  to  be  suf- 
fering from  tuberculosis.  But  the  absence  of  bacilli  from  the  sputum 
and  the  condition  of  the  larynx  should  put  the  observer  on  the  right  path. 
When  a  correct  diagnois  is  made,  cure  is,  with  proper  treatment,  a  matter 
of  a  few  weeks,  and  the  man  can  return  to  duty.  On  the  other  hand,  a 
wrong  diagnosis  causes  long  stays  in  one  hospital  after  another,  with 
pulmonary  treatment  which  improves  the  bronchial  condition,  but  also 
with  a  laryngeal  therapy  of  fumigations,  inhalations,  wet  compresses, 
and  so  forth,  which  has  never  alone  cured  laryngitis  caused  by  wrong  use 
of  the  voice.  Ed. 

750 

Angioma  of  the  Larynx.      Eiiii,  Mayek,  Medical  Record,  June  17,  1916. 

A  case  report  of  this  rare  occurrence,  the  patient  being  a  woman  52 
years  old.  Chief  complaint  hoarseness  of  one  year's  duration.  Six 
months  before  she  had  been  hoarse  for  a  time,  had  a  profuse  hemorrhage 
frojn  her  mouth  and  her  hoarseness  left  her  to  return  some  months  later. 
Some  cough,  no  pain,  attacks  of  dyspnea  on  slightest  exertion.  Diag- 
nosed as  cancer  of  larynx.  Laryngotomy  and  excision  of  tumor  under 
local  anesthesia.  Uneventful  recovery.  Sections  showed  the  tumor  to  be 
a  hemangioma.  The  great  interest  in  a  case  of  this  kind  lies  in  the 
diagnosis,  especially  on  consideration  of  the  danger  with  probably  fatal 
consequences  that  may  follow  any  attempt  at  removal  of  a  portion  for 
diagnostic  purposes.  The  points  that  suggested  to  the  author  the  true 
nature  of  the  growth  were  the  yielding  character  of  the  tumor  to  the 
probe  and  the  history  of  an  unaccounted  for  hemorrhage.  Finally,  from 
a  consideration  of  the  few  recorded  cases  in  the  literature  the  author 
concludes  that  (1)  angioma  of  the  larynx  is  a  rare  disease  occurring 
mostly  in  adults  and  the  proportion  of  males  to  females  is  approximately 
four  to  one;  (2)  it  may  be  mistaken  for  cancer;  (3)  endolaryngeal  re- 
moval of  a  portion  of  the  tumor  for  microscopic  diagnosis  or  its  complete 
removal  in  this  manner  is  very  dangerous;  (4)  laryngofissure,  removal 
and  suture  of  the  mucosa  are  safe  and  feasible  procedures.  Ed. 

753 

A    Note   on   Treatment  of  Gunshot    Injuries   of  tlie    Larynx   Where   "Web- 
bing"  of  the   Vocal    Cords    Has   Taken    Place.       W.    :MrLLU;.\x.    Proc. 
Royal  Soc.  Med.,  Laryngol  Sec,  April,  1916. 
Where  there  is  a  cicatrix  uniting  the  cords  to  each  other  mere  division 
is  of  little  use.     To  prevent  this  the  author  has  had  an  instrument  made 
Avhich  consists  of  a  tracheotomy  tube  with  the  inner  tube  slit  down  the 
greater  part  of  its  curve.     The  perpendicular  rod  is  a  screwed  rod  and 
on  it  revolves  an  equilateral  triangle  of  metal  with  the  sides  grooved. 
The   screw   arrangement    is   passed    down    through    a    laryngeal    spatula 
through  the  hole  in  the  tracheotomy  tube  so  that  its  bulbous  end  lies  in 
the  tube  itself.     The  inner  tube  is  then   passed  through   the  outer  one, 
thereby    fixing  the   perpendicular   rod.     By   means   of   vision   one   judges 
when  rhe   cords  are  lying  opposite  the  little   grooves   of   the  triangular 
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papillomata,  nevertheless  pursue  a  malignant  course.  He  reports  a  case 
of  this  character  in  a  man  of  52  years.  Laryngofissure  and  energetic 
x-ray  treatments  and  finally  total  resection  of  the  larynx  were  ineffectual 
to  prevent  a  fatal  outcome,  and  yet  at  all  times  the  tumors  showed 
microscopically  a  benign  papillomatous  structure.  A  review  of  the  liter- 
ature on  this  subject  is  incorporated  in  the  article.  Ed. 

782 

Leukoplakia  of  the  Vocal  Cords.  Herbert  Tilley,  Proc.  Royal  Soc.  Med., 
Laryngol.  Section,  March,  1916. 
Patient  52  years  of  age.  No  history  of  lues.  Wassermann  negative. 
Small  smooth  patch  on  right  side  of  tongue  suggestive  of  chronic  super- 
ficial glossitis.  No  other  stigmata  of  syphilis  in  throat  or  elsewhere 
From  middle  of  upper  surface  of  each  cord  and  extending  to  within  one- 
quarter  of  an  inch  of  the  anterior  commissure  a  dead  white  patch  could 
be  seen  identical  in  appearance  with  the  plaques  seen  in  a  leukoplakic 
tongue.  The  plaque  surfaces  are  flat,  with  no  suggestion  of  ulceration, 
thickening  or  infiltration  of  the  cords  in  the  neighborhood  of  the  patches, 
■^^he  fact  that  the  condition  is  bilateral  and  that  the  cords  are  normal 
in  the  immediate  region  of  the  anterior  commissure  would  seem  to  nega- 
tive epithelioma.  Ed. 

791 

Tracheobronchial  Syphilis.  H.  Areowsmith,  Islew  York  Med.  Jour.,  June 
24.  1916. 
The  author  lays  great  stress  on  Dr.  Conner's  paper  on  this  subject  pub- 
lished in  1902,  which  comprised  112  cases,  in  97  of  which  there  was  post- 
mortem investigation.  In  this  series  dyspnea  was  the  most  constant 
and  conspicuous  symptom.  Pain  was  noted  only  in  three  cases.  Dr. 
Arrowsmith's  observations  comprise  two  cases.  The  first  was  in  an 
Italian,  married,  44  years  old,  who  complained  of  shortness  of  breath 
and  cough,  with  paroxysmal  exacerbations  of  both,  which  first  began  to 
trouble  him  two  and  one-half  months  before  coming  under  observation. 
No  luetic  history,  personal  or  family,  obtainable;  history  negative  except 
that  for  an  indefinite  period  he  had  had  cough  at  night  and  two  weeks 
before  admission  he  had  an  attack  of  violent  dyspnea  and  cough.  The 
iiight  before  his  admission  (Nov.  10,  1915)  to  the  hospital  he  had  a 
return  of  these  symptoms.  Cardiac  examination  negative.  Lung  signs 
changeable  and  indefinite.  Abdomen  and  extremities  showed  nothing 
noteworthy.  The  day  after  admission  the  patient  had  a  violent  attack 
of  dyspnea  in  which  he  entirely  stopped  breathing  for  a  minute  and  was 
resuscitated  by  means  of  a  pulmotor.  Similar,  but  less  violent,  attacks 
subsequently.  An  x-ray  picture  taken  January  10,  1916,  showed  normal 
outline  of  the  aorta  and  left  side  of  the  heart,  with  definite  thickening 
at  the  root  of  the  left  lung.  The '  right  lung  showed  slight  f ogginess 
down  to  the  fifth  rib  posteriorly  with  a  rather  ragged  shadow  to  the 
right  of  the  vertebrae  at  the  level  of  the  heart  and  extending  out  two 
inches.  On  January  19,  direct  laryngoscopy  under  oil-ether  colonic  anes- 
thesia showed  no  lesion  of  the  larynx.  A  7  mm.  Jackson  bronchoscope 
was  passed  and  a  definite  and  symmetrical  diminution  of  the  lumen  was 
encountered  which  required  a  certain  amount  of  pressure  to  advance  it. 
Considerable   pressure  was   also   required   to   enter   the   primary  bronchi 
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and  the  orifices  of  the  secondary  were  only  suggested.  There  was  a 
decided  unyielding  resistance  outside  the  mucous  membrane.  Diffuse 
indurative  peritracheobronchitis  with  stenosis  describes  the  condition 
found.  The  patient  was  placed  on  intensive  mercurial  treatment  (sal- 
varsan  was  not  obtainable)  with  prompt  response  to  the  treatment  so 
that  by  February  3,  1916,  he  was  getting  about  witli  very  little  dyspnea. 
On  February  22  he  began  to  cough  more  and  had  a  return  of  the  dyspnea 
and  his  condition  became  rapidly  worse.  On  March  1  he  became  un- 
conscious and  died.     No  autopsy  was  obtained. 

In  the  second  of  Dr.  Arrowsmith's  cases  the  larynx  was  implicated 
to  the  extent  of  a  decided  thickening  of  the  vocal  bands  with  some  super- 
ficial scarring  and  serration  of  their  free  borders.  The  tracheal  mucous 
membrane  was  greatly  congested,  the  upper  rings  ill-defined  and  in  the 
lower  two-thirds  indistinguishable.  On  the  posterior  tracheal  wall,  about 
one  inch  above  the  carina,  was  sessible,  fungating  mass  about  the  size 
of  a  pea.  Energetic  specific  treatment  cleared  up  all  subjective  symp- 
toms. Ed. 

792 

Absorption  of  Epinephrin  After  Intratracheal  Injection.  J.  Aler  and  F.  L. 
Gates,  Jour.  Exper.  Med.,  June,  1916. 
In  a  normally  breathing  rabbit  a  simple  intratracheal  injection  of  a 
solution  penetrates  within  a  few  seconds  to  the  alveoli,  chiefly  those  of 
the  left  lower  lobe.  Absorption  is  rapid  and  probably  takes  place  largely 
through  the  capillaries  of  the  pulmonary  veins,  to  a  slight  extent  perhaps 
through  the  capillaries  of  the  bronchial  veins  which  empty  into  the  pul- 
monary veins;  probably  some  absorption  occurs  also  through  the 
lymphatics.  Ed. 

795 

Primary  Sarcoma  of  the  Trachea.  Sture  Berggrex,  Oto-Laryngologiska 
Meddelanden,  Br.  2,  H.  2,  p.  371,  Aug.,  1916. 
The  author  reports  a  case  of  primary  sarcoma  of  the  trachea  in  a  man, 
50  years  of  agd.  The  tumor  was  situated  in  the  upper  portion  of  the 
trachea,  on  the  anterior  wall,  and  was  about  the  size  of  a  hazel  nut. 
Microscopic  examination  showed  it  to  be  a  small  round  cell  sarcoma. 
It  was  removed  by  tracheofissure  and  examination  four  months  after 
operation  showed  no  recurrence  of  the  growth.  The  author  appends  a 
review  of  the  cases  collected  from  the  literature,  numbering  altogether 
twenty.  Ed. 

811 

Respiratory  Affections  in  the  War.  H.  Hochhaus,  Deutsche  mediz.  Woch., 
Sept.  21,  1916. 
Chronic  bronchial  affections  were  difficult  to  manage  as  new  exacer- 
bations constantly  followed  exposure.  Asthmatic  catarrh  proved  excep- 
tionally rebellious.  Long  bed  rest  and  medication  were  necessary  to 
restore  approximately  normal  conditions,  and  a  return  to  service,  even 
to  garrison  duty,  speedily  brought  on  severe  relapses,  so  that  the  men  had 
finally  to  be  dismissed  from  the  army.  It  seems  wiser  not  to  pass 
asthmatics  for  military  service,  even  although  the  men  may  happen  to 
feel  well  at  the  time.  Two  of  these  men  with  asthma  and  chronic  bron- 
chitis had  repeated  attacks  about  every  two  weeks,  with  high  fever, 
sweats,   cyanosis,    dyspnea  and   rapid  pulse.     These   attacks   lasted    only 
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for  a  few  days,  and  then  the  symptoms  subsided  completely  until  the  next 
attack,  the  intervals  gradually  lengthening.  He  noticed  that  men  with 
an  old  healed  apical  process  seemed  to  be  especially  susceptible  to 
"catching  cold."  Ed. 

814 

Tracheobronchitis  Due  to  Nitric  Acid  Fumes.  Chevalier  Jacksox,  Xew 
York  Med.  Jour.,  Nov.  4,  191G. 
A  man,  35  years  old,  previously  in  good  health,  was  admitted  to  the 
hospital  complaining  of  burning  in  the  throat  following  a  two  hours' 
exposure  to  nitric  acid  fumes.  Half  an  hour  after  exposure  his  lips 
became  blue  and  five  hours  later  patient  fell,  becoming  unconscious  for 
a  few  minutes.  Then  cough,  difficulty  in  breathing  and  cyanosis  of  lips 
and  face  were  noted.  Sibilant  and  subcrepitant  rales  all  over  both  lungs 
anteriorly  and  posteriorly.  By  indirect  laryngoscopy  frothy  mucous 
could  be  seen  bubbling  up  and  down  in  the  trachea;  no  cough  reflex.  By 
bronchoscopy,  acute  tracheitis  and  bronchitis.  Patient  at  times  uncon- 
scious. Tracheotomy  performed.  Secretions  continually  wiped  out.  At 
the  end  of  the  fourth  day  patient  could  cough  out  the  secretions  through 
the  cannula.  The  author  remarks  that  where  the  patient  is  drowning 
in  his  own  secretions  tracheotomy  should  be  done  in  order  to  give  easy 
access  to  the  lower  air  passages  for  the  frequent  removal  of  secretions 
provided  the  basic  condition  is  curable  and  is  not  a  fatal  illness 
(thoracic  cancer,  aneurysm,  etc.).  Ed. 

815 

Bronchospasm.     X.  vox  Jagic,  Wiener  kli7i.  Woch.,  Jan.  27,  1916. 

The  article  deals  with  the  influence  of  epinephrin  on  bronchospasm  and 
asthma.  The  author  has  also  been  using  epinephrin  in  dyspnea  from  other 
causes,  even  in  elderly  patients.  The  effect  of  the  injection  in  cases  of 
asthma  is  very  prompt.  Within  half  an  hour  after  the  injection,  in  an 
acute  attack  of  asthma,  the  patient  is  able  to  return  to  work  and  remains 
free  from  any  further  asthmatic  attacks  for  a  long  time.  In  mild  cases 
the  author  prescribes  the  epinephrin  in  suppositories.  Where  there  is 
secondary  emphysema  digitalis  may  have  to  be  prescribed  for  stimula- 
tion of  the  heart  because  the  action  of  the  epinephrin  is  directed  merely 
on  the  bronchospasm  and  the  diaphragm.  In  acute  emphysema  the  ex- 
cursions of  the  diaphragm  are  very  short  and  in  the  author's  experience, 
when  this  was  corrected  by  epinephrin  the  relief  was  so  great  that  it 
demonstrated  the  importance  of  this  and  of  bronchospasm  in  emphysema, 
whatever  its  cause.  Ed. 

819 

Tuberculosis  of  the  Bronchial  Glands.  Mary  E.  Lapham,  Xew  York  Med. 
Jour.,  Oct.  21,  1916. 
In  tuberculosis  of  the  bronchial'  glands  if  the  mediastinal  structures 
sufficiently  adapt  themselves  to  the  gradually  increasing  size  of  the 
glands  there  may  be  no  pressure  symptoms.  The  syndrome  of  tubercu- 
lous toxemia  is  the  same  as  that  from  the  lungs.  The  septic  manifes- 
tations, pulse,  chills,  temperature  and  sweats  are  the  same  as  in  other 
septicemias.  In  less  violent  types,  in  which  septic  symptoms  do  not 
appear,  there  is  a  tendency  towards  concealment  although  the  pulse  and 
temperature  may  be  sufficiently  characteristic  to  lead  to  a  correct  diag- 
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nosis.  A  pulse  of  ninety-six  with  a  history  of  loss  of  strength  and  ina- 
bility to  work  is  suspicious.  The  temperature  is  frequently  not  above  99. 
Among  the  possible  consequences  of  tuberculosis  of  the  bronchial  glands 
are  meningitis,  tracheobronchian  stenosis,  laryngeal  disturbances,  erosion 
of  the  esophagus,  trachea,  bronchi  and  blood-vessels,  tuberculous  peri- 
bronchial infiltration  of  the  lungs,  etc.  Ed. 

828 

Paratyphoid  Involvement  of  the  Bronchi  or  Lungs.  J.  Minet,  Bull,  de  V 
Acad,  de  Med.  de  Paris,  Feb.  15,  1916. 
Four  cases,  two  acute  and  two  chronic.  Of  the  former,  one  was  a  case 
of  acute  bronchitis,  the  other  a  case  of  acute  congestion  of  the  lungs,  in 
which  paratyphoid  bacilli  were  found  in  the  sputum.  Both  cases  recov- 
ered. In  one  of  the  chronic  cases  the  bacilli  were  of  the  A  type;  in  the 
other  of  the  B  type.  There  was  progressive  emaciation  and  the  clinical 
picture  was  that  of  chronic  phthisis.  The  paratyphoid  bacilli  were  pres- 
ent in  the  sputum  in  pure  culture.  The  patients,  after  months  of  illness, 
finally  recovered.  Ed. 

830 

Roentgen  Diagnosis  of  Bronchiectasis.  Alexander  B.  Moore,  Amer.  Jour. 
Roentgenology,  Nov.,  1916. 

The  Roentgen  rays  nof  only  furnish  us  with  most  valuable  information 
in  the  diagnosis  and  differential  diagnosis  of  bronchiectasis,  but  also  in 
a  large  percentage  of  these  cases  offer  us  the  only  means  of  ascertaining 
the  true  nature,  extent  and  location  of  the  affection;  such  information 
being  absolutely  essential  in  the  selection  of  the  course  of  treatment  to 
be  pursued. 

Roentgenologically  Moore  recognizes  three  types:  The  infiltrative,  the 
cylindrical  and  the  sacculated.  These  three  forms  most  probably  repre- 
sent different  stages  of  the  disease  and  show  the  existence  of  gross 
changes  that  have  been  demonstrated  by  pathologists. 

The  first  or  infiltrative  type  appears  in  the  roentgenogram  as  a  more 
or  less  stringy  increase  in  density  along  the  course  of  the  bronchi, 
usually  localized  in  the  lower  pulmonary  lobes  and  radiating  outward 
from  the  hilus  to  the  periphery  of  the  chest  and  extending  into  the 
costophrenic  angle. 

The  infiltrative  stage  is  followed  by  the  cylindrical  type.  There  is  the 
characteristic  mottled  increase  jn  density,  extending  outward  along  the 
course  of  the  bronchi,  producing  a  more  or  less  fan-shaped  shadow.  The 
density  is  usually  greatest  near  the  hilus  and,  distributed  throughout  this 
density,  one  or  more  areas  of  diminished  density  may  be  located.  These 
areas  are  more  or  less  clearly  circumscribed  and  are  produced  by  the 
so-called  pseudo-cavitations  of  bronchiectasis  which  are  dilated  bron- 
chioles that  have  been  emptied  of  their  secretions.  The  visualization  of 
these  cavitations  depends  largely  on  the  ability  of  the  patient  to  empty 
the  bronchi  of  secretion,  and  their  presence  is  pathognomonic  of  the 
disease. 

The  third  or  sacculated  type  of  bronchiectasis  is  characterized  roent- 
genographically  by  the  localization  of  distinct  pseudo-cavitations  sur- 
rounded by  dense  fibrous  tissue.  These  cavitations  are  practically  always 
multiple  and  larger  than  those  encountered  in  the  cylindrical  type.     They 
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vary  in  size  from  tliat  of  a  bean  to  that  of  a  walnut  and  have  a  thin 
wall.  The  section  of  a  lung  involved  by  the  sacculated  type  of  bron- 
chiectasis very  strongly  resembles  a  bunch  of  grapes  cut  through  the 
center.  The  fibrous  tissue  surrounding  these  groups  of  sacculations  is 
very  dense.  It  may  be  so  dense  and  the  cavitations  may  be  so  filled  with 
secretion  that  the  shadow  in  the  roentgenogram  is  almost  homogeneous 
and  the  diagnosis  difficult.  However,  the  true  condition  is  usually  re- 
vealed by  emptying  the  cavities. 

Differential  Diagnosis. — The  more  common  conditions  from  which 
bronchiectasis  must  be  differentiated  roentgenographically  are  chronic 
purulent  bronchitis  and  lung  abscess.  Ed. 

835 

Experimental    Study    on    the    Use    of    Apomorphin    to    Remove    Foreign 

Bodies  from  the   Respiratory  Passages.   D.  de  la  Paz  and  F.  Garcia, 

Philippine  Jour.  Science,  Jan.,  1916. 

This  study  seems  to  show  the  possibility  of  removing  foreign  bodies 

from  the  trachea  by  the  use  of  apomorphin.     As  a  matter  of  fact,  a  foreign 

body  below  the  larynx  may  be  forced  farther  down  during  the  early  stage 

of  vomiting  because  of  the  descent  of  the  diaphragm  and  closure  of  the 

glottis  which  in  turn  cause  a  rarefaction  of  the  air  in  the  thoracic  cavity 

and  a  rushing  of  the  air  into  the  deeper  parts  of  the  lungs.  Ed. 

837 

X-Ray  Diagnosis  of  Surgical  Complications  Within  the  Chest.  G.  E. 
Pfahler,  New  York  Med.  Jour.,  June  17,  1916. 
The  author  points  out  the  value  of  the  x-rays  in  diagnosis  of  aneurysm, 
atheroma  of  aorta,  sarcoma,  lipoma,  carcinoma,  thymic  enlargement, 
thoracic  goiter,  abscess,  gangrene  and  tumors  of  the  lungs,  bronchiecta- 
sis, foreign  bodies  and  tumors  in  the  larynx,  trachea  and  bronchi.     Ed. 

848 

Rupture  of  the  Trachea  in  Tetanus.  A.  Walcher,  MimcTiener  mediz. 
Wocli.,  No.  19,  1916. 
A  case  report  in  which  rupture  of  the  trachea  occurred  as  a  result  of 
excessive  expiratory  pressure  caused  by  spasm  of  the  glottis  in  tetanus. 
There  was  immediate  subcutaneous  emphysema  in  the  left  supraclavicular 
fossa  which  soon  spread  to  the  neck,  necessitating  an  immediate  trache- 
etomy.  Ed. 

858 

Foreign  Bodies  in  the  Esophagus.  Edmuxd  Boyd,  Canadian  Fractitioner 
and  Review,  Sept.,  1916. 
This  is  a  digest  of  three  years'  experience  in  the  Hospital  for  Sick 
Children.  The  writer  finds  that  by  far  the  greater  number  of  bodies 
were  found  at  a  point  li/l>  to  2  inches  below  the  level  of  the  cricoid,  on 
a  level  with  the  inner  ends  of  the  clavicles  and  opposite  the  first  or  first 
and  second  thoracic  vertebrae.  In  only  two  cases  was  a  foreign  body 
found  behind  the  cricoid,  and  the  reason  why  these  did  not  penetrate  as 
low  as  the  others  was  on  account  of  size.  This  experience  is  contrary  to 
the  lodging-places  pointed  out  as  usual  in  text-books.  The  author  enters 
into  an  interesting  explanation  as  to  the  reason  why  bodies  lodge  at  this 
site. 
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The  author  has  devised  a  special  supporting  frame  with  an  adjustable 
leather  sling  to  support  the  head  and  neck,  and  the  suspension  method 
was  utilized.     Ten  cases  are  given  in  detail.  Wishaet. 

876 

Foreign  Bodies  in  the  Esophagus,  Trachea  and  Larynx.  Fiuthiof  Lee- 
GAKD,  Nordisk  Tidskrift  for  Oto-Rhino-Laryngol.,  Bd.  1,  No.  1,  p.  47, 
1916. 
The  author  mentions  15  cases  of  foreign  bodies  in  the  esophagus  (1 
metal  button,  1  horn  button,  3  plum  stones,  1  piece  of  meat,  1  piece  of 
bone,  4  tooth-plates,  1  metal  toy  wheel,  1  silver  coin,  2  chicken  bones), 
one  case  of  foreign  body  in  the  trachea  (coffee  bean)  and  one  case  of 
foreign  body  in  the  larynx  (bone).  In  ten  of  the  cases  the  foreign  body 
was  removed  (Briining's  instruments)  while  in  the  other  five  cases  it 
descended  into  the  ventricle  and  passed  out  per  rectum.  Detailed  refer- 
ence is  made  to  the  diagnosis  of  foreign  bodies  in  the  gullet  by  means  of 
Roentgen  rays.  The  author  has  carried  out  experiments  on  himself  in 
an  endeavor  to  throw  light  on  this  question  and  placed  various  objects  In 
his  own  esophagus  and  then  took  photographs  of  his  thorax.  Some  of  the 
objects  were  photographed  20  cm.  and  others  25  cm.  from  the  teeth.  In 
the  recapitulation  of  these  experiments  it  is  pointed  out  that  objects  of 
rubber  and  vulcanized  caoutchouc  give  a  distinct  image  on  the  Roentgen 
plate.  Glass  objects  also  appear  clearly  even  if  comparatively  small. 
In  the  case  of  bony  objects,  especially  bone  buttons,  diagnosis  is  more 
difficult.  With  all  kinds  of  foreign  bodies  it  is  easier  to  obtain  a  positive 
result  when  the  substance  has  passed  the  upper  part  of  the  gullet  and 
entered  into  the  comparatively  transparent  region  between  the  columna 
and  the  heart,  the  foreign  body  being  more  easily  hidden  in  the  upper 
part  of  the  gullet,  especially  by  the  clavicle.  Ed. 

893 

Asthma;  Its  Cause  and  Treatment.  W.  W.  Ewbank,  Med.  Jour.  Australia, 
July  22,  1916. 
The  exciting  cause  of  asthma  is  always  in  the  nose  and  behind  this 
there  Is  some  predisposing  cause  which  has  not  yet  been  determined,  per- 
haps it  is  due  to  a  want  of  balance  of  some  of  the  endocrinous  glands. 
Asthma  spots  are  hyperesthetic  nerve  endings,  sometimes  darker  and 
sometimes  paler  than  the  surrounding  mucous  membrane,  occurring 
mostly  in  the  region  of  the  middle  turbinate.  There  may  be  eight  or  ten 
on  each  side.  The  author  strongly  condemns  the  use  of  the  cautery  in 
the  nose  for  conditions  associated  with  asthma.  He  states  that  it  will 
not  destroy  the  asthma  spots  which,  furthermore,  get  hidden  under  the 
cautery  scars.  All  his  operations  are  done  with  cutting  instruments. 
Treatment  is  tedious  and  may  take  six  or  eight  months  to  effect  a  cure. 
In  five  hundred  cases  operated  there  were  82  per  cent  of  cures  and  many 
of  the  others  obtained  a  reasonable  amount  of  relief.  Ed. 

898 

Elective   Localization   in  the  Bronchial    Musculature  of  Streptococci  from 
the  Sputum  of  Cases  of  Bronchial  Asthma.     S.  Oftedal,  Jour.  Amer. 
Med.  Ass7i..  May  27,  1916. 
This  paper  deals  with  the  question  of  the  bacterial  etiology  of  bron- 
chial asthma.     Experiments  on  lower  animals  consisting  of  intravenous 
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injections  of  cultures  made  from  the  sputum  of  asthma  patients  are 
detailed,  in  which  the  microscope  showed  marked  distention  of  the  aveoli 
and  thinning  and  frequently  rupture  of  the  aveolar  walls.  A  very 
marked  change  was  seen  in  the  bronchioles  which  were  contracted  as  if 
in  spasm,  the  mucosa  being  thrown  into  folds  almost  obliterating  the 
lumen.  In  the  substance  of  the  musculature  a  considerable  number  of 
streptococci  were  found.  To  rule  out  a  general  bacteremia  cultures  from 
the  blood  and  other  body  fluids  were  made,  and  also  of  other  viscera  than 
the  lungs,  but  nearly  in  every  case  the  blood  and  all  organs  except  the 
lungs  were  found  to  be  sterile.  Ed. 

899 

Autogenous  Defibrinated  Blood  in  the  Treatment  of  Bronchial  Asthma. 
Kuii.x  and  Emsheimek,  Arch.  Internal  Med.,  Oct.,  1916. 
The  writers  were  led  to  their  method  of  treatment  by  the  following 
consideration:  Bronchial  asthma  is  due  to  sensitization  by  a  foreign  pro- 
tein, therefore,  the  repeated  subcutaneous  injection  of  this  protein  in 
small  doses  should  lead  to  immunization  and  thus  to  a  cure  of  the 
disease.  Although  the  protein  responsible  may  varj'  in  different  cases 
and  cannot  be  definitely  determined  the  assumption  is,  however,  that  it 
Is  present  in  the  patient's  blood  either  just  before  or  during  an  attack; 
hence,  blood  is  withdrawn  from  the  patient  at  this  period,  defibrinated 
and  injected  subcutaneously.  Six  cases  treated  by  the  authors  with  this 
method  all  showed  definite  improvement  (diminution  in  frequency  and 
severity  of  attacks  and  gain  in  weight  and  strength).  Ed. 

901 

Role  of  Pyorrhea  Alveolaris  in  the  Causation  of  Chronic  Bronchitis  and 
Asthma.  S.  P.  Shivdas,  Practitioner,  April,  1916. 
Cases  are  cited  by  the  author  to  show  that  pyorrhea  alveolaris  is  an 
etiologlc  factor  in  these  diseases.  Cases  in  which  the  pyorrhea  alone 
was  treated  showed  either  a  marked  improvement  or  a  disappearance  of 
the  lung  affection.  On  the  other  hand,  treatment  of  the  lung  affections 
without  attention  to  the  pyorrhea  was  productive  of  very  little  results, 
except  whatever  relief  could  be  ascribed  to  the  anodyne  remedies  that 
were  administered.  When  both  the  lung  affections  and  the  pyorrhea 
were  treated  the  asthma  and  bronchitis  either  entirely  disappeared  or 
showed   very  marked  improvement.  Ed. 

913 

Foreign  Bodies  in  the  Respiratory  Tract.  N.  W.  Greex  and  L.  T.  Le 
W AIM,  Annals  of  Surgery,  June,  1916. 
Conclusions:  (1)  All  recently  aspirated  foreign  bodies  should  be  first 
sought  by  the  Roentgen  ray  and  the  bronchoscope  and  removed,  if  pos- 
sible, through  the  mouth.  (2)  Failing  to  remove  them  through  the 
mouth  a  tracheotomy  should  be  done  and  another  attempt  made  by  means 
of  the  bronchoscope.  (3)  Failing  in  this  the  tracheal  wound  should  be 
held  widely  open  by  wires  or  a  large  tube  in  the  hope  that  the  foreign 
body  may  be  coughed  out.  (4)  If  immediate  removal  by  these  methods 
fail  a  period  generally  elapses  in  which  the  patient  may  undergo  sec- 
ondary changes  in  the  lung,  such  as  pneumonia,  gangrene,  abscess  and 
generally  an  overlying  empyema.     (5)   If  the  patients  recover  from  these 
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acute  infections,  they  pass  into  the  class  of  deferred  cases  with  the  for- 
eign body  still  present  as  an  aggravating  factor  in  their  chronic  lesion. 
(6)  Removal  of  the  foreign  body  in  these  deferred  cases  does  not  always 
effect  a  cure.  (7)  The  lung  abscess  must  be  treated  along  surgical  lines 
and  even  then  we  cannot  always  hope  for  a  cure,  but  rather  an  ameliora- 
tion of  the  affliction.  En. 

938 

A  Modified  Gram  Stain  for  Diphtheria.     Albert  Albrecht,  Jour.  A.  M.  A., 

Nov.  11,  1916. 
The  staining  solution  consists  of  the  following: 

Saturated  alcoholic  solution  of  gentian  violet 25  c.c. 

Five  per  cent  dilution  of  liquor  formaldehydi 75  c.c. 

and  is  to  be  used  according  to  these  directions: 

1.  Stain  with  the  foregoing  gentian  violet  stain  for  two  minutes. 

2.  Flood  preparation  with  one-half  strength  Gram's  iodin  solution  for 
one  and  a  half  minutes. 

3.  Immerse  slide  seven  or  eight  times  in  a  jar  of  95     per  cent  alcohol. 

4.  Counterstain  with  saturated  aqueous  solution  of  Bismarck  brown  for 
four  minutes. 

5.  Wash  in  water  and  examine. 

The  Klebs-Loeffler  bacillus,  when  stained  according  to  this  method,  ap- 
pears as  a  brown  rod,  and  the  metachromatic  granules  are  stained  a  deep 
violet.     In  other  words,  the  bipolar  granules  alone  remain  grain-positive. 

A  single  diphtheria  bacillus  can  quickly  be  seen  in  a  field  with  numer- 
ous other  kinds  of  organisms. 

The  picture  is  that  which  we  are  supposed  to  get  with  Neisser's  stain, 
but  the  organisms  are  stained  more  deeply,  and  the  results  are  more 
constant.  Ed. 

956 

Gangrene  of  the  Leg  Following  Diphtheria.  E.  B.  Grxsox,  British  Med. 
Jour.,  Aug.,  1916. 
A  boy  of  six  years  was  admitted  to  the  hospital  with  severe  faucial 
diphtheria  on  the  fourth  day  of  the  disease.  Twenty  thousand  units  of 
antitoxin  were  given  on  admission  and  again  on  the  following  day. 
Cardiac  weakness  and  irregularity  appeared  on  the  eleventh  day.  On 
the  seventeenth  day  there  was  increase  in  cardiac  dullness  and  also 
triple  rhythm  on  auscultation.  Tbe  liver  extended  three  inches  below 
the  costal  margin.  The  following  day  the  patient  complained  of  pain  in 
his  right  leg,  which  later  became  discolored,  and  the  limb  was  tender 
to  palpation.  On  the  twenty-second  day  dry  gangrene  of  the  right  small 
toe  developed  and  by  the  thirtieth  day  the  whole  leg  was  in  a  state  of 
dry  gangrene.  On  the  thirtj'-fourth  day  of  the  disease  palatal  paralysis 
occurred.  Three  days  later  pharyngeal  paralysis  developed.  The  dia- 
phragm was  acting  feebly.  During  the  next  fortnight  the  patient's 
general  condition  slowly  improved.  Strength  gradually  increased  until 
by  the  seventy-first  day  of  the  disease  the  boy  was  able  to  imdergo  an 
amputation  at  about  the  middle  of  the  thigh.  It  was  found  that  the 
popliteal  artery  was  completely  occluded  by  a  thrombus.  ^Further  re- 
covery was  uneventful.  Ed. 
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957 

Throat  Operations  in   Diphtheria  Carriers.  Thomas    Hubbard,    Trans. 

American  Laryngol.  Assn.,  p.  57,  1916. 
The  author  states  that  when  confronted  with  the  problem  of  throat 
operations  in  diphtheria  carriers  two  questions  come  up:  (1)  whether 
the  operation  is  contra-indicated  in  throat  and  nasal  chambers  infested 
with  diphtheria  bacilli,  and  (2)  the  condition  of  the  patient  for  tonsil- 
lectomy or  adenoidectomy.  The  very  fact  that  the  patient  is  a  healthy 
carrier,  no  matter  how  virulent  the  bacilli  may  be,  shows  that  perfect 
immunity  is  established  and  that  there  is  no  more  danger  from  the  diph- 
theria bacilli  than  from  the  ordinary  germs  present  In  all  other  cases. 
Furthermore,  the  Schick  test  can  determine  the  immunity  towards  diph- 
theria at  the  time  of  the  proposed  operation.  The  secondary  group,  cases 
that  were  not  primarily  immune  but  have  had  clinical  diphtheria  in 
more  or  less  severe  form,  are  not  as  a  rule  ideal  surgical  subjects.  It 
may  be  necessary  to  prolong  isolation  until  convalescence  is  well  estab- 
lished before  undertaking  any  surgical  measures.  Ed. 

964 

Treatment  of  Diphtheria  Bacillus  Carriers.  'SI.  Labbe  aud  G.  Caxat,  Bull, 
et  Mem.  de  la  Soc.  Med.  des  Uopitaux,  July  13,  1916. 
Twenty-nine  patients  were  treated  daily  with  two  copious  irrigations 
of  the  throat  with  a  3  per  cent  mixture  of  Labarraques  solution  In 
water;  introduction  of  a  10  per  cent  resorcinol  ointment  into  the  nasal 
fossae  morning  and  evening  and,  in  some  instances,  the  application  of 
1:30  iodo-glycerine  to  the  throat.  In  24  of  these  cases  the  bacilli  disap- 
peared in  from  fifteen  to  forty-eight  days,  in  4  on  the  ninetieth  day 
and  1  was  lost  track  of  but  who  still  showed  the  presence  of  bacilli  on 
the  seventj^-fifth  day.  Another  series  of  35  cases  were  treated  by  pow- 
dered dry  serum  which  was  blown  into  both  nostrils  four  times  daily. 
In  this  series  disappearance  of  the  bacilli  occurred  in  from  nine  to  sixty 
days,  except  in  one  case  in  which  the  disappearance  was  noted  after 
ninety-five  days.  From  the  fact  that  in  some  cases  there  was  disap- 
pearance of  the  bacilli  after  an  initial  serum  treatment,  followed  by 
return  upon  the  cessation  of  the  serum  and  disappearance  upon  resump- 
tion of  the  serum  the  authors  believe  that  there  is  evidence  of  a  specific 
action  of  the  serum.  Ed. 

965 

To  Hasten  Bacteriologic  Diagnosis  in  Diphtheria.  H.  Langeb,  Munchener 
mediz.  Woch.,  Xo.  38,  Sept.  19,  1916. 
Diphtheria  bacilli  can  be  decolored  with  alcohol  much  more  rapidly 
than  pseudodiphtheria  bacilli.  The  author  uses  brilliant  green  as  a  stain 
instead  of  gentian  violet  and  after-stains  with  dilute  fuchsin,  which  shows 
up  the  bacilli  especially  distinctly.  Ed. 

978 

Nasal  Diphtheria.  K.  Ochsextcs,  Munchener  mediz.  Woch.,  Oct.  10,  1916. 
In  the  course  of  nine  months,  in  private  practice,  the  author  encoun- 
tered 32  cases  of  pure  nasal  diphtheria.  The  majority  of  the  children 
were  from  2  to  6  years  old.  In  88  per  cent  one  side  of  the  nose  was  at 
first   alone   affected.     Two   of  the   children   developed   diphtheria   in   the 
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other  side  of  the  nose  after  an  interval  of  five  and  ten  weeks.  A  ten- 
dency to  repeated  but  slight  hemorrhages  was  present  in  every  case. 
Formed  membranes  were  only  rarely  expelled.  The  course  was  always 
favorable.  Ed. 

982 

The  Problem  of  Diphtheria  Carriers.  Sophie  Rabinoff,  Jour.  Amer.  Med. 
Assn.,  Dec.  9,  1916. 
The  author  gives  her  experience  with  the  treatment  and  care  of  diph- 
theria carriers  in  an  institution  caring  for  about  400  children  under  5 
years  of  age.  All  have  been  subjected  to  the  Schick  test  in  a  routine  way 
previously  so  that  there  was  a  record  of  susceptibles  and  nonsusceptibles. 
Several  cases  of  diphtheria  occurred  among  the  children,  as  well  as 
among  the  attendants,  and  the  patients  were  promptly  isolated,  while 
nose  and  throat  cultures  were  taken  of  every  one  in  the  institution.  As 
the  immunity  conferred  by  antitoxin  is  only  temporary,  lasting  about 
three  weeks,  efforts  were  directed  to  the  prompt  elimination  of  carriers 
to  prevent  further  exposure  to  susceptibles.  In  the  beginning  they  were 
either  isolated  or  placed  in  dormitories  with  children  shown  by  the 
Schick  test  to  be  immune.  Only  those  were  considered  carriers  who 
furnished  two  successive  positive  cultures.  Local  treatment  was  rigor- 
ously carried  out,  but  there  was  a  group  of  resistant  patients  which 
continued  to  show  the  bacilli  over  a  long  period  of  time,  or  in  whom 
the  cultures  after  becoming  negative  became  again  positive  after  stopping 
treatment.  They  have,  therefore,  continued  to  follow  up  discharged  pa- 
tients and  have  observed  them  from  two  to  six  months.  Local  treatments 
all  failed  to  give  satisfaction,  and  Fuller's  earth  blown  into  the  nostrils 
according  to  the  method  suggested  by  Rappaport  and  Hektoen  only  gave 
good  results  in  adults.  It  was  finally  decided  to  remove  the  tonsils  and 
adenoids  in  all  cases  in  which  the  organisms  persisted,  taking  small 
groups  at  a  time  and  continuing  to  make  cultures,  pending  operation. 
Up  to  the  present  time  they  can  report  only  a  small  group,  ten  in  all, 
but  the  results  are  so  promising  that  they  feel  justified  in  proceeding 
with  this  method.  The  patients  follow  the  usual  course  following  tonsil- 
lectomy. After  the  membrane  which  forms  at  the  tonsillar  incisure  has 
disappeared,  the  cultures  invariably  become  negative,  the  results  being 
similar  to  those  reported  by  Ruh,  Miller  and  Perkins  (Journal  A.  M.  A., 
March  25,  1916,  p.  941).  They  conclude  that  removal  of  tonsils  and 
adenoids  seems  to  offer  a  safe  and  rapid  method  of  eliminating  diphtheria 
bacilli  from  the  nose  and  throat  of  carriers  and  should  be  resorted  to 
when  other  methods  fail.  Ed. 

985 

Laryngeal  Diphtheria  in  Adults.  J.  D,  Rollestox,  Cliuical  Jour..  Nov.  1, 
1916. 
Rolleston  points  out,  first,  that  the  affection  in  adults  is  very  rare.  Of 
11,313  patients  admitted  to  the  Grove  Hospital  in  London  during  a  period 
of  16  years,  1,156  were  suffering  from  laryngeal  diphtheria,  including  four 
adults.  He  admits  that  a  routine  laryngological  examination  would  prob- 
ably have  discovered  other  cases  in  which  the  larynx  was  involved,  but 
he  is  willing  to  limit  himself  to  cases  in  which  adults  showed  signs  and 
symptoms    of    true    laryngeal    diphtheria.      Dyspnea    did    not    make    its 
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appearance  until  later  in  the  disease,  if  at  all.  The  most  striking  symp- 
toms were  extreme  prostration  and  intoxication.  Of  the  four  adult 
patients  one  recovered.  Because  of  the  fact  that  the  condition  is  not 
recognized,  without  laryngeal  examination  until  late,  antitoxin  is  usually 
of  small  avail.  The  early  symptoms  in  the  adult  may  include  sore  throat, 
vomiting  and  cough.     Aphonia  is  comparatively  rare.  En. 

987 

studies  in   Diphtheria:    The  Treatment  of  Diphtheria  Carriers  by  Tonsil- 
lectomy.   H.  O.  RuH,  :m.  J.  :Miller  and  R.  G.   Perkixs,  Jour.  Amer 
Med.  Assn.,  March  25,  1916. 
The  removal  of  tonsils  (and  adenoids)   is  an  effective  method  of  elimi- 
nating diphtheria  bacilli  in  carriers.     After  the  post-operative  membrane 
has  disappeared  cultures  from  the  throat  are  invariably  negative.     Ed. 

9S8 

Cerebellar  Ataxia  After  Diphtheria.  Skrog,  Medizinische  Klinik,  No.  48, 
Nov.  26,  1916. 
Report  of  a  case  in  an  adult.  Large  doses  of  antitoxin  were  necessary 
to  control  the  diphtheria  and  in  the  course  of  the  disease  there  was 
marked  psychic  disturbance  and  bilateral  paralysis  of  the  palate.  This 
cleared  up  but  there  developed  paralysis  of  accommodation,  muscular 
hypotonus,  absence  of  tendon  reiiexes  in  the  legs,  extremely  marked 
ataxia  and  definite  bullar  speech.  The  patient  made  an  incomplete  re- 
covery. Ed. 

989 

Therapy  of  Nasal  Diphtheria..  Ui:.  SciiwKitix.  Munchener  mediz.  Woch., 
Nov.  14,  1916. 
The  author  asserts  that  routine  antitoxin  treatment  in  nasal  diph- 
theria is  all  right  for  the  protection  of  oiher  children,  but  in  the  treat- 
ment of  these  cases  (40)  he  did  not  invariably  pursue  this  course.  In 
the  majority  of  cases  he  introduced  white  precipitate  ointment  into  the 
nostrils  and  the  clinical  results  were  very  good,  and  within  a  short  time 
the  nasal  secretions  were  found  to  contain  no  bacilli.  Only  where  the 
temperature  was  high  did  the  author  use  antitoxin.  Nasal  diphtheria 
is  in  the  great  majority  of  cases  a  benign  affection,  either  the  bacilli 
are  of  low  virulence  or  the  blood  contains  a  great  amount  of  antibodies. 

Ed. 

1009 

Ambulatory  Types  of  Thyroid  Disease.  Eleanor  Bektixe,  Medico.1  Rec- 
ord, Nov.  18,  1916. 

Of  134  cases  of  thyroid  disease,  there  were:  (a)  Nine  simple  goiters; 
(b)  sixty-five  cases  in  which  stimulation  from  excessive  thyroid  activity 
was  clinically  the  chief  feature;  (c)  twenty-seven  cases  in  which  depres- 
sion, physical  and  mental,  was  the  chief  feature;  (d)  thirty-three  cases 
in  wnich  there  was  a  mixture  of  stimulation  and  depression. 

Simple  quantitative  change  in  thyroid  secretion  is  inadequate  to  ex- 
plain groups  b  and  c,  but  the  cause  must  be  sought  in  some  at  present 
ill-understood  inco-ordination  between  several  endocrine  glands.  Hence 
of  134  cases  of  thyroid  disease,  at  least  60  present  features  of  a  complex 
endocrine  disturbance.  Ed. 
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1013 

Clinical  Value  of  Metabolic  Studies  in  Thyroid  Cases.  W.  M.  Boothbt, 
Boston  Med.  and  Surg.  Jour.,  Oct.  19,  1916. 
In  normal  persons  the  basal  metabolism  rarely  varies  more  than  10 
per  cent  from  a  normal  figure,  depending  upon  age  and  sex,  when  com- 
pared by  surface  area  determined  by  DuBois  height-weight  curve.  In 
conditions  of  thyroid  overactivity  the  metabolism  may  increase  to  100 
per  cent  above  normal  and  in  underactivity  it  may  decrease  to  50  per 
cent  below  normal.  Ed. 

1016 

Conditions  Affecting  Secretion  of  the  Thyroid  Gland,  W.  B.  Cannon, 
Boston  Med.  and  Surg.  Jour.,  Oct.  19,  1916. 
If  the  thyroid  gland  and  the  neighboring  indifferent  tissues  are  con- 
nected with  a  galvanometer,  stimulation  of  the  sympathetic  strand  high 
in  the  thorax  evokes  an  action  current  after  a  latent  period,  varying 
usually  between  five  and  seven  seconds.  The  internal  secretion  of  the 
adrenal  gland,  or  adrenin,  will  have  the  same  effect  in  the  body  as  sym- 
pathetic nerve  impulses.  Stimulation  of  the  nerves  to  the  adrenal 
glands,  causing  their  secretion  to  be  poured  into  the  blood  stream,  will 
evoke  a  characteristic  electrical  change  in  the  thyroid,  thus  establishing 
the  infiuence  of  adrenal  activity  on  the  thyroid.  Ed. 

1020 

Operative  Results  of  Exophthalmic  Goiter.  Vekxox  C.  David,  A^inals  of 
Surgery,  Oct.,  1916. 
Of  65  patients  operated  for  exophthalmic  goiter  from  1905  to  1914, 
inclusive,  38  per  cent  were  cured  and  40  per  cent  were  greatly  benefited. 
Of  35  patients  having  exophthalmos  before  operation  only  13  or  37  per 
cent  reported  themselves  relieved  from  it.  The  duration  of  the  symp- 
toms in  the  patients  cured  was  sixteen  months,  in  those  greatly  benefited 
was  twenty-three  months  and  in  those  not  improved  was  thirty-three 
months.  Ei). 

1021 

Goiter;  An  Analysis  of  137  Cases.  C.  X.  Dowd,  Jour.  Amer.  Med.  Assn., 
Feb.  12,  1916. 
For  mildly  toxic  patients  operation  is  very  satisfactory  and  when  the 
toxic  symptoms  develop  in  connection  with  free  existing  goiter,  cure  is 
almost  certain.  When  they  develop  in  the  early  stages  of  the  growth, 
cure  is  usually  obtained  but  cannot  be  so  confidently  predicted.  The 
operation  may  be  by  partial  thyroidectomy,  cyst  enucleation,  artery 
ligation  or  boiling  water  injection,  according  to  the  case.  Advanced 
exophthalmic  goiter  presents  the  most  difficult  problems.  Many  elements 
must  be  considered,  including  the  complex  nature  of  the  ductless  glands, 
their  interrelations  and  chemical  influences  from  other  parts  of  the  body 
and  the  various  therapeutic  measures  which  interrupt  this  vicious  chain 
of  disturbance.  The  hyperplastic  thyroid  seems  to  cause  many  of  the 
symptoms  and  is  the  organ  most  easily  attacked.  The  treatment  consists 
largely  in  the  endeavor  to  control  its  overactivity.  Rest  is  an  important 
element.  Boiling  water  injections  have  an  undoubted  influence,  and  can 
be  used  for  patients  too  ill  for  other  measures.     The  ligation  of  the  thv- 
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roid  arteries  is  also  beneficial  and  can  be  used  as  a  preliminary  measure 
or  substitute  for  hemithyroidectomy.  Partial  excision  of  the  gland  must 
be  considered  a  most  reliable  therapeutic  measure,  but  the  administration 
of  drugs  and  the  animal  extracts  may  be  beneficial.  A  choice  of  method 
should  depend  on  the  condition  of  the  patient  and,  if  rightly  made,  nearly 
all  the  patients  can  be  improved.  Ed. 

1022 

Roentgen  Exposures  in  the  Treatment  of  Exophthalmic  Goiter.  J.  F. 
Flschei;.  Ugeskrift  for  Lacger,  Oct.  5,  1916. 
The  author  remarks  that  Roentgenotherapy  seems  to  be  far  more 
effectual  than  all  other  measures  combined,  except  the  operative,  in  the 
treatment  of  exophthalmic  goiter.  Assuming  that  this  disease  is  the 
result  of  excessive  thyroid  secretion  it  seems  logical  because  the  Roentgen 
rays  have  a  destructive  action  on  the  gland.  Furthermore,  Roentgeno- 
therapy is  comparatively  harmless,  while  operative  measures  show  a 
mortality  of  5.4  per  cent  (Bruno-Glaserfeld)  or  6  per  cent  (Hildebrand). 
Fischer  has  treated  by  Roentgenotherapy  94  exophthalmic  goiter  patients, 
and  37  were  simple  goiter.  Ages,  14  to  67.  Only  two  in  the  Basedow 
group  were  men.  As  a  rule  the  affection  was  of  from  one  to  four  years 
standing.  A  complete  subsidence  of  all  objective  and  subjective  signs 
and  symptoms  of  the  exophthalmic  goiter  was  realized  in  15  cases.  The 
thyroid  subsided  to  normal  size  in  twenty-two,  but  in  fully  two-thirds  of 
the  cases  it  became  much  reduced  in  size.  The  exophthalmos  was  the 
most  refractory  symptoms,  subsiding  completely  in  five  and  showing  im- 
provement in  eighteen.  Ed. 

1032 

The  Cerebral  Nerve  Disturbances  in  Exophthalmic  Goiter.  G.  J.  Heuer, 
Amer.  Jour.  Med.  Sciences,  March,  1916. 

A  young  physician,  23  years  old,  of  nervous  tenaperament  and  a  history 
of  several  recurrent  attacks  of  vomiting  without  nausea  and  occasional 
diarrhea  over  a  period  of  some  years,  was  admitted  to  the  hospital  suf- 
fering with  well  marked  Basedow's  disease.  He  presented  on  examina- 
tion the  classical  sj-mptoms;  drooping  lids,  protruding  fixed  eyes,  mask- 
like face,  open  mouth  and  hanging  jaw,  with  extreme  exophthalmos, 
greatly  enlarged  thyroid  and  a  moderate  tachycardia. 

Examination  of  the  cerebral  nerves  revealed  the  following:  Smell 
and  taste  fairly  normal.  Complete  bilateral  ptosis  of  the  eyelids,  com- 
plete paralysis  of  the  third,  fourth  and  sixth  cerebral  nerves.  The 
sensory  part  of  the  fifth  nerve  seemed  unimpaired,  but  the  motor  part 
was  markedly  involved,  the  open  mouth  and  hanging  jaw  being  appar- 
ently due  to  weakness  of  the  muscles  supplied  by  that  nerve.  Seventh 
nerve:  Facial  weakness  manifest  on  both  sides.  Eighth  nerve:  No 
disturbance  of  hearing.  The  dyspnea,  marked  difficulty  in  swallowing 
and  regurgitation,  together  with  other  signs,  gave  clear  evidence  of  bul- 
bar paralysis. 

The  patient  at  first  refused,  but  finally  consented  to  operation,  which, 
on  account  of  his  serious  condition,  was  limited  to  ligation  of  the  superior 
thyroid  arteries.  He  died  the  day  after  operation.  No  autopsy  was 
obtained.  Ed. 
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1036 

Results  of  Operations  for  Exophthalmic  Goiter.  E.  S.  Judu  and  J.  S. 
Pemberton,  8m-g.,  Gyn.  and  Obstet.,  March,  1916. 

The  first  change  noted  as  a  rule  is  in  the  subjective  symptoms.  Many 
patients  will  state  of  their  own  accord  and  within  two  or  three  days, 
even  before  the  pulse  has  changed  much  in  frequency,  that  the  feeling 
of  pounding  of  the  pulse  in  the  precordium  and  head  has  been  very 
materially  lessened. 

Exophthalmos  as  an  objective  symptom,  though  improved,  has  not  in 
any  of  the  cases  totally  disappeared  but  the  patients  in  a  short  time  may 
feel  much  less  fulness  in  the  eyes  and  feeling  of  protrusion. 

Gain  of  weight  has  begun  in  a  few  weeks  and  has  often  been  very 
marked.  A  girl  of  fourteen  increased  in  weight  from  eighty-nine  pounds 
to  one  hundred  and  fifteen  pounds  in  the  first  few  weeks.  Usually  the 
excessive  early  gain  in  weight  has  not  been  maintained  but  the  weight 
remains  at  a  point  above  that  before  operation. 

Some  of  the  symptoms  are  more  directly  traceable  to  the  excess  of 
thyroid  secretion  in  the  blood  than  others.  These  may  be  expected  as 
a  rule  to  show  very  considerable  improvement.  The  improvement  in 
exophthalmos  and  nervous  control  is  much  less  marked.  Most  of  the 
patients  still  have  a  pretty  unstable  nervous  makeup.  They  are 
easily  moved  to  tears  and  are  much  more  easily  upset  by  family  quarrels 
or  business  troubles  than  the  average  person,  even  though  their  other 
signs  of  hyperthyroidism  have  disappeared.  Physical  strength  is  often 
remarkably  restored  in  striking  contrast  to  the  nervous  control.       Ed. 

1037 

Goiter  and  Melancholia.  B.  D.  G.  Kappenbukg,  Nederl.  Tydschr.  voor 
Geneeskunde,  Sept.  30,  1916. 
Of  the  fifty-six  persons  with  goiter  at  the  Utrecht  Hospital  20  per  cent 
presented  more  or  less  pronounced  mental  impairment,  while  only  4.4 
per  cent  of  437  other  inmates  showed  any  mental  derangement.  Of  the 
20  per  cent  nearly  all  were  of  the  melancholic  types  of  psychoses.      Ed. 

1040 

Recent   Advances    in    Our    Knowledge   of   thd   Active    Constituent    in    the 
Thyroid:     Its  Clinical    Nature  and   Functions.       Edwakd  C.   Ke>'dall, 
Boston  Med.  and  Surg.  Jour.,  Oct.  19,  1916. 
The  author  refers  to  the  crystalline  substance  isolated  by  him.     This 
is  a  60  per  cent  iodine  compound  which,  when  administered  in  small  quan- 
tity in  cases  of  cretinism  and  myxedema,  gave  results  entirely  equal  to 
that  of  thyroid  extract.     In  large  doses,  however,  it  gives  rise  to  toxic 
symptoms  simulating  exophthalmic  goiter.     The  effect  of  the  compound 
does  not  make  its  appearance  until  several  hours  after  its  administration. 
There  is  no  fall  in  blood  pressure  or  increase  in  the  pulse  rate,  except 
if  amino-acids  are  injected  simultaneously.  Ed. 

1048 

Exophthalmic  Goiter.     H.  Mackexzie.  Lancet,  Nov.  11,  1916. 

The  author  believes  that  2.5  per  cent  of  all  cases  of  Graves'  disease 
terminate  fatally;  50  per  cent  under  ordinary  medical  treatment  attain 
more  or  less  complete  recovery  in  the  milder  types  of  disease,  and  in 
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the  remainder  the  disease  is  chronic.  As  to  the  value  of  various  remedies 
in  goiter,  bromides  proved  useful  where  nervous  symptoms  were  only 
marked;  belladonna  seemed  to  quiet  the  heart  and  nervous  system;  cal- 
cium salts  and  phosphates  were  found  to  be  beneficial  when  there  was 
progressive  loss  of  weight.  The  author's  experience  with  operative  treat- 
ment has  been  unfavorable.  Fifteen  cases  in  which  ligation  was  per- 
formed gave  a  mortality  of  20  per  cent,  and  nineteen  cases  in  which 
thyroidectomy  was  performed  gave  a  mortality  of  42  per  cent.  Ed. 

1054 

Exophthalmic  Goiter.     A.  .7.  Ochsxkr,  Annals  Surgery,  Oct.,  1916. 

The  author  considers  that  surgical  treatment  of  exophthalmic  goiter 
begins  after  it  has  been  established  that  medical  treatment  cannot  per- 
manently cure  the  patient.  He  believes  that  thyroid  extract,  digitalis, 
and  iodine  should  never  be  used  in  the  medical  treatment  of  the  disease. 
He  believes  he  has  seen  deaths  directly  attributable  to  the  use  of  each  of 
these  drugs. 

When  operation  is  decided  upon,  selection  of  the  proper  time  to  operate 
is  of  the  utmost  importance.  Operation  is  never  advisable  during  exacer- 
bation, and  an  operation  should  not  be  undertaken  if  the  patient  expresses 
fear  of  it.  The  amount  of  surgery  done  at  one  sitting  should  be  limited 
to  the  amount  of  surgery  the  operator  deems  safe  for  the  patient,  which 
varies  from  ligation  of  one  vessel  to  double  lobectomy.  The  author  pre 
fers  the  regular  horseshoe  incision  even  for  ligation  of  vessels,  as  it 
permits  ligation  of  the  anterior  thyroid  veins  in  addition  to  ligation  of 
both  superior  and  inferior  thyroid  arteries  on  the  side  of  the  gland  most 
affected.  The  injection  of  boiling  water  into  the  gland  of  patients  too 
severely  toxic  to  stand  even  a  ligation  has  proved  valuable  in  the  limited 
number  of  cases  where  tried.  Xo  matter  what  the  preliminary  operation, 
the  patient  should  receive  the  same  careful  after-care  as  though  the 
radical  operation  had  been  performed;  the  latter  should  always  be  done 
when  the  patient  has  received  the  maximum  benefit  from  the  preliminary 
operation  and  should  never  be  omitted  because  of  an  apparent  cure. 

Ochsner  believes  that  the  margin  of  safety  for  the  excision  of  the  gland 
can  be  enormously  widened  by  a  transfusion  of  400  to  600  ccm.  of  blood 
at  the  beginning  of  the  operation.  In  regard  to  anesthetics,  he  believes 
that  ether  by  the  open  drop  method  is  the  only  safe  method  for  general 
use.  Morphine  and  atropine  are  given  one-half  hour  before  the  anesthetic. 
The  patient  is  fully  anesthetized,  the  head  of  the  table  raised,  and  no 
more  anesthetic  is  given  after  the  operation  is  started.  Before  the  patient 
is  returned  to  bed,  if  there  have  been  marked  symptoms  of  hyperthyroid- 
ism, stomach  lavage  with  water  at  110°  F.  is  performed  to  eliminate 
mucus  in  the  stomach,  which  the  author  believes  is  a  predisposing  factor 
in  postoperative  hyperthyroidism.  'Local  anesthesia — 0.5  per  cent  novo- 
caine  plus  adrenalin — will  entirely  eliminate  the  danger  of  the  anesthesia. 
It  also  limits  trauma  to  the  minimum.  Hemorrhage  should  be  prevented 
by  clamping  all  vessels  between  two  forceps  before  cutting.  The  wound 
should  be  drained. 

Injury  to  the  recurrent  laryngeal  nerve  and  to  the  parathyroids  can  cer- 
tainly be  avoided  by  ligating  the  inferior  thyroid  arteries  anterior  to  the 
posterior  thyroid  capsule,  the  latter  being  allowed  to  remain  undisturbed 
in  its  relation  to  the  trachea.  Ed. 
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1055 

Some  Functions  of  the  Thyroid  and  Their  .  Relationship  to  Goiter. 
Sydney  Pekx,  Med.  Jour,  of  Australia,  June  17,  1916. 
The  author  first  discusses  the  hyperactivity  of  the  thyroid  which  takes 
place  in  the  presence  of  toxemia  or  a  focus  of  infection  in  some  part  of 
the  body.  In  thyrotoxic  goiters  infections  have  been  found  in  the  ton- 
sils, nasal  accessory  sinuses  or  teeth.  He  believes  that  in  the  large  ma- 
jority of  goiters  some  focal  infection  is  present  and  he  has  found  that 
when  the  infective  foci  is  located  and  removed  the  thyroid  responds  to 
medical  treatment.  In  fact  in  his  own  cases  he  has  not  had  to  remove 
a  single  gland.  He  then  discusses  the  vaso-dilatory  function  of  the 
thyroid  and  finally  the  influence  of  this  gland  on  calcium  salts  metabolism 
(this  function  being  shared  by  the  parathyroids).  Insufficiency  of  lime 
salts  leads  to  goiter.  Ed. 

1058 

Treatment  of  Exophthalmic  Goiter  by  the  Roentgen  Rays.  G.  E.  Pfah- 
LEB  and  J.  D.  Zulick,  American  Jour.  Roentgenol.,  Feb.,  1916. 

When  the  x-ray  treatment  is  used  the  pulse  rate  will  show  a  reduction 
in  nearly  all  cases.  Next  to  this  the  weight  shows  a  marked  increase. 
The  sleeplessness,  excitability  and  headache  all  show  early  improvement. 
The  exophthalmos  shows  improvement  in  50  per  cent  of  the  cases  treated. 
The  size  of  the  goiter  is  diminished  in  20  per  cent  of  cases. 

Since  the  thymus  gland  is  enlarged  in  50  to  90  per  cent  of  cases  it  is 
best  to  treat  this  gland  in  addition  to  the  goiter  applications. 

The  effect  of  the  rays  on  the  enlarged  thymus  is  prompt  and  effective. 
At  no  time  should  the  dosage  be  carried  to  the  extent  of  reddening  the 
skin. 

With  a  Coolidge  tube,  a  spark  gap  of  9  inches,  5  milliamperes  of  current 
for  five  minutes  is  a  dose.  The  series  of  doses  should  not  be  repeated 
within  three  or  four  weeks.  Ed. 

1061 

Surgery  of  the  Thyroid  Gland.  C.  A.  Poeter,  Boston  Med.  and  Surg. 
Jour.,  Oct.  19,  1916. 
An  analysis  is  made  of  185  cases.  In  the  author's  opinion  partial 
lobectomy  is  a  more  severe  and  bloody  operation  than  hemithyroidectomy, 
but  he  feels  that  it  is  followed  by  more  immediate  improvement  and  that 
the  danger  of  recurrence  is  less.  Of  these  85  cases  operated  upon  20 
are  absolutely  cured,  18  much  improved,  4  not  improved,  and  requiring 
further  operation;  16  have  not  reported.  Ed. 

1062 

The  Surgical  Treatment  of  Goiter.  Miles  F.  Porter,  Annals  of  Surgery, 
Oct.,  1916. 
The  author  discusses  the  question  of  how  to  improve  upon  the  results 
achieved  in  the  surgical  treatment  of  goiter  and  states  that  there  are 
three  sources  of  dissatisfaction  following  thyroidectomy:  (1)  Failure 
to  get  relief  from  the  symptoms  although  there  is  no  recurrence  of  the 
goiter;  (2)  the  immediate  mortality  is  too  high;  (3)  too  many  cases 
are  seen  which  have  gone  beyond  the  point  where  the  question  of  sur- 
gical relief  can  be  entertained  with  reason. 
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The  first  cause  of  failure  or  partial  failure  can  be  avoided  quite  often 
by  making  a  liberal  incision  and  exposing  the  whole  gland  before  com- 
mencing its  removal.  Perhaps  in  the  majority  of  cases,  by  careful  ex- 
amination of  the  gland  after  uncovering  it,  it  is  possible  to  distinguish 
the  hyperactive  or  toxic  portions  of  the  gland  from  the  normal  portions 
(the  former  are  lighter  in  color,  yellowish  white  rather  than  red  and 
not  so  firm  as  the  normal  gland  structure)  and  all  the  pathological  tissue 
should  be  removed. 

The  immediate  mortality  of  operation  can  be  reduced  by  substituting 
boiling  water  injections  into  the  gla,nd  for  ligation  as  a  preliminary  to 
thyroidectomy  in  serious  cases  and  by  using  the  injections  to  the  exclu- 
sion of  all  other  methods  in  mild  cases  with  little  or  no  enlargement  of 
the  thyroid  and  in  extremely  serious  cases.  There  is  a  so-called  inevita- 
ble mortality  but  this  could  be  reduced  by  removing  all  simple  goiters 
before  they  become  toxic  or  malignant.  Ed. 

1071 

Roentgen  Treatment  of  Exophthalmic  Goiter.  C.  A.  Simpson,  Southern 
Med.  Jour..  Oct.,  1916. 
A  large  percentage  of  cases  of  exophthalmic  goiter  are  associated  with 
enlarged  thymus  which  many  surgeons,  to  avoid  dangerous  post-operative 
symptoms  and  even  death,  advise  resecting  at  the  same  time  the  thyroid 
is  removed.  This  must  greatly  prolong  and  complicate  the  operation  of 
thyroidectomy  in  patients  generally  regarded  as  bad  operative  risks.  The 
Roentgen  ray  will  quickly  and  painlessly  atrophy  the  thymus  and  for 
this  reason  should  be  the  method  of  choice  in  all  cases  of  exophthalmic 
goiter  where  enlarged  thymus  is  suspected.  Ed. 

1087 

Treatment  of  Otomycosis.  H.  P.  Bellows.  Jour.  Ophthal..  Otol.  and 
Laryndol.,  Sept.,  1916. 
There  are  four  objects  to  be  attained  in  treatment:  (1)  to  properly 
cleanse  the  external  canal  s.nd  drum  head;  (2)  to  reduce  the  local  in- 
flammation; (3)  to  effectively  destroy  all  the  parasitic  germs  present; 
(4)  to  prevent  recurrence.  To  meet  all  these  essentials  the  author  out- 
lines the  following  treatment:  Removal  of  the  growth  thoroughly  by 
means  of  blunt  ring  curette  and,  if  necessary,  gentle  syringing  and  dry- 
ing with  absorbent  cotton.  Application  of  hydrogen  peroxide,  full 
strength,  for  five  minutes  (filling  the  ear  with  it  if  there  is  no  perfora- 
tion). To  reduce  the  inflammation  the  author  gives  belladonna  inter- 
nally. To  destroy  the  parasitic  germs  peroxide  irrigations  followed  by 
sattirated  boric  acid  solution  in  50  per  cent  alcohol,  night  and  morning, 
for  several  days  are  advised.  To  prevent  recurrence  absolute  dryness 
is  essential    (dusting  powder).  Ed. 

1094 

Case  of  Herpes  Zoster  Oticus.  Auchek  Ryland.  Jour.  Laryngol.,  Khinol. 
and  Otol.,  Dec,  1916. 
The  patient  complained  of  the  following  symptoms:  pain  In  the  left 
ear,  aching  pain  and  swelling  of  the  left  ear  itself,  slight  deafness  in 
left  ear  but  no  discharge,  weakness  of  the  left  side  of  face,  pain  on  swal- 
lowing and  soreness  in  left  side  of  throat,  weakness  and  watering  of  left 
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eye,  giddiness  and  nausea  and  vomiting.  In  the  first  few  days  of  the 
disease  prostration  was  great  and  the  clinical  picture  as  can  be  seen 
from  the  symptomatology,  resembled  an  intracranial  complication.  The 
duration  of  the  herpes  (which  was  the  decisive  factor  in  the  diagnosis) 
was  eight  days.  It  had  an  auriculo-temporal  distribution.  Throughout 
the  attack  the  temperature  was  subnormal  and  the  pulse  slow.  Leucocyte 
count  normal;  spinal  fluid  normal.  Ed. 

1095 

Diffuse  External  Otitis.  C.  A.  Tokkic.ia.ni,  Arch.  ital.  di  Otoh,  Rinol.  e 
LaringoL,  Oct.,  1916. 
This  article  deals  with  artificially  induced  external  otitis  and  details 
four  cases  in  soldiers  who  in  order  to  be  placed  on  the  sick  list  rubbed 
various  varieties  of  euphorbia  on  their  ears.  The  intensity  of  the  inflam- 
mation will  depend  upon  the  duration  of  application  of  the  plant.  The 
various  stages  of  the  evolution  of  the  inflammation  may  be  divided  into 
(1)  erythematous  edema;  (2)  vesicular  stage;  (3)  eczematous  stage; 
(4)  ulcerative  stage.  Treatment  consisted  of  applications  of  bland  salves 
and  complete  cure  resulted  in  several  days.  Ed. 

1098 

The  Discharging  Ear.     Albert  Bardcs,  Medical  Record,  Sept.  30,  1916. 

Practically  all  middle  ear  infections  start  in  the  nasal  chambers  fol- 
lowing grippe,  tonsillitis,  scarlatina,  and  measles.  Surf  bathing  and  the 
promiscuous  nasal  douche  also  cause  many  infections  of  the  middle  ear. 
Infants  are  very  susceptible  to  such  involvement,  owing  to  the  nearness 
of  the  middle  ear  to  the  posterior  nares.  Scarlatina  is  the  most  de- 
structive infection  to  the  ear  in  child  life.  The  author  states  that  twenty 
per  cent  of  all  deaf  mutes,  and  a  great  proportion  of  other  persons  with 
disabled  ears  owe  their  misfortune  to  that  disease. 

In  discussing  treatment,  the  author  thinks  it  far  better  to  open  the 
membrane  prematurely  than  to  allow  infection  to  spread.  The  usual 
forms  of  therapeutics  are  advised.  Never  should  the  drum  be  incised 
without  an  anesthetic.  The  internal  Wilde  incision  is  recommended.  In 
chronic  suppuration,  the  Schwartze  operation  is  advised,  as  the  Stacke 
method  leaves  the  hearing  much  disturbed.  M.  D.   Ledermax. 

1101 

Chronic  Suppurative  Otitis  iVledia.     A  Modified  Radical  Operation.     Hugh 
B.  Blackaveix,  New  York  Med.  Jour.,  August  26,  1916. 

Usual  incision  as  in  Stacke  operation.  Soft  parts  elevated  and  re- 
tracted. The  antrum  is  opened,  and  the  posterior  bony  canal  wall  is 
lowered  until  the  facial  ridge  is  reached,  leaving  only  an  epitympanic 
ring  in  the  superior  portion,  the  membrana  tympani  and  the  ossicles 
are  left  intact.  The  wound  is  packed  and  closed  as  in  the  radical  opera- 
tion by  cutting  a  flap. 

The  purpose  of  this  operation  is  to  stop  the  discharge,  and  to  conserve, 
or,  if  possible,  to  improve  the  hearing.  In  a  series  of  sixteen  cases, 
eight  resulted  in  dry  ears,  and  eight  were  intermittently  dry.  An  inter- 
esting feature  is  the  development  of  a  secondary  tympanic  membrane. 

Francis  R.  •Packard. 
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1103 

Perforations  of  Shrapnell's  Membrane.  J.  V.  E.  Clay,  Jour.  Ophthah, 
Otol.  and  Laryngoh,  March,  1916. 
Perforations  of  Shrapnell's  membrane  are  considered  by  some  otologists 
as  invariably  indicating  necrosis.  From  clinical  observations  the  author 
concludes  that  perforations  of  Shrapnell's  membrane  may  be  classified 
as  those  associated  with  chronic  tubo-tympanic  obstructive  lesions  and 
those  belonging  to  the  chronic  suppurative  class.  The  perforations  due 
to  obstructive  tubo-tympanic  disease  may  become  suppurative  through 
subsequent  infection.  It  is  interesting  to  note  that  in  many  cases  of 
suppurative  lesions  there  is  an  absence  of  a  history  of  acute  aural  sup- 
puration. The  author  does  not  believe  that  all  cases  of  perforations  of 
Shrapnell's  membrane  spells  necrosis.  Careful  removal  of  crusts  and 
simple  cleanliness  will  sometimes  cause  covering  of  the  perforation  by 
epithelium.  Ossiculectomy  should  be  practiced  only  if  it  can  be  proven 
that  necrosis  is  confined  to  the  ossicles.  Where  there  is  evidence  of 
necrosis  in  the  attic  the  radical  mastoid  should  be  performed.  Ed. 

1104 

Vaccine  Treatment  of  Chronic  Suppurative  Otitis  Media  G.  M.  Co.vtes 
and  M.  S.  Eksxkk,  Pennsylvania  Med.  Jour.,  May,  191&. 
The  authors'  report  is  based  on  a  series  of  50  cases  treated  with  au- 
togenous vaccines,  as  well  as  the  results  in  21  of  the  cases  of  comple- 
ment-fixation tests,  21  Wassermann  reactions  and  2.5  von  Pirquets.  All 
of  the  50  cases  were  of  the  pronounced  chronic  type.  A  cessation  of  the 
discharge  was  obtained  in  46  per  cent.  The  technique  of  taking  cultures 
for  vaccine  preparation  was  to '  cleanse  the  middle  ear  and  canal  as 
thoroughly  as  possible  with  cotton  swabs  or  by  suction;  fill  the  canal  with 
alcohol  for  ten  minutes;  remove  and  dry  by  evaporation  for  fifteen  min- 
utes. Then  by  inflation  or  by  suction  a  drop  of  pus  was  obtained  on  a 
sterile  platinum  loop  inserted  through  a  sterile  speculum.  While  vaccine 
therapy  will  permanently  stop  the  discharge  in  a  good  many  of  the 
chronic  cases,  those  showing  bony  encrosis,  cholesteatoma  and  possibly 
labyrinth  suppuration  would  not  yield  good  results.  Ed. 

1105 

Final    Report   on   tine    Isolation    and    Cultivation    of  the  Tubercle   Bacillus 

from  the  Discharging   Ear  in   Cases  of  Chronic  Purulent  Otitis   Media. 

G.   H.   Cocks   and   J.   G.   Dwyek.   Jour.   Laryngoh,   Rhinol.   and   Otol., 

July,  1916. 

The  technique  employed  is  as  follows:     A  solution  of  3  per  cent  sodium 

hydrate  is  used  to  wash  the  discharge  from  the  ear  or  mastoid  wound. 

This  discharge  is  then  allowed  to  stand  in  a  sterile  flask  in  an  incubator 

for  one  to  three  hours,  being  shaken  at  intervals.     When  the  flakes  of 

mucus  have  been  dissolved  the  mixture  is  thoroughly  centrifugalized  and 

the    supernatant   fluid    poured    off.     The   precipitate    is    neutralized    with 

normal  hydrochloric  acid,  using  litmus  as  an  indicator.     The  residue  is 

then  inoculated  into  a  series  of  Miller's  culture  media  (extract  of  glands, 

spleen  and  lymphatic  tissue  of  laboratory  animals).     Growth  takes  place, 

if  tubercle  bacilli  are  present,  in  from  ten  to  twenty  days.     Subcultures 

are  then  made.     This  method  is  used  by  the  authors  in  the  late  cases. 
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For  the  early  cases  they  use  the  anti-formin  method  in  conjunction  with 
Petroff's  medium. 

The  authors  report  on  fifteen  eases  (with  synopsis)  proved  by  culture 
and  smears  from  the  aural  discharge  to  be  tuberculous  and  one  case 
which  proved  to  be  tuberculosis  of  the  antrum  of  Highmore.  In  another 
series  of  thirty-two  children,  ranging  in  age  from  ten  months  to  fifteen 
years,  presenting  aural  discharge,  five  showed  positive  cultures  showing, 
in  accordance  with  previous  figures  compiled  by  the  authors  that  15.6  per 
cent  of  all   chronic  purulent  otitis  media  in   childhood  are  tuberculous. 

Ed. 

IIOS 

Aural  Complications  of  Grippe.  Edwakd  B.  Dexch,  New  YorTc  Med.  Jour., 
Dec.  16,  1916. 

The  author  brings  out  the  following  points:  (1)  Aural  complications 
of  influenza  are  severe  chiefly  from  the  fact  that  the  constitutional  infec- 
tion lowers  the  general  bodily  resistance.  (2)  The  hemorrhagic  type  of 
inflammation,  both  in  the  middle  ear  and  in  the  mastoid  process,  occurs 
probably  more  frequently  as  a  complication  of  influenza  than  other  con- 
stitutional diseases.  (3)  Operative  interference  in  these  cases  must  de 
pend  upon  the  otoscopic  appearances  and  the  local  symptoms.  In  other 
words,  the  actual  lesion  determines  the  surgical  interference. 

So  far  as  the  bacteriology  of  the  condition  is  concerned,  the  author 
states  that  he  has  yet  to  see  a  single  case  of  mastoiditis  or  a  single  case 
of  middle  ear  infection  due  to  the  specific  organism  of  influenza.  In 
cases  of  so-called  influenza  otitis  the  infecting  organism  is  almost  always 
a  streptococcus.  Ed. 

1111 

A  Factor  in  the  Prognosis  of  Acute  Suppuration  of  the  Middle  Ear. 
F.  F.  Fkaxcherk,  Annals  Otol.,  Bhinol.  and  Laryngol.,  Dec,  1916. 
Besides  the  powers  of  resistance  of  the  patient,  the  severity  of  the 
infection  and  the  question  of  adequate  drainage  the  author  points  out 
that  there  is  another  factor  concerned  in  the  prognosis  of  middle  ear 
suppuration,  namely,  the  anatomic  structure  of  the  mastoid  cells.  The 
chances  for  complications  are  greater  where  the  cells  are  larger  than 
where  they  are  small  and  of  uniform  size.  Ed. 

1118 

Note  on  the   Value   of   Hexamine    in    Aural    Suppuration    and    Meningitis. 

D.  Gi-THRiE.  British  Med.  Jour..  Sept.  30,  1916. 
The  drug  has  no  value  in  these  conditions.     In  four  cases  of  chronic 
otitis  media  where  the  author  administered  the  drug  in  large  doses,  and 
in  two  cases  of  meningitis,   the  secretions  and  the  spinal   fluid  respe(^- 
tively  were  entirely  free  from  either  hexamine  or  formaldehyde.        Ed. 

1119 

Tuberculosis  of  the  Middle  Ear.  H.  B.  Graham.  Annals  Otol.,  Rhinol.  and 
Laryngol.,  March,  1916. 
During  the  past  four  years  the  author  has  studied  nine  cases  of  middle 
ear  tuberculosis,  the  diagnosis  being  based  upon  the  clinical  histories 
and  examinations,  pathological  sections,  presence  of  tubercle  bacilli  in 
the   discharge    and    by    animal    experimentation.     In    a   general   way    the 
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clinical  picture  may  depend  upon  the  anatomical  part  involved  (mucous 
membrane,  drum,  bone)  but  the  process  may  be  more  or  less  general 
throughout  the  middle  ear  and  may  be  classified  into  the  following 
varieties: 

(a)  Lupoid.  This  occurs  in  adults,  extends  over  a  long  period  of  time 
and  is  marked  by  repeated  exacerbations.  In  early  cases  the  discharge 
is  pronounced  during  the  attacks;  hearing  is  decidedly  impaired  but 
returns  upon  subsidence  of  the  discharge.  In  late  cases  the  discharge 
is  scanty.     There  is  frequent  destruction  of  the  labyrinth  in  these  cases. 

(b)  Infiltrating.  Clinically  these  cases  are  sub-acute,  leading  to  early 
perforation  of  the  drum.  As  a  rule  there  is  deafness  due  to  thickening 
of  the  mucous  membrane  and  to  labyrinthine  degeneration. 

(c)  Fungoid.  There  is  much  granulation  tissue  produced  in  the  mid- 
dle ear  and  mastoid  without  bony  change  and  with  small  amount  of 
discharge.  Often  the  process  may  be  confined  to  the  mastoid  alone,  the 
middle  ear  being  free. 

(d)  Xecrot'c.  Most  often  attacks  adults.  Pus  formation  is  often  pro- 
fuse and  the  antrum  is  filled  with  caseous  material  and  sequestra  floating 
in  pus.  The  middle  ear  is  lined  with  small,  flat  granulations  in  the 
form  of  polypi. 

(e)  Fibrinoid.  This  is  the  rarest  form  and  is  characterized  by  a  thick, 
dry,  whitish  deposit  on  the  promontory  wall  under  which  lies  a  granu- 
lating bony  surface. 

(f)  Myringitis   of  Moller.     This  is   a   type   of  the   infiltrating   variety. 

1123 

Treatment  of  Exudative  Middle  Ear  Catarrh.  Jacoh  B.  Heidf.xreich, 
Xordisk  Tidskrift  for  Oto-RJiino-Laryngol.;  Nos.  2,  3  and  4,  1916. 
The  author  disputes  the  opinion  held  by  some  that  a  serous  exudate 
from  the  tympanic  cavity  will  undergo  spontaneous  absorption.  Further 
the  differential  diagnosis  between  serous  and  mucous  exudate  is  rather 
difficult.  Every  case  of  middle  ear  exudate,  whether  serous  or  mucous, 
small  in  quantity  or  large,  acute  or  chronic,  should  be  subjected  to 
paracentesis  and  the  middle  ear  cavity  blown  out  with  air.  Only  through 
such  measures  are  favorable  results  to  be  obtained.  Ed. 

1129 

Injection  of  the  Gasserian  Ganglion  Through  the  Foramen  Ovale.  H.  H. 
Martix,  Southern  Med.  Jour.,  July,  1916. 
The  author  states  that  the  operation  has  reached  beyond  the  experi- 
mental stage  and  will  eventually  supersede  the  extirpation  of  the 
ganglion,  division  of  the  sensory  root,  peripheral  and  nerve  trunk  injec- 
tion. Certain  accidents  must  be  guarded  against  as  the  needle  will  pass 
near  the  intei'nal  maxillary  artery  which  lies  close  to  the  inferior 
maxillary  nerve  in  the  spheno-maxillary  fossa  and  sends  a  small  branch 
through  the  foramen  ovale.  If  the  needle  is  improperly  directed  it  may 
enter  the  foramen  spinosum,  the  jugular  foramen  or  an  emissary  vein 
(Civinini)  just  below  the  foramen  ovale,  or  the  Internal  earitid  or  cav- 
ernous sinus  might  be  injured.  Hence,  the  operation  demands  a  thor- 
ough knowledge  of  the  anatomy  of  the  parts  and  considerable  surgical 
dexterity.  Ed. 
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1131 

Acute  Middle  Ear  Suppuration.  Joii.n  J.  O'Brien,  Islew  York  Med.  Jour., 
Sept.  30,  1916. 
The  author  calls  attention  to  the  frequency  during  the  past  winter  of 
acute  otitis  media  following  grippe.  He  points  out  the  importance  of 
routine  examination  of  the  ear  in  these  cases,  and  the  early  incision  of 
the  drum  to  prevent  the  complications  of  mastoiditis,  meningeal,  cerebral 
and  cerebellar,  and  vestibular  complications  that  may  follow  its  neglect. 

Francis  R.  Packakd. 

1135 

Lesions  of  the  iViiddle  Ear  from  Aerial  Commotion.  A.  Saupiquet,  Rev. 
de  Laryngol.,  d'  Otol.  et  de  Rhinal.,  No.  24,  Dec.  31,  1916. 

The  only  point  about  the  large  number  of  cases  of  auditory  lesions 
from  shell  explosions,  etc.,  noted  by  the  author  was  the  relatively  small 
proportion  of  lesions  of  the  middle  ear.  Of  164  cases  of  ear  disease  pro- 
duced by  commotion  only  26  were  instances  of  commotion  of  the  laby- 
rinth associated  or  not  with  lesions  of  the  middle  ear.  The  affections  of 
the  middle  ear  produced  by  commotion  are  divided  by  Saupiquet  into 
three  classes:  }  '^>\ 

Class  1.  Twenty-four  cases.  Perforation  of  the  drum  of  various  size, 
always  with  more  or  less  ragged  edges.  More  or  less  free  bleeding. 
Condition  tended  to  cure  without  infection  of  the  middle  ear,  the  lesions 
gradually  cicatrizing,  if  the  membrane  was  not  too  extensively  destroyed. 
If  middle  ear  infection  occurred  the  otorrhea  made  its  appearance  within 
the  first  two  or  three  days.  Sometimes  it  was  a  mucous  or  muco-puru- 
lent  oozing,  at  other  times  a  true  purulent  otitis.  Of  the  twenty-four 
cases  observed  eighteen  showed  this  suppuration. 

Class  2.  Thirty-two  cases.  The  lesion  first  seen  was  not  a  perfora- 
tion but  a  simple  attrition  of  the  tympanic  membrane.  At  the  first 
examination  there  was  slight  intratympanic  hemorrhage,  often  along  the 
handle  of  the  malleus,  sometimes  at  the  level  of  Shrapnell's  membrane; 
In  some  cases  there  was  a  small  hematoma.  This  hemorrhagic  lesion 
gradually  disappeared  and  in  a  few  days  the  drum  head  was  normal,  or 
it  might  be  transformed  into  a  perforation,  depending  upon  the  depth 
of  the  attrition  and  the  mortification  of  the  tissues.  The  author  noticed 
secondary  perforation  in  twenty  cases.  The  time  of  appearance  varied 
from  three  or  four  days  to  a  fortnight  after  the  injury.  The  appearance 
of  the  secondary  perforation  differs  from  primary  perforation  in  that  the 
opening  is  not  a  tear  or  bursting  of  the  membrane,  but  is  a  thin  sharp- 
edged  lenticular  perforation.  This  perforation  may  cicatrize  without 
suppuration  or  a  purulent  otitis  media  may  develop.  The  tendency 
towards  cure  is  greater  in  the  secondary  than  in  the  primary  perfora- 
tions. 

Class  3.  Cases  in  Avhich  a  purulent  traumatic  otitis  media  comes  on 
suddenly.  Ed. 

1141 

A  Fatality  Following  Acute  Otitis   Media.     Irving  W.  Voorhef^,  Medical 
Record,  Sept.  23,  1916. 
The  patient  died  suddenly  and  the  consensus  of  diagnostic  opinion  was: 
mastoiditis,  brain  abscess,  rupture  into  the  lateral  ventricle.  The  author 
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publishes  the  case  because  of  the  following  conclusions:  1.  Any  appar- 
ently "simple"  acute  otitis  media  is  capable  of  producing  dire  results. 
2.  The  appearance  of  the  drum  may  be  very  misleading.  Behind  it  may 
be  lurking  the  deadly  streptococcus  mucosas.  3.  A  culture  should  be 
taken  in  every  case  and  the  predominant  germ  identified  if  possible.  4. 
Any  abrupt  cessation  of  discharge  accompanied  by  a  severe  unilateral 
headache  is  an  unfailing  sign  of  some  complication  calling  for  operation. 
5.  No  patient  with  an  acute  otitis  should  be  allowed  to  get  away  from 
the  observation  of  a  trained  otologist  until  all  symptoms  have  disap- 
peared   and   a    condition    of   restitutio    ad   integram    has    been    obtained. 

Ed. 

1145 

Massage  of  the  Eustachian  Tube.  Ai.i  i;kd  Li;wy,  Annals  Otoh.  Rhinol.  and 
Laryngol..  Dec,  1916. 

The  technique  is  that  described  by  Mink.  A  nasal  applicator  is  curved 
to  about  the  same  degree  as  an  Eustachian  catheter,  but  a  shorter  segment 
of  curve  is  used.  A  number  of  different  lengths  of  curve  are  necessary 
to  fit  septal  deviations  and  various  anatomic  conditions.  The  cotton  is 
best  folded  on  itself  and  wound  around  the  carrier  so  as  to  form  a  thick 
ball  rather  than  a  brush  to  avoid  trauma.  After  cocainizing  the  region 
of  the  mouth  of  the  tube,  the  cotton-wound  applicator  is  passed  back  to 
the  posterior  wall  of  the  pharynx,  swept  upward  in  the  fossa  of  Rosen- 
mueller,  brought  forward  over  the  mouth  of  the  tube  and  immediately 
downward  and  back  under  the  mouth  of  the  tube.  This  motion  is  re- 
peated about  twenty  times  or  as  often  as  the  operator's  judgment  indi- 
cates. 

The  results  obtained  by  the  author  have  been  very  satisfactory  in  cases 
of  tubal  catarrh  and  in  acute  and  chronic  otitis  media.  No  special  re- 
sults have  been  obtained  in  the  treatment  of  tinnitus.  Ed. 

1147 

Hereditary  Syphilis  of  the  Internal  Ear.  Osc.vn  Bi:ck,  Medizinische 
Klinik,  No.  12,  1916. 

Beck  distinguished  the  following  main  types:  1.  Isolated  involvement 
of  the  acoustic  apparatus;  2.  Simultaneous  involvement  of  the  cochlear 
and  vestibular  apparatus;  3.  Involvement  of  the  static  labyrinth  alone. 
He  takes  up  only  the  first  type  of  the  disease,  the  frequency  of  which 
amounts  to  20-30  per  cent  in  hereditary  syphilitic  children.  Three  forms 
are  described  according  to  symptomatology.  1.  The  apoplectiform,  in 
which  the  onset  of  the  deafness  is  very  sudden,  sometimes  over  night, 
the  s"tatic  function  remaining  undisturbed.  The  usual  age  of  recurrence 
is  the  tenth  year.  Prognosis  is  absolutely  unfavorable.  2.  Insidious 
forvi,  the  age  of  occurrence  being,  about  the  same  as  in  the  apoplectiform, 
often  associated  with  Hutchinson's  triad.  3.  In  this  form  subjective 
noises  are  most  prominent,  the  hearing  capacity  apparently  remaining 
unimpaired. 

The  author  also  points  out  various  analogies  between  the  clinical  symp- 
toms and  anatomical  findings  in  otosclerosis  and  hereditary  syphilis,  but 
of  course,  there  are  essential  differences. 

The  pathologico-anatomical  processes  in  hereditary  syphilitic  disease  of 
the  internal  ear  are  (1)  degenerative  inflammation  of  the  acoustic  nerve; 
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(2)  secondary  inflammatory  processes  of  the  acoustic  nerve;    (3)  periosti- 
tic  process  in  the  labyrinth  capsule  with  endolabyrinthine  changes.     Eu. 

1150 

Labyrinthine  Inflammation  Secondary  to  Clironic  Purulent  Otitis  Media. 
Cii-vui.Ks  B.  BiiOUEu,  Xew  York  Med.  Jour.,  Oct.  7,  1916. 
The  anatomy  of  the  middle  ear  and  of  its  contiguous  structure  show 
the  dangers  of  a  chronic  discharging  ear.  The  inflammation  may  spread 
readily,  especially  if  drainage  is  interfered  with.  Infection  may  reach 
the  labyrinth  by  the  way  of  the  oval  or  round  window  through  a  fistula 
of  one  of  the  semicircular  canals,  or  a  fistula  of  the  promontory.  Some- 
times it  may  remain  localized  in  the  labyrinth,  or  cerebral  or  cerebellar 
abscess,  meningitis  or  thrombosis  may  complicate  the  condition.  An 
early  radical  mastoid  will  often  prevent  these  complications. 

Fkancis  R.  Packard. 

1156 

Labyrinthitis;  Report  of  Cases  in  Acute  Suppurative  Otitis  Media  and 
After  Operations.  D.  M.  Campbell,  Jour.  Michigan  State  Med.  Soe., 
p.  481,  1916. 

The  author  reports  two  cases  of  serous  labyrinthitis  compli- 
cating acute  suppurative  otitis  media,  both  relieved  by  simple  mastoid 
operation,  and  one  case  of  diffuse  serous  secondary  labyrinthitis  develop- 
ing the  thirty-sixth  day  following  a  simple  mastoid  operation  relieved  by 
a  radical  tympano-mastoid  exenteration.  Two  cases  developed  symptoms 
of  labyrinth  disturbance  upon  recovery  from  the  anesthetic  following  the 
radical  tympano-mastoid  exenteration,  both  of  which  showed  improve- 
ment from  day  to  day  so  no  further  surgical  interference  was  necessary. 

The  diagnosis  of  purulent  manifest  labyrinthitis  should  be  made  by  the 
entire  absence  of  all  labyrinthic  reactions  and  should  be  promptly  drained 
in  acute  cases  and  in  chronic  cases  as  part  of  the  radical  operation  in 
the  presence  of  a  dead  labyrinth.  Ed. 

1160 

Orientation  and  Equilibration.  Di;.  AuTTitiR  B.  Duel,  New  York  Med. 
Jour.,  March  25,  1916. 
The  author  states  that  the  eighth  nerve — the  auditory — should  be  de- 
scribed anatomically  and  physiologically  as  the  nerve  of  hearing  only, 
with  its  end  organ  the  cochlea.  The  vestibular  branch  should  be  given 
a  place  by  itself  and  should  be  described  as  the  nerve  of  orientation  only, 
with  its  end  organ  the  vestibule  and  semicircular  canals.  Anatomical 
evidence  shows  that  the  distribution  of  the  vestibular  and  auditory  fibers 
is  to  entirely  different  centers.  A  normal  child  of  seven  or  eight  years 
has  unconsciously  accpiired  a  sense  of  orientation  and  a  power  of  equili- 
bration, by  an  adjustment  of  muscles  and  joints,  which  in  magnitude  far 
exceeds  that  acquired  in  later  years,  by  practice  and  training  for  the 
most  difficult  pursuits.  The  sense  of  position  in  space  (orientation)  and 
adjustment  to  it  is  more  important  than  any  other  function  in  the  strug- 
gle for  existence.  In  the  simplest  forms  of  phylla,  in  certain  jelly  fish, 
a  stiffened  tentacle  which  has  acquired  a  considerable  degree  of  inertia 
furnishes  the  organism  with  its  knowledge  of  position.  Progressing  a 
little    further    to    a    higher    order,    we    have    a    modified    mechanism,    an 
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otolithic  apparatus  made  up  of  calcareous  panicles,  more  or  less  freely 
suspended  and  which  are  by  gravitation  responsive  to  movement.  As 
evolution  progresses  we  have  in  the  higher  forms  a  comparatively  elab- 
orate mechanism,  the  otolith  being  suspended  in  a  specially  formed 
cavity  and  surrounded  by  fluid.  Progressing  to  the  highest  orders  im- 
pulses are  received  by  the  medulla  and  pons  through  sensory  nerves  from 
the  eyes,  semicircular  canals,  the  joints,  muscle  and  skin  and  relayed 
through  the  interior  cerebellar  peduncle  to  the  cerebellum.  From  here 
impulses  are  sent  out  to  the  red  nucleus  and  from  the  red  nucleus  through 
the  rubrospinal  tract  to  the  anterior  horn  cells  and  from  here  through 
the  motor  nerves  to  the  muscles  of  the  trunk,  head  and  eyes.  Other 
impulses  from  the  cerebellum  reach  the  same  distribution  by  passing 
through  the  uncinate  tract  through  Deiter's  nucleus  and  through  the 
Deiterospinal  tract  into  the  anterior  horn  cells.  Of  all  the  sensory  end 
organs,  however,  the  vestibular  apparatus  is  the  most  essential  factor 
in  the  sense  of  orientation.  Furthermore,  binaural  hearing  is  as  essen- 
tial to  judging  the  directif  n  of  sound  as  binocular  vision  is  essential  to 
perfect  judgment  of  distance.  Ei). 

1164 

A  Translabyrinthine  Operated  Case  of  Acoustic  Tumor.    Arthir  af  For- 

SELLEs,  Xordisk  Tid.skrift  for  Oto-Rliino-Laryngol..  Bd.  1,  No.  1,  p.  29, 

1916. 

Patient,  male,  40  years  old.     For  three  months  right  sided  headache, 

later  vertigo,   loss  of  acuity  of  vision,  deafness  and  vomiting.     Wasser- 

mann   negative.     No   disturbances   of   the   olfactory,   trochlear,    vagus   or 

accessory   nerves.     Pupils  normal.     Hyperesthesia  of   sensory  branch   of 

trigemius  on  diseased  side.     Right  ear  deaf.     Abducens  and  facial  nerves 

paretic.     Spontaneous,  horizontal  nystagmus  both  sides,  more  pronounced 

on   looking   towards   the   right.      Labyrinth    calorically   and   galvanically 

not  excitable.     Gait   unsteady,   tendency  towards   right;    falling  direction 

towards  right;    protrusion  of  tongue  towards  right.     Tumor  removed  by 

translabyrintine  operation   proved  on  examination   to  be  a  fibroma.     No 

evidence  of  recurrence  two  years  after  operation.  Ed. 

1167 

Pathology  of  Otosclerosis.  J.  S.  Fuasei;  and  R.  Muik,  Jour.  Laryngol., 
Rhinol.  and  Otol.,  Nov.,  1916. 
This  article  is  a  most  excellent  and  detailed  review  of  our  present 
knowledge  of  otosclerosis,  histo-pathologically  and  clinically.  The  con- 
clusions are:  (1)  Seme  cases  of  otosclerosis  (spongification  of  the  laby- 
rinth capsule)  appear  to  be  of  the  nature  of  a  blood  infection  and  may 
be  called  "primary."  We  would  expect  that  further  research  would  show 
that  in  these  cases  the  bony  changes  are  widespread  throughout  the  skele- 
ton. (2)  Other  cases  of  otosclerosis  undoubtedly  follow  attacks  of 
catarrhal  or  purulent  otitis  media,  the  infecting  process  invading  the 
labyrinth  capsule  at  the  anterior  margin  of  the  oval  window.  Such  cases 
may  be  called  "secondary."  (3)  From  the  clinical  standpoint  heredity 
plays  an  important  part  in  otosclerosis  but,  as  the  condition  is  chronic, 
inflammatory  process,  the  infective  agent  must  gain  access  to  the  laby- 
rinth  capsule  either  through   the   blood-stream   or   from   the   middle    ear 
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cleft.  (4)  It  has  been  proved  by  clinical  and  microscopical  research 
that  "atypical"  cases  of  otosclerosis  exist  in  which  functional  examina- 
tion of  the  ear  reveals  the  presence  of  nerve  deafness.  The  relationship 
between   the   bony   changes  and   the  nervous  affection   is  not   yet   clear. 

Ed. 

1177 

Involvement  of  the  Internal  Ear  in  Epidemic  Parotitis.  C.  Heilskov, 
Xordisk  Tidskrift  for  Oto-Rhino-Laryngol.  Xos.  2,  3  and  4,  1916. 
Three  cases,  in  all  of  which  the  symptom  complex  pointed  to  an  endo- 
labyrinthine  affection — a  diffuse  labyrinthitis  in  the  first  case,  a  cir- 
cumscribed labyrinthitis  in  the  second  case  and  a  serous  labyrinthitis 
in  the  third  case.  The  ages  of  the  patients  were  22,  16  and  36  yearsi, 
respectively.  Ed. 

1183 

A  Case  of  Polyneuritis  Cerebralis  Menieriformis.  Haxs  Key-Aberg,  Oto- 
Laryngologiska  2Ieddelauden,  Bd.  2,  H.  2,  p.  387,  Aug.,  1916. 
A  girl,  20  years  old,  a  laundress  by  occupation,  suddenly  became  ill 
with  vertigo,  headache,  vomiting  and  the  development  of  facial  paralysis. 
Otological  examination  showed  retraction  of  both  drum  membranes  and 
impaired  hearing  on  the  right.  Examination  of  the  vestibular  apparatus 
showed  rotatory,  caloric  and  galvanic  tests  normal,  or  at  least  a  slightly 
increased  irritability.  Wassermann  negative;  x-ray  negative.  One 
month  after  the  onset  of  the  illness  the  impaired  hearing  had  disap- 
peared, and  the  facial  paralysis  had  also  disappeared.  This  case  differs 
from  those  described  by  Thornval  in  that  it  was  entirely  cochlear  while 
Thornval's  were  vestibular  and  cochlear.  Ed. 

1189 

Cerebellar  Localization;  An  Experimental  Study  by  a  New  Method.  I. 
Leox  ^Meyers,  Jour.  Amer.  2Ied.  Assn..  Dec.  9,  1916. 
Meyers  goes  at  length  into  the  description  of  his  method  of  experi- 
menting with  the  centers  of  the  cerebellum  by  excitation  with  oil  of 
absinthe,  which  has  a  peculiar  influence  on  these  centers,  and  he  de- 
scribes the  myograms  of  the  absinthe  convulsions  at  length,  and  with 
myograms.  His  conclusions  from  these  are  given  as  follows:  '"1.  The 
fimction  of  the  cerebellum  is  to  inhibit,  control  and  regulate  the  activity 
of  the  motor  cortex  of  the  cerebrum  and  the  paracerebellar  nuclei  in  the 
medulla.  2.  The  phenomena  of  cerebellar  deficiency  are,  accordingly, 
to  be  interpreted  as  phenomena  of  hyperfunctional  and  not  hypofunc- 
tional  activity.  3.  The  cerebellum  is  functionally  differentiated  for  the 
various  muscle  groups  of  the  body,  indirectly,  by  being  primarily  related 
through  its  various  lobules  ^to  the  various  motor  centers  in  the  cerebrum 
and  the  tonus  centers  in  the  medulla,  just  as  a  posterior  root  ganglion 
is,  in  a  motor  sense,  related  to  a  certain  muscle  complex  through  its 
corresponding  group  of  motor  cells  in  the  anterior  horn  of  the  cord.  4. 
The  paramedian  lobule  is,  in  this  manner,  related  to  its  homolateral 
hindlimb,  and  probably  also  to  the  contralateral  hindlimb;  the  eras 
secundum  to  the  homolateral  hindlimb,  very  likely,  exclusively,  and  the 
crus  primum  to  the  homolateral  forelimb.  5.  These  results  are  in  gen- 
eral in  conformity  with  the  theory  of  cerebellar  localization  as  postulated 
by  Bolk.     They  differ  from   it  only   as  regards   the   paramedian   lobule. 
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which  Bolk  assumed  was  the  center  for  unilateral  movements  of  the 
muscles  of  the  trunk."  Meyers  makes  the  suggestion  that  these  experi- 
ments may  possibly  have  a  diagnostic  significance  in  suspected  cases  of 
cerebellar  diesases  and  the  administration  within  physiologic  limits,  as 
was  done,  might  make  certain  evidences  of  cerebellar  deficiency  more 
obvious  in  suspected   cases,  and  also  aid  in   the  location  of  the  lesion. 

Ed. 

1190 

Tests  by  Barany  Methods  Demonstrating  Neuraxial  Differentiation  of 
the  Fibe-i-s  from  the  Vertical  Semicircular  Canals.  C.  K.  ^NIills  and 
I.  H.  JoxES,  Jour.  Amer.  2Ird.  Assn.,  Oct.  28,  1916. 
The  cause  of  vertigo  has  been  somewhat  of  a  perplexing  problem  at 
times.  Whenever  the  primary  lesion,  the  labyrinth  and  its  associated 
pathways  and  brain  centers  are  involved,  the  Barany  tests  furnish  us 
the  means  for  studying  this  vestibular  apparatus,  and  also  enable  us 
to  determine  more  positively  where  an  intracranial  lesion  which  may  be 
involved  is  located.  Cajal  has  shown  that  the  fibers  from  the  vestibular 
portion  of  the  eighth  nerve  enter  Deiters'  nucleus  and  continue  from 
the  inferior  cerebellar  peduncle  into  the  cerebellum  itself.  The  authors 
believe  that  (1)  this  path  includes  the  fibers  from  the  horizontal  semi- 
circular canals  exclusively,  and  (2)  the  fibers  from  the  vertical  canals 
have  an  entirely  different  course.  The  former  are  confined  to  the  ob- 
longata, while  the  latter  ascend  into  the  pons.  The  authors  report  in 
detail  a  case  in  which  the  Barany  tests  were  used  in  which  a  tumor 
was  found  extending  from  the  uppermost  portions  of  the  cerebral 
peduncles  through  the  pons  and  into  the  cerebellar  lobe  on  the  left  side, 
and  comment  in  detail  on  the  diagnostic  points  made  with  the  tests. 
From  the  results  they  are  confident  that  the  fibers  from  the  horizontal 
canal  and  the  fibers  from  the  vertical  canals  have  separate  pathways  in 
the  neuraxis.  That  the  horizontal  canal  fibers  are  confined  to  the  ob- 
longata and  enter  the  cerebellum  through  the  inferior  peduncle,  and 
that  the  vertical  canal  fibers  ascend  into  the  pons  and  enter  the  cere- 
bellum through  the  middle  peduncle,  they  believe  to  be  highly  probable, 
but  feel  that  evidence  to  date  is  insuflScient  to  enable  them  to  speak  with 
confidence  as  to  the  exact  course.  Ed. 

1191 

Test  for  Functional  Capacity  of  the  Vestibular  Labyrinth.  E.  J.  Moure, 
Bull,  de  V  Acad,  de  Med.  de  Paris,  April  11,  1916. 
The  individual  with  eyes  shut  and  head  bent  forward  turns  five  or 
six  times  around  a  pole  or  a  cane.  Then  he  opens  his  eyes  and  tries  to 
walk  forward  in  a  straight  line.  The  normal  are  unable  to  do  this, 
always  being  propelled  in  the  direction  in  which  they  have  been  turning, 
and  sometimes  falling  in  this  direction. .  Those  with  impaired  labyrinth 
are  able  to  walk  almost   or   quite   straight  after   the   rotary   movement. 

Ed. 

1198 

Treatment  of  Labyrinthine  Affections.    W.  C.  Phillip.s,  Xew  York  State 
Jour.  Med.,  Aug.,  1916. 
Many  cases  of  purulent  labyrinthitis  recover  spontaneously  even  where 
a  part  or  whole  of  the  labyrinthine  capsule  becomes  necrosed.     Out  of 
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36  cases  there  were  14  operations  upon  the  labyrinth,  7  of  which  were 
for  the  removal  of  necrosis  or  sequestra  in  patients  who  had  long  since 
passed  the  acute  stage  of  the  disease.  This  leaves  7  operations  for  more 
or  less  acute  labyrinthitis;  there  were  5  fatalities.  Indications  for  opera- 
tion depend  upon  the  type  of  labyrinthine  involvement.  Non-suppurative 
cases  resulting  from  parotitis,  hemorrhage,  epidemic  cerebrospinal  menin- 
gitis should  never  be  subjected  to  operation.  Neither  should  patients, 
with  serous  labyrinthitis  be  operated  on.  In  acute  diffuse  purulent  laby- 
rinthitis operation  should  be  done  even  though  meningeal  symptoms 
have  already  appeared.  Cases  of  so-called  paralabyrinthitis  should  inva- 
riably be  subjected  to  the  radical  mastoid  operation.  Ed. 

1199 

Involvement  of  the  Labyrinth  by  Way  of  the  Ductus  Endolymphaticus. 
NoKVAL  H.  Plekce,  Annals  Otol.,  Rhinol.  and  Laryngol.,  Dec,  1916. 
A  case  (two  others  are  referred  to)  is  reported  of  otitis  media  follow- 
ing grippe  infection  in  which  the  labyrinth  subsequently  became  involved 
by  way  of  the  endolymphatic  duct.  There  was  absence  of  swelling  or 
pain  in  the  mastoids  and  skiagraphs  were  negative.  Both  mastoids  were, 
however,  opened  and  a  small  amount  of  pus  found  in  each.  The  laby- 
rinth involvement  occurred  about  one  month  later.  The  author  empha- 
sizes the  following  points:  1.  The  saccus  endolymphaticus  may.  be  in- 
volved more  frequently  than  is  usually  supposed  in  acute  softening 
processes  of  the  mastoid.  2.  It  is  our  duty  in  all  cases  of  mastoid  in- 
volvement without  external  manifestations  except  temperature,  to  very 
thoroughly  search  for  softened  areas  deep  down  in  the  bone  and  not 
cease  until  we  come  to  healthy  structure.  3.  We  should  always  bear  in 
mind  in  suppurative  labyrinthitis  not  only  to  open  into  the  bony  labyrinth 
but  to  explore  the  region  in  which  the  saccus  endolymphaticus  is  situ- 
ated. 4.  Within  the  first  few  days  serous  labyrinthitis  cannot  be  differ- 
entiated from  suppurative  labyrinthitis.  En.' 

1201 

The  Ear  Tests  of  Barany  in  Locating  Cerebellar  and  Other  Encephalic 
Lesions.  Dks.  B.  A.  Raxdall  and  I.  H.  Joxes,  Ame7\  Jour.  Med.  Sc, 
April,  1916. 
The  authors  have  come  to  a  definite  conclusion  that  all  pointing  reac- 
tions are  primarily  cerebral  and  not  cerebellar,  as  generally  stated.  When 
a  person  is  tested  and,  for  example,  with  erect  head  is  turned  to  the 
right,  he  has,  on  stopping,  a  subjective  sensation  of  turning  to  the  left. 
For  this  reason  he  feels  that  he  is  leaving  the  finger  of  the  examiner 
behind  him  and  points  to  the  right  where  he  conceives  the  finger  now 
to  be.  He  deliberately  points  to  the  right  unless  by  a  non-automatic, 
calculated  correction  he  overcomes  the  misconception  of  the  position  of 
the  finger.  If  after  the  usual  past-pointing  the  examiner's  finger  is 
moved  out  to  meet  that  of  the  examined,  who  then  repeats  the  test,  he 
past-points  almost  as  much  farther  to  the  right  and  would  continue, 
perhaps,  to  the  completion  of  an  entire  circle  in  his  chase  of  the  seem- 
ingly moving  finger  but  for  the  limitations  enforced  by  his  seating.  Yet 
if  rotated  and  asked  to  make  the  same  movements  of  the  arm  without 
any  finger  to  touch  he  maintains   it  in   the  same  body-plane  with   little 


EAR.  373 

or  no  deviation,  since  he  conceives  his  plane  to  rotate  with  his  seemingly 
revolving  body.  There  is,  therefore,  no  cerebellar  or  automatic  drawing 
of  the  arm  to  one  side;  the  past-pointing  is  purely  cerebal.  Yet  we  have 
it  achieved  through  the  synergising  action  of  the  cerebellum.  But  the 
cerebral  mandate  is  associated  with  cerebellar  influence,  the  muscle-sense, 
arthrodial  sense,  tactile,  auditory  and  visual  impressions  and  memory. 
The  movement  is  initiated  by  the  cerebrum  and  whatever  deviation  oc- 
curs is  because  the  ear-stimulus  has  given  by  artificial  means  a  false 
conception  of  the  position  in  space.  The  authors  further  offer  two  postu- 
lates: (1)  that  the  subjective  circuit  is  through  the  cerebellum  to  the 
higher  centers;  (2)  that  the  fibers  from  the  different  semicircular  canals 
have  entirely  sepdrate  tracts  of  their  own  and  that  there  is  a  complete 
central  differentiation  for  the  different  canals.  Eo. 

1232 

Lid  Reflex  as  a  Test  for  Deafness.  F.  Galm.t,  Presse  Med.,  Sept.  21,  1916. 
Convinced  that  the  ordinary  subjective  tests  of  hearing  based  on  the 
patient's  own  statements  were  often  unsatisfactory  Gault  decided  upon 
the  following  test:  The  patient  is  so  seated  that  he  is  unable  to  see  a 
bicycle  horn  placed  about  six  feet  fromNhim.  The  opposite  ear  from  the 
one  being  tested  is  plugged  with  cotton.  The  horn  is  blown  suddenly 
while  the  eyelids  are  watched  under  a  magnifying  lens.  The  sudden 
impression  on  the  auditory  nerve,  in  nornjal  ears,  has  always  been  fol- 
lowed by  a  slight  or  marked  orbicular  contraction.  In  total  organic  deaf- 
ness the  test  is  negative.  In  neuropathic  deafness  following  shell  ex- 
plosions some  reaction  could  be  obtained  and  when  the  patient  was  ap- 
prised of  this  rapid  improvement  in  hearing  was  obtained.  The  method 
is  a  good  means  of  eliminating  malingerers.  Ed. 

1241 

How  Can  We  Meet  the  Problem  of  the  Deaf?  H.skold  Hay.s,  Jour.  Oph- 
thalmol, and  Otolaryngol..  Nov.,  1916. 

As  regards  the  medical  problem  the  author  states  that  in  years  to  come 
the  treatment  of  deafness  must  be  attempted  along  more  rational  lines. 
The  otologist  must  understand  that  in  the  majority  of  cases  he  is  deal- 
ing with  a  physical  process  and  he  must  interpret  the  change  which  has 
taken  place  in  each  individual  case  and  treat  the  case  accordingly. 
Empirical  methods  of  treatment  such  as  continuous  inflation- by  the  Val- 
salva method  or  through  the  Eustachian  catheter  are  things  of  the  past. 
In  meeting  the  problem  of  deafness  and  its  prevention  it  is  necessary 
that  one  go  back  to  early  childhood  to  correct  conditions  that  frequently 
exist  at  that  time  and  which, are  undiscovered.  Many  a  child  who  is  con- 
sidered stupid  in  school  is  only  stupid  because  he  is  unable  to  hear  as 
well  as  other  children.  The  examination  of  the  ears  is  just  as  impor- 
tant as  the  examination  of  the  eyes.  Among  the  many  causes  in  early 
life  which  lead  towards  progressive  deafness  may  be  mentioned  acute 
suppurative  conditions  of  the  ears  which  have  subsided,  hypertrophied 
tonsils  and  adenoids,  subacute  and  chronic  infections  of  the  nose  and 
nasopharynx. 

The  physician's  duty  does  not  cease  with  the  medical  treatment  of  the 
condition.     There  is  a  vast  social  and  economic  problem  and  incidentally 
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an  educational  problem  which  must  be  met.  To-day  the  education  of 
the  deaf  is  a  problem  that  is  receiving  a  great  deal  of  consideration. 
The  instruction  of  the  deaf  child  should  begin  at  the  earliest  possible 
moment.  If  he  is  taught  properly  ihe  child  learns  to  speak  readily  and 
very  often  becomes  a  proficient  lip-reader.  Instruction  in  lip-reading  for 
adults  is  extremely  important,  and  the  author  cites  several  cases  of  people 
incapacitated  by  their  deafness  who  have  been  rehabilitated  as  useful 
members  of  society  by  means  of  lip-reading.  Ed. 

1243 

Re-education  of  the  Ear  with  the  Maurice  Kinesiphone.       Gcxxar  Holm- 
gren,  Nordisk    Tidskrift   for    Oto-Rhino-Laryngol.,    Xos.    2,    3    and    4, 
1916. 
In  the  course  of  two  years  experiments  were  carried  out  as  follows: 
Otosclerosis,  70  cases;    6  benefited,  25  slightly  benefited,  3  aggravated, 
the  remainder,  no  change. 

Deafness  due  to  dry  middle  ear  catarrh,  15  cases;  8  improved,  one  very 
strikingly. 

Deafness    resulting   from    suppurative    otitis   media,   25    cases;    11    im- 
proved. 

Nerve  deafness  of  indeterminate  cause,  18  cases;    7  improved. 
The  author  believes,  accordingly,  that  the  method  has  a  certain  value 
but  in  all  cases  it   should  be  under  the  direct  control   of  the   otologist. 

Ed. 

1246 

Prognosis  of  War  Deafness  Based  on  1000  Cases.  M.  Laxnois  and  F. 
Chavaxxe.  Lyon  Medical,  Feb.,  1916. 
There  was  more  or  less  total  deafness  in  645  of  the  1000  soldiers  and 
the  deafness  dated  from  a  concussion  of  the  internal  ear  w'ithout  any 
direct  traumatism  to  the  ear.  All  but  two  per  cent  recovered  and  these 
were  left  permanently  deaf  in  both  ears.  Ed. 

1248 

Re-education  in  Traumatic  Deafness  by  Training  with  the  Vowel  Siren. 
Marage,  Bull,  de  V  Acad,  de  Med.  de  Paria,  Oct.  24,  1916. 
A  series  of  one  hundred  cases  comprising  twenty-one  cases  of  traumatic 
cicatricial  otitis  media,  all  of  which  were  relieved  by  this  method;  eleven 
of  labyrinthine  concussion,  of  w^hom  nine  were  relieved;  fifty -nine  of 
combined  cicatricial  otitis  media  and  labyrinthine  concussion,  with  forty- 
six    relieved;    nine    of   non-traumatic    organic    deafness,    eight    relieved. 

Ed. 

1253 

Deafness  from  Shell  Explosions.  I.  Ra.njakd,  Bull,  de  V  Acad,  de  Med. 
Pahs.  Sept.  12,  1916. 
The  deafness  resulting  from  shell  concussion  may  be  organic  or  neuro- 
pathic. It  Is  organic  when  the  organ  of  Corti  is  injured;  neuropathic 
w^hen  there  is  Inhibition  of  auditory  sensation.  The  organic  form  is 
associated  with  otitis  media,  labyrinthine  concussion,  or  auditory  neu- 
ritis. True  neuropathic  deafness  is  usually  accompanied  by  mutism,  is 
bilateral  and  complete  for  all  sounds  and  is  not  associated  with  vestibular 
disturbances.     These  features  may  also  be  present  in  organic  deafness  so 
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that  while  one  cannot  prove  clinically  that  a  given  case  is  pure  neuro- 
pathic deafness,  it  may  however  be  excluded.  Neuropathic  deafness  is 
amenable  to  psychotherapy;  organic  deafness  may  be  benefited  by  au- 
ditory re-education.  Ed. 

1287 

The  Aural  School-clinique.     Kkui;   L,<nE,   Glasgow   Med.  Jour.,  Feb.,   1916. 

Since  nearly  all  the  middle-ear  disease  of  later  life,  both  suppurative 
and  non-suppurative,  commences  during  the  earlier  years  of  the  school 
period,  the  author  regards  the  advent  of  the  aural  school-clinique  as 
perhaps  the  most  important  development  which  has  taken  place  in  the 
treatment  of  ear  disease  for  the  last  quarter  of  a  century.  Not  only  is 
treatment  more  important  during  ihe  school  period  than  at  any  subse- 
quent time,  but  it  is  also  very  successful. 

In  Glasgow  four  well  equipped  school-cliniques  have  been  in  operation 
for  a  period  of  four  years.  Practically  no  operative  work  is  undertaken, 
all  cases  requiring  such  treatment,  including  removal  of  tonsils  and 
adenoids,  are  referred  to  the  hospital  serving  the  district  in  which  the 
child  resides.  During  the  four  years  about  3250  cases,  or  3  per  cent  of 
the  children  attending  school  have  been  treated.  It  has  been  found  that 
in  most  cases  permanent  arrest  of  the  discharge  can  be  effected  without 
operative  treatment  of  any  Kind.  In  many  others  attention  to  the  naso- 
pharynx in  addition  to  careful  dressing  of  the  discharging  ears  was  re- 
quired. 

Although  the  results  hitherto  obtained  are  very  satisfactory  the  best 
results  cannot  be  secured  until  the  School  Board  assumes  the  whole 
responsibility  for  the  treatment  of  the  children's  ears,  including  all  the 
necessary  operative  measures.  Guthkie. 

1293 

Cauliflower  Ear.  D.  H.  Palmei:.  Jour.  Amer.  Med.  Assti..  Feb.  5,  1916. 
Palmer's  treatment  is  described  by  him  as  follows:  "After  preparing 
the  skin  surfaces  of  the  ear,  the  meatus  and  immediate  vicinity  of  the 
face  and  scalp  after  any  of  the  approved  surgical  methods  except  iodin, 
which  causes  intense  itching,  and  plugging  the  external  meatus  with 
cotton,  I  make  an  incision  under  local  anesthesia  slightly  below  the 
prominent  part  of  the  swelling  through  the  skin  and  perichondrium  into 
the  hemorrhagic  cavity.  All  clots,  newly  formed  cartilage  or  bone  should 
be  removed  with  a  small  gouge  or  curet,  the  surface  of  both  cartilage 
and  perichondrium  being  scraped  until  smooth.  The  incision  is  now 
closed,  except  for  a  small  opening  which  will  just  admit  the  end  of  a 
Eustachian  catheter,  connected  through  a  waste  bottle  with  a  small 
Pynchon  pump.  This  rapidly  removes  the  accumulated  blood,  and  the 
suction  approximates  the  loose  layer  of  skin  and  perichondrium  to  the 
cartilage.  The  skin  surface  is  now  thoroughly  dried  and  a  fresh  plug 
of  cotton  is  placed  in  the  external  auditory  canal.  A  generous  coating 
of  sterile  petrolatum  is  now  applied  over  both  surfaces  of  the  ear  and 
the  adjacent  skin  of  the  face  and  scalp.  Should  there  be  any  area  in 
which  the  skin  and  perichondrium  are  not  perfectly  approximated,  I 
make  a  small  mold  of  dentist's  modeling  wax  or  sheet  lead  and  apply 
pressure  at  that  point.  The  mold,  coated  with  petrolatum,  is  now  placed 
about  the  ear  and  half  a  tumblerful  of  plaster  of  Paris  cream,  prepared 
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by  an  assistant,  is  poured  into  the  mold,  completely  surrounding  the  ear." 
As  the  plaster  hardens  a  slight  rotary  motion  of  the  catheter  permits  its 
easy  withdrawal  and  establishment  of  a  drain.  The  cast  is  removed  by 
fragmentation  ten  days  after  the  operation,  the  ear  keeping  its  shape  as 
adjusted."  Ed. 

1295 

Experimental    Studies  of   Injection   of  the   Gasserian   Ganglion   Controlled 

by  Fluoroscopy.  L.  J.  Pollock  and  H.  E.  Potteh,  Jour.  A.  M.  A.,  Nov. 

4,  1916. 

In    order    to    facilitate    the    technique    of    injection    of    the    Gasserian 

ganglion  by  Hartel's  method  the  authors  use  as  a  landmark  the  shadow 

cast  by  the  anterior  border  of  the  temporal  bone  on  a  fluoroscope.        Eo. 

1312 

Examination  of  the  Discharge  in  Mastoid  Disease.  A.  H.  Axdhew.s,  Jour. 
Ophthalmol,  and  Oto\Laryngol.,  Sept.,  1916. 
The  author  believes  that  none  of  the  clinical  symptoms,  blood  count 
or  bacteriological  findings  can  be  depended  upon  to  give  a  correct  index 
of  what  is  going  on  in  the  mastoid.  He  advises  that  rather  thick  smears 
should  be  made  of  the  discharge  and  immediately  dried  and  fixed  with 
heat.  The  smear  should  be  lightly  stained  with  hematoxylin  and  after 
drying  and  washing,  examined  by  low  power.  Bone  particles  appear  very 
dark  or  black  in  a  comparatively  light  field.  The  specimen  should  be 
taken  from  the  deeper  part  of  the  canal  or  beyond  the  membrane.  The 
clinical  significance  of  the  presence  or  absence  of  these  bone  particles  is 
that  so  long  as  there  is  no  breaking  down  of  the  bony  partition  between 
the  mastoid  cells  it  is  possible  that  the  mastoid  disease  may  clear  up 
without  operation.  Ed. 

1313 

The  Streptococcus  Mucosus  Capsuiatus  as  a  Cause  of  Mastoid  Disease. 
GoRiiAM  Bacox,  Boston  Med.  and  Surg.  Jour.,  Oct.  26,  1916. 
In  the  author's  experience  the  streptococcus  mticosus  capsuiatus  is  the 
most  destructive  germ  with  which  the  otologist  has  to  deal  and  from 
the  cases  cited  the  following  points  are  emphasized:  Pain  may  be  very 
severe  or  very  slight  and  the  temperature  is  seldom  much  above  normal. 
There  may  or  may  not  be  tenderness  over  the  mastoid.  The  discharge 
may  be  profuse  or  slight  and  there  may  be  absence  of  sagging  of  the  pos- 
terior and  superior  canal  wall.  The  x-ray  is  a  valuable  aid  in  diagnosis. 
There  may  be  great .  destruction  of  bone  even  in  cases  presenting  few 
symptoms.     Only  in  very  few  cases  can  an  operation  be  avoided.       Ed. 

1322 

Obscure  Cases  of  Mastoid  Involvement.  A  Study  of  the  Diagnostic  Signs. 
Dk.  Edward  B.  Dencii,  Xew  York  Med.  Jour..  March  18,  1916. 
The  author  recites  personal  experiences  with  mastoid  cases  tending 
to  show  that  the  inflammatory  process  in  the  mastoid  may  steadily 
progress,  althotigh  the  middle  ear  condition  may  clear  up.  In  all  the 
cases  enumerated  the  middle  ear  condition  seemed  to  be  improving  and 
in  all  but  one  the  drum  membrane  had  entirely  healed,  and  yet  at  the 
time  of  the  operation,  extensive  destruction  was  found  within  the  mas- 
toid.    Answering  the  question  as  to  how  we  can  tell  in  a  given  case  of 
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acute  aural  suppuration  that  there  will  probably  be  serious  mastoid  in- 
volvement, the  author  believes,  in  the  first  place,  that  he  site  of  the 
inflammatory  process  is  important.  Inflammations  confined  to  the  lower 
part  of  the  tympanic  cavity  are  much  less  liable  to  be  followed  by  serious 
mastoid  infection  than  cases  in  which  the  upper  part  of  the  cavity  is 
involved.  Secondly,  in  any  case  of  acute  middle  ear  inflammation  where 
there  is  aural  discharge  longer  than  two  weeks  after  the  inception  of  the 
trouble  and  granted  that  drainage  is  free  there  is  sufficient  mastoid  in- 
volvement to  warrant  at  least  exploratory  operation.  In  regard  to  ten- 
derness, this  symptom  at  the  beginning  of  an  acute  otitis  is  of  compara- 
tive insignificance,  but  tenderness  which  appears  after  the  fourth  or 
fifth  day  of  the  attack  is  of  great  significance.  The  nature  of  the  dis- 
charge is  a  valuable  aid.  A  staphylococcus  infection  is  usually  mild. 
With  a  streptococcus  infection  the  danger  of  mastoid  involvement  is 
greater  and  this  is  considerably  so  when  the  offending  organism  is  the 
streptococcus  mucosus  capsulatus.  The  sign  that  Dr.  Bench  places  great 
reliance  upon  as  indicative  of  mastoid  involvement  is  narrowing  of  the 
external  auditory  meatus  near  the  drum.  Another  very  significant  canal 
sign  is  the  apparent  shortening  of  the  meatus,  a  condition  in  which  the 
entire  drum  membrane  appears  nearer  to  the  entrance  of  the  canal  than 
under  normal  conditions  (this  does  not  refer  to  bulging).  Finally,  in 
every  doubtful  case  of  mastoiditis  an  x-ray  should  be  taken.  Two  symp- 
toms are  regarded  by  Dr.  Bench  of  considerable  importance:  persistent 
headache  and  sleeplessness,  in  course  of  or  following  otitis  media.    P.  F. 

1325 

Roentgen  Ray  Diagnosis  of  Mastoid  Disease.  George    S.    Dixox,   Jour. 

Electrotherapeutics  and  Radiology,  Bee,  1916. 

Of  288  cases  reported  positive  the  x-ray  reading  was  confirmed  in  201 
on  the  operating  table;  in  37  there  was  no  operation  and  50  have  been 
lost  trace  of  or  refused  operation.  At  any  rate,  in  all  the  operated  cases 
not  one  was  found  negative.  Of  115  negative  cases  the  clinical  symp- 
toms warranted  operation  in  15,  of  which  8  gave  positive  findings  and  7 
negative  findings  on  the  operating  table. 

The  method  employed  by  the  author  aims  to  superimpose  the  internal 
on  the  external  auditory  meatus.  This  is  done  by  placing  the  patient 
prone  on  the  table  with  one  arm  flexed  before  the  face  and  the  other  ex- 
tended at  his  back  on  the  table,  the  head  resting  on  an  incline  of  about 
168.  The  tube  is  adjudged  at  right  angle  to  the  table,  not  to  the  incline, 
and  the  center  at  or  a  little  below  the  parietal  eminence.  This  throws 
out  the  opposite  mastoid,  shows  the  internal  black  and  the  external  grey 
and  larger  surrounding  it,  gives  a  good  outline  of  the  mastoid  process 
and  enables  one  to  locate  the  relative  position  of  the  sigmoid  sinus  with- 
out taking  streoscopic  plates.  If  the  line  marking  the  anterior  border  of 
the  sinus  groove  is  at  right  angle  to  Reid's  base  line  the  sinus  is  for- 
ward; if  covered  with  cells  it  is  deep;  if  it  is  clean  cut  and  has  no  cells 
over  it,  it  is  rather  superficial  and  if  the  groove  does  not  show  at  all, 
it  is  shallow  and  probably  well  below  the  outer  surface  of  the  mastoid, 
but  it  is  not  likely  to  be  forward  as  it  must  cut  the  petrous  pyramid 
to  be  forward  and  it  cannot  do  tliis  without  showing.  Ed. 
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1332 

Acute  Mastoiditis  and  Facial  Paralysis.  G.  Gkademgo,  Arch.  ital.  di 
Otol.,  Kinol.  e  Laringol.,  Aug.,  1916. 
Cases  occur  (1)  where  the  lesions  of  the  facial  nerve  in  the  internal 
auditory  canal  are  accompanied  by  lesions  of  the  cochlear  and  vestibular 
nerves;  (2)  where  the  nerve  is  injured  in  its  course  along  the  vestibular 
walls;  (3)  where  the  nerve  is  injured  in  its  descending  tract  by  infec- 
tion of  the  mastoid  cells.  Gradenigo  describes  a  case  in  which  the  facial 
nerve  injury  was  brought  about  in  the  third  manner.  There  was  acute 
otitis  media  complicated  by  mastoiditis  and  during  operation  the  descend- 
ing portion  of  the  facial  nerve  was  found  in  direct  contact  with  a  small 
diseased  cavity.  The  facial  paralysis  disappeared  after  fourteen  days. 
At  first  it  was  thought  that  the  otitis  and  facial  palsy  were  distinct 
phenomena,  but  in  view  of  the  findings  Gradenigo  urges  that  in  cases 
of  facial  paralysis  with  acute  symptoms  the  middle  ear  and  mastoid  be 
thoroughly  examined.  Ed. 

1335 

Corroborative  Diagnosis  of  Mastoiditis  by  Means  of  X-rays.  Harold 
Hays,  New  York  Med.  Jour.,  June  17,  1916. 
The  author  cites  cases  to  show  the  value  of  the  x-rays  in  corroborating 
the  clinical  evidences  of  mastoid  disease.  He  does  not  place  all  reliance 
upon  the  x-ray,  but  especially  in  atypical  cases  it  is  of  great  weight  for 
or  against  operation.  Furthermore,  it  shows  the  position  of  the  sinus, 
the  size  and  shape  of  the  mastoid,  etc.       ,  Ed. 

1343 

Chronic  Suppurative  Mastoiditis  Accompanied  by  Intracranial  Pressure. 
E.  J.  Lent,  Indiana  State  Med.  Assn.  Jour.,  July,  1916. 
A  case  is  reported  in  which  operation  disclosed  a  large  cyst.  The 
cystic  contents  were  sterile.  The  patient  presented  symptoms  of  menin- 
geal irritation  and  ultimately  recovered.  The  author  discusses  cerebral 
cysts  and  divides  them  into  parasitic,  traumatic,  apoplectic  and  degen- 
erated neoplasms.  Ed. 

1394 

Hemostasis  in  Sinus  Injuries.  Ritter,  Zentralblatt  f.  Chir.,  Nov.  25, 
1916. 
Ritter  points  out  the  drawbacks  in  military  practice  in  controlling 
bleeding  by  tamponage  of  the  sinus  wound  and  the  dangers  of  using 
clamps  and  ligatures.  It  has  been  proposed  to  allow  the  bone  fragments 
to  remain  as  a  lesser  evil,  and  their  presence  is  usually  well  tolerated. 
By  their  strong  compression  of  the  sinus  they  form  the  best  of  hemos- 
tatics. But  the  same  end  would  be  gained  if  the  fragments  were  promptly 
removed  and  a  substitute  inserted — bone  prepared  in  advance.  This 
should  be  far  superior  to  a  tampon  which  encourages  the  flow  of  blood 
and  has  to  be  changed.  The  author  reports  a  case  in  which  he  removed 
a  large  piece  of  bone  and  then  tamponed  the  sinus,  the  gauze  being 
sutured  in.  Pus  appeared  in  the  stitches  and  the  second  tampon  was 
found  to  be  soaked  with  foul  pus.  After  several  days  of  non-improve- 
ment there  was  a  gush  of  venous  blood.  Clamps,  suture  and  ordinary 
tamponade  gave  no  hope.  Attempts  to  tampon  between  dura  and  skull 
proved  fruitless.     There  were  no  bone  plates  ready  and  the  author  wedged 
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some  thin  pieces  of  wood  between  bone  and  dura  until  all  hemorrhage 
ceased.  Gauze  was  loosely  inserted  into  the  wovmd  with  a  slightly  com- 
pressive bandage  over  all.  The  patient  made  an  excellent  recovery.  The 
author  made  use  of  very  thin  slips  of  wood  of  the  type  of  cobblers'  chips, 
which  had  been  previously  boiled,  so  that  compression  could  be  gradually 
effected.    The  fate  of  the  wooden  plates  is  not  mentioned.  Ed. 

1395 

Lateral  Sinus  Disease:  Three  Interesting  Cases.  Archer  Rylaxd,  Jour. 
Laryngol.,  Rhinol.  and  Otol.,  Aug.,  1916. 
These  cases  were  lateral  sinus  thrombosis  with  extra-dural  abscess, 
lateral  sinus  phlebitis  with  extra-dural  abscess  and  lateral  sinus  throm- 
bosis with  cerebellar  encephalitis.  The  latter  case  came  to  autopsy  and 
the  special  points  of  interest  Avith  regard  to  it  seem  to  be  the  following: 
(1)  The  difficulty  of  coming  to  a  correct  decision  as  to  which  temporal 
bone  should  be  explored  first.  In  this  case  the  wrong  decision  was  made 
and  the  left  side  was  explored  first.  (2)  Rapid  masking  of  lateral  sinus 
symptoms  by  cerebellar  symptoms  and  the  consequent  greatly  increased 
difficulty  of  diagnosing  either  condition.  (3)  Failure  during  the  opera- 
tion to  discover  the  cerebellar  focus.  (4)  Apparent  absence  of  clot  on 
opening  the  right  lateral  sinus  during  operation.  (5)  Decided  bilateral 
optic  neuritis.     (6)  Absence  of  spontaneous  nystagmus.  Ed. 

1398 

Fatal  Case  of  Thrombosis  of  the  Cavernous  Sinus  Secondary  to  a  Furuncle 
on  the  Nose.     E.   Wacker,   Correspond.-Blatt  fuer  Schweizer  Aerzte, 
April  1,  1916. 
A  boy  12  years  old  noticed  a  small  furuncle  in  the  vestibule  of  the  left 
side  of  the  nose.     Two  days  later  the  tip  of  the  nose  had  become  swollen 
and  on  the  third  day  the  entire  left  side  of  the  face  was  swollen.     On  the 
fourth  day  there  was  left  exophthalmos,  chemosis,  internal  and  external 
ophthalmoplegia   and   symptoms    of   meningitis.      Staphylococcus    septice- 
mia.    Autopsy   showed   left  orbital   phlegmon,   thrombo-phlebitis   of   both 
cavernous    sinuses,    purulent    meningitis,    multiple    lung    abscesses.     The 
author  has  been  able  to  find  only  four  similar  cases  in  the  literature. 

Ed. 

1404 

Tumors  of  the  Third  and  Fourth  Ventricles.  Peter  Bassoe,  Jour.  A.  M. 
A.,  Nov.  11,  1916. 
The  report  deals  with  six  cases  of  tumors  of  the  ventricles  of  the 
brain.  The  first  was  one  of  the  third  ventricle  (the  patient  was  a  boy  of 
fourteen).  The  tumor,  a  soft  glioma,  filled  the  entire,  ventricle  and 
caused  secondary  hydrocephalus.  The  others  were  tumors  encroaching 
on  the  fourth  ventricles,  one  of  which  gave  a  clinical  picture  of  cere- 
bellar tumor  although  the  growth  was  a  small  one  in  the  upper  part  of 
the  fourth  ventricle.  Three  of  the  cases  were  operated  on,  all  with  disas- 
trous results.  It  seems  that  any  sudden  interference  with  the  intra- 
cranial pressure  conditions  is  dangerous  and  death  from  this  cause  as 
well  as  the  diflficulty  of  diagnosis  place  such  cases  generally  in  the  inop- 
erable class.  The  author,  however,  believes  that  theoretically  at  least 
removal  of  tumors   of  the   fourth   ventricles   is   not   impossible   as   some 
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of  these  tumors  arise  from  the  choroid  plexus  and  are  not  attached  to 
the  walls  and  others  are  only  attached  above  to  the  vermes,  so  that  it 
Avould  seem  possible  to  enter  the  ventricle  through  the  vermes  provided 
the  pressure  in  the  posterior  fossa  is  not  too  high  at  the  time.         Ed. 

1429 

otitic  Cerebral  Abscess.  Dk.  Got,  Rev.  dc  Laryngol.,  d'  Otol.  et  de  Rhinol., 
No.  10,  May  31,  1916. 
Four  cases  are  described  illustrating  the  different  clinical  types  of 
cerebral  abscess  of  otitic  origin:  latent  type,  meningitic  type,  cerebral 
and  cerebellar  type.  Three  of  the  cases  were  temporo-sphenoidal  and 
these  Avere  cured  by  operation;  the  fourth  case  was  one  of  cerebellar 
abscess  with  a  fatal  outcome.  In  discussing  the  symptomatology  the 
author  dwells  especially  on  the  difficulties  of  diagnosis  in  these  cases. 
The  abscess  may  be  of  the  latent  type  and  the  symptoms  so  vague  as 
not  to  direct  attention  to  its  presence;  or,  the  development  of  the  abscess 
may  take  place  concurrently  with  extradural  complications,  the  symp- 
toms of  which  may  mask  those  of  the  abscess.  He  discussed  the  various 
symptoms  of  brain  abscess  and  points  out  that  the  two  symptoms  which 
are  generally  present,  even  when  all  the  others  are  absent,  are  headache 
and  slow  cerebration.  Upon  these  he  places  a  great  deal  of  reliance. 
Of  course  the  entire  history  must  be  gone  into  very  carefully  and  other 
conditions,  especially  co-existent  extradural  suppuration  must  be  taken 
into  consideration.  Ed. 

1430 

Case  of  Otitic  Cerebellar  Abscess.  A.  Gradenigo,  ArcTi.  ital.  de  Otol. 
Rinol.  e  Laringol.,  Nov.,  1916. 
In  this  case,  occurring  in  a  girl  of  twelve,  the  abscess  w^as  not  com- 
plicated by  other  encephalic  lesions.  The  symptomatology  was  quite 
clear,  the  most  important  symptoms  on  which  the  diagnosis  was  made 
being:  constant  absence  of  fever,  absence  of  Kering's  sign,  rigidity  of 
the  neck,  symptoms  of  intracranial  pressure  (choked  disc  and  paralysis 
of  diseased  side),  nystagmus  directed  towards  the  diseased  side  and  the 
functional  integrity  of  the  corresponding  labyrinth.  Ed. 

1433 

Localization  of  Cerebellar  Tumors.  Ernest  G.  Grey,  Annals  of  Surgery, 
Feb.,  1916. 
In  twenty-three  out  of  fifty-eight  cases  of  certified  cerebellar  and 
extra-cerebellar  tumor  an  unusual  tilting  of  the  head  so  that  the  ear 
approximated  the  corresponding  shoulder  Avas  present.  Of  forty-three 
certified  cases  of  tumor  lying  anterior  to  the  cerebellum,  three  showed 
any  tilting  of  the  head  and  the  degree  of  tilting  was  hardly  noticeable. 
Hence,  marked  tilting  of  the  head  would  seem  to  indicate,  in  a  patient 
with  sj'mptoms  of  an  intracranial  tumor,  the  presence  of  a  subtentorial 
new  growth.  Backward  retraction  of  the  head  was  present  in  eight  out 
of  sixty  cases  of  cerebellar  and  extracerebellar  tumor  (typical  opistho- 
tonus in  two  of  these)  but  a  similar  position  was  not  observed  in  any 
of  the  cases  of  tumor  anterior  to  the  cerebellum.  Suboccipital  headache 
or  pain  was  present  in  thirty-three  cases  (56  per  cent)  and  in  the  cases 
of  tumor  anterior  to  the  cerebellum  this  symptom  was  present  in  four- 
teen (31  per  cent).  Ed, 
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1435 

studies  on  the  Localization  of  Cerebellar  Tumors.  II.  The  Pointing  Re- 
action and  the  Caloric  Test.  Eij.xest  G.  Grey,  American  Jour.  Med. 
Sciences,  May,  191G. 
The  caloric  test  has  proved  to  be  an  important  means  of  differentiating 
labyrinthine  from  intracranial  disease.  Together  with  the  pointing  re- 
action this  test  has  been  found  of  value,  furthermoi-e,  in  localizing  cir*- 
cumscribed  lesions  in  the  cerebellum.  The  present  report  has  to  do 
with  the  results  obtained  from  using  these  tests  in  thirty-one  patients 
with  cerebellar  or  extracerebellar  tumor.  In  most  of  the  patients  having 
cerebellopontine  new  growths  and  in  certain  of  those  with  tumors  of 
one  or  the  other  hemisphere,  the  reactions  were  sufficiently  character- 
istic to  be  of  supplementary  value  in  localizing  the  disease.  In  other 
patients  with  intra-  or  extra-cerebellar  tumor,  on  the  contrary,  the 
results  were  often  ambiguous  and  afforded  no  assistance  in  establishing 
a  diagnosis.  In  fact,  in  numerous  instances  the  conclusions  drawn  from 
these  results  were  at  variance  with  the  other  physical  findings,  and  had 
any  great  reliance  been  placed  on  them  would  have  led  to  erroneous 
results.  There  are  probably  a  number  of  factors  responsible  for  the 
occurrence  of  atypical  reactions  in  patients  with  certified  cerebellar 
tumors.  The  most  important  is  the  great  increase  in  intracranial  press- 
ure due  to  an  internal  hydrocephalus  which  ultimately  accompanies  new 
growths  in  the  posterior  fossa,  and  secondly,  the  diffuse  nature  of  many 
of  the  tumors  common  to  the  cerebellum.  Ed. 

1436 

studies  on  the  Localization  of  Cerebellar  Tumors.  V.  The  Cranial 
Nerves.    E.  G.  Grey,  Johns  Hopkins  Bull.,  Sept.,  1916. 

Anosmia  is  usually  a  distant  symptom  due  to  a  secondary  internal 
hydrocephalus  and  has  no  appreciable  significance  for  the  localization  of 
a  new  intracranial  growth. 

Choked  disc  has  in  itself  no  localizing  import,  but  with  other  signs  it 
will  point  to  subtentorial  growths.  Very  little  reliance  can  be  placed 
on  the  involvement  of  the  third  or  sixth  cranial  nerves  as  a  guide  to 
the  side  occupied  by  a  new  growth  in  the  posterior  fossa. 

The  nystagmus  seen  in  cerebellar  disease  is  very  frequently  of  cere- 
bellar origin.  Many  exceptions  occur  to  the  rule  that  the  movement 
is  slower  and  coarser  with  the  eyes  turned  toward  the  tumor,  but  a 
persisting  and  definite  difference  in  the  size  and  rate  of  jerks  suggests 
the  side  of  the  lesion. 

Impairment  of  the  conjugate  deviation  has  little  importance  for  locali- 
zation. Involvement  of  the  fifth  nerve  has  no  topographical  importance 
unless  the  tumor  lies  in  the  cerebellopontine  angle. 

Paresis  or  paralysis  of  the  facial  nerve  is  strong  presumptive  evidence 
of  the  side  of  the  lesion,  and  especially  so  when  the  eighth  or  the  fifth 
nerve  of  the  same  side  is  also  affected. 

A  slight  unialteral  impairment  of  hearing,  appearing  for  the  first  time 
in  connection  with  general  pressure  symptoms,  is  indicative  of  a  lateral 
tumor. 

Great  impairment  or  loss  of  hearing  in  one  ear  under  similar  circum- 
stances points  to  a  lateral  extracerebellar  tumor,  and  especially  so  when 
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the  seventh  or  fifth  nerve  of  same  side  is  involved.  Tinnitus  is  not  a 
reliable  guide.  '^  -^  .J 

Vertigo  is  a  prominent  symptom  of  subtentorial  growths,  but  has  no 
significance  for  localization.  The  presence  of  dysarthria  and  dysphagia 
is  no  contraindication  to  operation.  They  are  two  striking  symptoms  of 
intra  and  extra  cerebellar  new  growths. 

Involvement  of  the  spinal  accessory  nerve  is  rare  and  corresponds  to 
the  side  of  the  growth. 

A  Aveakness  of  the  muscles  supplied  by  the  twelfth  nerve  is  of  no 
localizing  significance.  Ed. 

1437 

Acute  Cerebellar  Ataxia  in  Children;  Report  of  a  Case  with  Rapid  and 
Complete  Recovery.  J.  P.  Crozier  Griffith,  Ayner.  Jour.  Med.  Sci- 
ences, Jan.,  1916. 
The  patient  was  a  girl  five  years  old.  The  noteworthy  features  in  the 
case  were  the  rapid  development  of  symptoms  without  discoverable 
cause,  unless  they  could  be  attributed  to  influenza  which  the  child  had 
had;  the  very  uncommon  degree  of  nystagmus;  the  ataxia  of  the  ex- 
tremities; disturbances  of  sensation;  affection  of  speech;  slight  increase 
of  reflexes,  and  the  rapid  recovery.  As  regards  the  nystagmus,  examina- 
tion showed  that  this  was  not  of  otitic  origin  as  the  nystagmus  circuit 
was  intact  on  both  sides,  indicating  normal  semicircular  canals,  eighth 
nerves,  region  of  Deiter's  nucleus,  the  posterior  longitudinal  bundle  in 
the  pons  and  its  connection  with  the  third  and  fourth  nuclei.  The 
nystagmus  was  lateral  and  vertical  accompanied  by  a  curious  fluttering 
of  the  eyelids.  Recovery  was  complete  in  one  month.  Treatment  con- 
sisted of  a  purgative,  administration  of  sodium  bromide,  bicarbonate  of 
soda  and  enterocylsis.  Ed. 

1440 

Roentgenography  in  the  Localization  of  Brain  Tumor  Based  Upon  a 
Series  of  One  Hundred  Consecutive  Cases.  G.  J.  Hexter  and  W.  E. 
Dandy,  Johns  Hopkins  Hosp.  Bull.,  Nov.,  1916. 
The  authors'  findings  show  that  roentgenograms  of  the  head  are  an 
important  aid  in  the  diagnosis  of  brain  tumor  (45  per  cent  of  cases). 
Uncalcified  tumors  do  not  cast  shadows  in  the  roentgenograms  unless 
tumor  tissue  has  invaded  the  accessory  sinuses  (except  in  hypophyseal 
lesions  which  are  viewed  against  the  dark  temporal  fossa).  Calcified  or 
bony  lesions  cast  shadows  which  are  easily  recognized  (6  per  cent  of 
brain  tumor  cases).  Signs  of  intracranial  tension  occur  rarely  in  cere- 
bral tumors  but  are  the  usual  accompaniment  in  posterior  fossa  tumors. 
Combination  of  eye  changes  and  local  sellar  destruction  or  enlargement 
makes  the  diagnosis  most  certain  in  all  intracranial  conditions.  Local 
hypertrophy  of  the  skull  and  local  atrophy  of  the  skull  over  tumors  are 
of  definite  diagnostic  importance  (hypertrophy  in  4  per  cent  of  cases; 
atrophy  in  2  per  cent).  Ed. 

1451 

Intracranial    Complications   in   the   Course  of   Suppuration   of  the   Acces- 
sory Sinuses  of  the  Nose.       Erick   Kxutsex,    Xordisk    Tidskrift   fo'- 
Oto-Bluno-Laryngol.,  Nos.  2,  3  and  4,  1916. 
Six   cases  of  meningeal   and   cerebral   complications   in   the   course   of 
nasal  accessory  sinus  suppuration.     In  two  cases  there  was  diffuse  puru- 
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lent  meningitis  following  frontal  sinusitis.  In  another  case  there  was 
an  acute  pansinusitis  with  osteritis  of  the  frontal,  maxillary  and  ethmoid 
bones  following  a  subperiosteal  abscess  in  the  frontal  region,  orbit  and 
nasal  fossa  and  finally  a  serous  meningitis  with  marked  symptoms.  In 
two  cases  the  complications  followed  an  old  ethmoiditis  which  caused  an 
osteitis  and  a  pachymeningitis  consecutive  to  a  frontal  lobe  abscess.  The 
sixth  case  was  one  of  chronic  frontal  sinusitis  and  chronic  pachymen- 
ingitis. Ed. 

1453 

otogenous  Pyemia  without  Sinus-Phlebitis.    J.  E.  Krag,  Xordisk  Tidskrift 
for  Oto-Rhino-Laryngol.,  Xos.  2,  3  and  4,  1916. 
Patient,    girl,    4    years    old.     Acute    otitis    media    both    ears.      Double 
mastoid.     Abscesses    in   neck,    right   forearm    and    left    arm.     Fatal    out- 
come.    Autopsy  showed  sinus   and   jugular  bulb   on  both   sides   healthy. 

Ed. 

1471 

Gas  Abscess  of  the  Brain.  Emmaxuel  Rychlik.  Miinchener  mediz.  'Woch., 
Nov.  28,  1916. 
A  soldier  received,  through  the  explosion  of  a  grenade,  many  septic 
wounds  of  the  body  and  a  slight  superficial  wound  on  the  head,  over  the 
right  temple.  He  developed  high  temperature  and  symptoms  leading  to 
a  diagnosis  of  frontal  lobe  abscess  (paresis  of  the  left  facial  nerve  and 
of  left  arm  and  leg).  The  wound  was  incised  under  a  local  anesthetic 
and  the  right  temporal  lobe  exposed.  The  dura  was  tense,  but  not 
pulsating;  it  was  pierced  by  small  fragment  of  bone.  Stinking, 
haemorrhagic  and  foam-like  pus  flowed  from  the  wound.  The  whole  right 
temporal  region  was  occupied  by  the  abscess,  into  which  the  whole 
finger,  and  the  forceps  could  be  put;  a  smaller  cavity  was  found  beside 
this  large  one.  The  abscess  cavity  was  syringed  with  hydrogen  perox- 
ide, and  a  thin  drainage  tube  inserted;  the  cavity  was  sponged  out  with 
gauze  dipped  in  Chlumsky's  solution:  Acidi  carbolici  30,  camphorae 
trit.  60,  alcohol,  absol.  10  parts.  The  temperature  was  normal  next  day, 
and  remained  so.  The  man  could  sit  without  assistance,  speak,  write, 
and  count  quite  correctly.  The  first  change  of  dressing  was  made  ten 
days  after  operation;  a  great  deal  of  pus,  with  necrosed  brain  tissue,  was 
discharged.  No  symptoms  of  any  kind,  either  mental  or  physical,  were 
afterwards  exhibited,  despite  the  great  defect  in  the  frontal  and  tem- 
poral lobes.  Optic  neuritis  w^as  present  on  each  side,  but  more  severe 
on  the  right.  Fraenkel's  gas  bacillus  has  been  observed  to  attack  only 
the  extremities,  and,  internally,  only  the  uterus.  Tietz  and  Korbsch, 
in  a  case  of  skull  w^ound,  found  air  bubbles  in  the  pia  mater,  and  con- 
cluded that  the  bacillus  affected  the  pia  mater;  but  their  conclusion  was 
based  solely  on  the  presence  of  air  vesicles  in  the  venous  channels  un- 
derneath the  pia,  and  by  the  sickeningly  sweet  smell.  Fraenkel  himself 
said  that  the  smell  did  not  indicate  the  presence  of  his  bacillus,  that 
the  vesicles  might  be  admitted  underneath  the  pia  by  the  sucking  in 
of  air  at  the  opening  of  the  skull  after  death,  and  many  of  the  phenomena 
might  be  explained  by  post-mortem  putrefaction.  Rychlik  points  out  that 
in  his  case  all  the  conditions  necessary  for  gas  infiammation  were  fulfilled 
—the  complete  exclusion  of  air,  so  that  the  organism  grew  under  strictly 
anaerobic  conditions.     Signs  of  toxaemia  were  absent,  and  the  high  tem- 
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perature  alone  indicated  septic  mischief.  The  sudden  development  of 
such  a  large  abscess  could  only  be  explained  by  the  structure  of  the 
brain  tissue  and  the  gas-producing  properties  of  the  organism.  Ed. 

1472 

Observations  in  the  Diagnosis  and  Treatment  of  Brain  Injuries  in  Adults. 
William  Shaepe,  Jour.  Amer.  Med.  Assn.,  May  13,  1916. 

The  author  combats  the  notion  that  brain  injuries  following  fracture 
of  the  skull  get  along  just  as  well  without  operation  as  with  it.  This, 
he  holds,  is  true  if  the  operation  has  been  delayed  until  they  reach  the 
dangerous  state  of  medullary  compression  or  even  the  later  stage  of 
medullary  edema.  An  early  operation  is  advisable  not  only  as  a  means 
of  saving  life  but  also  to  lessen  the  danger  of  post-traumatic  conditions 
which  are,  he  believes,  due  to  the  resulting  unrelieved  intracranial 
pressure  prolonged  over  several  weeks  or  more.  He  reviews  the  symp- 
toms that  guide  the  surgeon  and  the  other  treatment.  It  is  in  fractures 
of  the  base  that  there  has  been  the  greatest  difference  of  opinion  as 
regards  operation,  and  until  recently  it  has  only  been  realized  that  the 
fracture  itself  is  of  less  consequence.  It  is  the  resulting  hemorrhage 
and  edema  that  are  the  dangerous  complications  of  basal  fractures.  De- 
compressive operations,  therefore,  are  advisable.  In  his  seventy-nine 
patients  operated  on  he  has  been  impressed  by  the  absence  of  extrar 
dural  and  middle  meningeal  hemorrhage  unassociated  with  subdural 
lesions,  which  he  thinks  is  a  more  uncommon  condition  than  our  text- 
books would  lead  us  to  believe.  In  the  great  majority  of  cases  many 
of  the  important  guiding  or  localizing  symptoms  are  absent  and  in  that 
case  if  there  are  any  signs  of  increased  pressure  in  the  skull,  early  sub- 
temporal decompression  is  advisable.  It  is  rarely  possible  to  observe  the 
fundal  signs  of  choked  disc  within  six  hours  after  the  injury  and  the 
signs  of  shock  often  overshadow  or  prevent  the  signs  of  increased  intra- 
cranial pressure.     The  fracture  itself  is  really  the  unimportant  factor. 

All  depressed  fractures  of  the  vault  should  be  elevated  and  removed 
for  fear  of  later  complications.  Ed. 

14S6 

otogenous  Meningitis.  G.  V.  Th.  Boruies,  Nordisk  Tidskrift  for  Oto- 
Rhino-Laryngol.,  Nos.  2,  3  and  4,  1916. 
Thirty-six  cases.  Six  post-operative  and  two  traumatic.  Of  the  re- 
maining twenty-eight  fifteen  cases  complicated  acute  otitis  media  and 
thirteen  cases  chronic  otitis  media  (15  labyrnthne,  10  tympanomastoid, 
3  sinus  phletitis  origin).  Seventeen  of  the  twenty-eight  cases  presented 
neither  edema  nor  sensitiveness  of  the  mastoid  and  eleven  of  these  seven- 
teen showed  no  acute  symptoms  in  the  ear.  In  ten  cases  the  cerebro- 
spinal fluid  was  sterile.  In  nineteen  cases  bacteria  were  present  (strep- 
tococci, 9  cases;  streptococcus  mucosus,  2  cases;  streptococci  and  gram 
positive  diplococci,  2  cases;  staphylococci,  4  cases;  staphylococci  and 
gram  negative  rods,  1  case;  gram  negative  rods,  1  case;  gram  negative 
rods  and  gram  positive  diplococci,  1  case;  gram  positive  diplococci,  1 
case).  The  author  states  that  the  cerebrospinal  fluid  may  be  turbid  and 
sterile  and  that  if  it  is  so  for  two  or  three  days,  it  will  probably  remain 
sterile.  A  case  is  reported  in  which  the  fluid  had  this  character  for  sev- 
enteen days  as  proved  by  lumbar  puncture  on  six  occasions  even  on  the 
day  of  the  patient's  death.  Ed. 
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1496 

Inhibitory   Action   of  Saliva   on   Growth    of    the     Meningococcus.     M.    H. 
GORDOX,  British  Med.  Jour.,  June  17,  1916. 

1.  Normal  saliva  inhibits  growth  of  the  meningococcus  upon  solid  arti- 
ficial culture  medium  (nasgar). 

2.  Saliva  from  carriers  has  a  similar  action. 

3.  Nasal  mucus  from  normal  persons  has  no  such  inhibitory  effect  on 
the  growth  of  meningococcus. 

4.  A  quantitative  experiment  showed  that  fresh  saliva  does  not  en- 
tirely lose  this  inhibitory  influence  when  diluted  a  hundred-fold. 

5.  So  pronounced  is  the  antagonism  of  saliva  to  growth  of  the  menin- 
gococcus in  culture,  that  in  a  given  experiment  a  volume  of  broth  sus- 
pension containing  living  meningococci  at  the  rate  approximately  of 
1,000  million  per  c.cm.  was  prevented  from  growing  by  admixture  with 
an  equal  volume  of  fresh  saliva. 

6.  This  antimeningococcal  action  of  saliva  is  due  to  its  living  bacteria. 

7.  A  young  broth  culture  from  saliva  is  at  least  as  efficacious  as  fresh 
saliva  is  antimeningococcal  action. 

8.  This  effect  is  due  to  the  living  and  multiplying  bodies  of  the  bac- 
teria in  the  broth.  When  they  have  been  separated  off  by  a  Berkefeld 
filter,  or  killed  by  heat,  the  broth  has  lost  its  antimeningococcal  power. 

9.  The  inhibitory  action  of  saliva  appears  to  be  chiefly  due  to  mixed 
salivary  streptococci.  Pure  cultures  of  the  predominant  streptococci, 
when  tested  individually,  were  found  to  exert  comparatively  slight  in- 
hibitory influence  on  the  growth  of  meningococcus. 

10.  These  observations  demonstrate  the  practical  importance  of  avoid- 
ing contamination  with  saliva  when  swabbing  the  nasopharynx  of  sus- 
pected carriers  of  the  meningococcus.  Et». 

1499 

Circumscribed  Cysts  of  the  Leptomeninges,  with   Report  of  a  Successful 
Operative  Case.    F.  M.  Hanes  and  A.  M.  Willis,  Amer.  Jour.  Med. 
Sciences,  Dec,  1916. 
The    exact   etiology    of   circumscrihed    cystic    formations    is   uncertain. 
The  pia-arachnoid  spaces  of  the  brain  and  cord  form  a  true  serous  cavity 
analagous  to  the  pleural  and  peritoneal  spaces  and   it  is  reasonable  to 
assume  that  the  delicate  leptomeninges  as  a  result  of  either  septic  or 
aseptic  inflamatory  processes  form  adhesions  which  may  produce  single 
or  multiple  cysts.     Trauma  has  closely  preceded  the  development  of  cer- 
tain cases  of  cystic  meningitis.     Pain  has  been  a  prominent  feature  of 
most  of  the  cases  recorded,  but  this  sjonptom  was  entirely  absent  in  the 
patient  operated  on  by  the  authors.  Ed. 

1509 

Advantages  of  Repeated  Lumbar  Puncture  in  the  Treatment  of  Epidemic 

and  Other  Meningitis.    H.  Muhsajx,  Berliner  klinische  Wochenschrift, 

Nov.  27,  1916. 

Repeated   lumbar   puncture   the   author   regards   as   equivalent   to   free 

incision  and  drainage  in  other  parts.     He  has  never  seen  any  ill  results 

by  taking  even   as  much   as   100   c.c.   at  a  time.     These   large   tappings 

unburden  the  nerve  centers  which  are  compressed  by  the  serous  exuda- 
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tion,  secure  complete  drainage  for  all  the  diseased  products  and  bacteria 
and  cause  the  appearance  within  the  diseased  area  of  the  natural  de- 
fensive bodies.  He  advises  lumbar  puncture  daily.  His  death  rate  was 
5  per  cent.  Ed. 

1512 

Purpuric  Form  of  Cerebrospinal  IVleningitis.  Dr.  Netter,  Revue  de  Mede- 
cine,  March,  1916. 
Purpuric  manifestations  indicate  that  the  disease  has  become  general- 
ized as  proved  by  the  demonstration  of  the  meningococcus  in  the  cutane- 
ous lesions  and  in  the  blood  and  by  the  co-existence  of  other  extra 
meningeal  conditions  (iridocyclitis,  arthritis,  endocarditis).  Ed. 

1526 

Toxic   Action  of  Dilute  Sodium   Clilorid   Solution   on    Meningococcus.     C. 

Shearer,  Lancet,  Oct.  7,  1916. 
Almost  all  strains  of  meningococcus  are  killed  when  placed  for  a 
short  time  in  dilute  sodium  chlorid  solution.  The  action  of  the  Na  CI 
seem^  to  be  most  toxic  when  the  concentration  is  0.85  to  0.9  per  cent.  It 
was  found  that  fresh  cultures  were  more  easily  destroyed  than  old  cul- 
tures. On  the  other  hand,  the  toxicity  of  the  Na  CI  can  be  readily 
neutralized  by  the  addition  of  a  bivalent  salt,  for  example,  calcium 
chlorid,  with  or  without  the  addition  of  a  small  amount  of  potassium 
Iodide.  Ed. 

1528 

Influenzal  Meningitis,  with  Report  of  a  Case.  Robert  G.  Torrey,  A^Jier. 
Jour.  Med.  Sciences,  Sept.,  1916. 

Patient  a  girl  eleven  years  old.  She  had  apparently  had  a  severe  at- 
tack of  influenza  with  a  frontal  sinus  infection  followed  by  typical  cere- 
brospinal meningitis.  The  spine  was  tapped  thirteen  times  and  the  in- 
fluenzal organism  was  present  up  to  the  last  two  tappings.  There  was 
an  improvement  in  the  symptoms  following  each  tapping.  Antimenin- 
gococcic serum  used.  Recovery  was  apparently  complete  with  no  nervous 
symptoms  remaining. 

Regarding  treatment  there  are  three  measures  which  deserve  serious 
consideration:  (1)  The  anti-influenzal  serum  of  Wollstein,  whose  action 
appears  to  be  specific.  (2)  Hexamethylenamin,  which  is,  however,  of 
lesser  value.     (3)  Repeated  lumbar  puncture.  Ed. 

1536 

Value  of  Lumbar  Puncture  in  Cranial  War  Wounds.  R.  Lehiche,  Jour. 
de  Chir.,  p.  451,  1916. 
The  author's  observations  on  chemical  and  cytological  examinations 
of  the  cerebrospinal  fluid  in  injuries  to  the  skull  show  that  such  exami- 
nations have  no  diagnostic  value.  But  the  repeated  punctures  have  a 
therapeutic  effect  and  this  is,  of  course,  of  greatest  value  to  the  patient. 

Ed. 

1539 

Operative  Treatment  of  Cranial  Gunshot  Injuries.        F.   Muller,  Beitr.  z. 
klin.  CMr.,  Bd.  C,  1916. 
One  hundred  and  eighty  gunshot  injuries  of  the  skull  were  treated  by 
the  author  in  eleven  months.     Because  of  the  fact  that  such  injuries  may 
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for  a  long  time  give  no  indication  of  dangerous  injury  to  the  brain  he 
made  it  a  routine  to  expose  every  cranial  injury  no  matter  how  harm- 
less it  may  have  appeared.  Thirty-one  of  the  180  cases  died,  all  except 
one  from  the  direct  results  of  the  injury,  most  of  them  from  brain  com- 
plications. These  complications  were  clinically  of  two  types:  one  fulmi- 
nating in  character,  the  other  insidious.  Of  gunshot  injuries  involving 
the  brain  61  per  cent  recovered;  with  secondary  operations  33  per  cent 
recovered.  Hence  the  importance  of  primary  operation.  Cases  in  which 
the  bullets  or  other  missiles  remained  in  the  brain  showed  70  per  cent 
mortality.  Ed. 

1546 

Radiography  in  Gunshot  Wounds  of  the  Skull.  Vilvandre,    Arch,    de 

Radiol  et  d"  Electrotherap.,  Feb.,  1916. 
No  matter  how  obvious  the  clinical  signs  are  to  trephine  a  skull  for 
a  depressed  fracture  without  preliminary  x-ray  examination  is  irrational. 
The  relief  of  decompression  may  be  obtained  in  a  few  hours,  but  if  the 
patient  still  has  a  bullet  or  piece  of  shrapnel  in  his  brain  the  prognosis 
is  not  really  improved.  At  the  same  time,  while  recognizing  the  im- 
portanec  of  radiography  previous  to  operation  in  skull  cases,  there  are 
cases  in  which  x-rays  apparently  fail.  Even  a  good  radiogram  may  be 
negative  when  the  clinical  symptoms  point  to  the  presence  of  a  depressed 
fracture,  and  the  failure  is  still  more  obvious  in  the  case  of  a  small 
linear  crack  or  fissure.  Damage  to  the  skull,  furthermore,  is,  as  a  rule, 
more  extensive  than  can  be  shown  in  the  radiograph,  probably  owing  to 
the  incidence  of  the  rays  on  a  round  body.  The  author  has  noticed,  in 
operating  theater  and  wards,  that  skulls  with  long  comminuted  fractures 
— even  skulls  in  which  the  depression  is  great — do  well  provided  no 
foreign  body  is  present.  The  connection  between  extensive  fracture  and 
good  recovery  has  impressed  the  author,  and  he  suggests  that  long  frac- 
tures may  be  more  efficient  in  relieving  pressure  than  localized  small 
trephining  of  one  inch  or  so  in  diameter.  A  widespread  decompression 
of  a  moderate  degree  may  perhaps  be  better  than  decompression  of  a 
greater  degree  in  a  smaller  area.  In  the  cases  of  which  he  is  thinking 
the  bone  remains  in  place,  being  only  lifted  up  through  intracranial 
pressure.  The  natural  juxtaposition  of  the  bone  to  the  dura,  and  of  the 
latter  to  the  grey  matter,  persists  to  a  great  extent  in  such  cases,  and 
tends  to  prevent  hernia  cerebri  and  its  sequelae  of  brain  destruction 
and  sepsis.  The  author  wonders  whether  the  lifting  up  of  a  large  area  of 
bone  and  replacing  it  after  the  necessary  cleaning  of  clot  and  removal  of 
loose  bodies  is  not  to  be  preferred  to  the  trephining  and  removal  of 
bone  by  the  ordinary  method.  Future  callus  may  entail  further  compres- 
sion, but  many  fractured  skulls,  untouched  by  the  surgeon,  do  well,  and 
the  sufferers  go  through  life  without  further  symptoms,  except  some 
slight  headache.  Ed. 

1549 

Opening  the  Lateral  Ventricle;  Report  of  Two  Cases.  H.  F.  Woolfexden, 
Lancet,  May  20,  1916. 
In  both  cases  the  lateral  ventricle  was  opened  for  the  purpose  of  ex- 
tracting a  bullet  which  had  lodged  therein,  together  with  some  splinters 
of  bone.  Both  patients  made  complete  recoveries  except  for  a  slight 
affection  of  the  higher  speech  centers  in  one  case  and  some  loss  of  pain 
sensation  on  the  left  side  in  the  second  case.  Ed. 
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1551 

A  Semicircular  Canal  Indicator.  J.  W.  Dowkey,  Jk.,  Jour.  Amer.  Med. 
Assn.,  Oct.  21,  1916. 
This  instrument  consists  of  models  of  the  canals  mounted  on  the  bows 
of  a  trial  frame.  With  the  trial  frame  fitted  to  the  patient  the  canals 
are  in  approximately  the  correct  position,  and  a  glance  will  show  the  ones 
that  are  being  acted  on  by  rotation,  or  the  douching,  in  any  position  of 
the  head.  It  has  the  advantage  over  the  Briinings  otogonimeter  in  that 
it  is  not  in  the  way  in  any  position  it  may  be  desired  to  place  the  par 
tient's  head,  and  though  not  so  accurate  mathematically  it  is  vastly  su- 
perior in  demonstrating  the  position  in  space  of  the  various  canals  to 
those  who  are  not  constantly  visualizing  the  anatomic  peculiarities  of  the 
internal  ear.  Ed. 

1554 

A  Damper  for  Testing  Hearing  by  the  Whispered  Voice.  P.    J.    Mink, 

Arch.  f.  Ohren,  Nasen  und  Kehlkopfheilkunde,  Bd.  100,  H.   1  and  2, 

Nov.  21,  1916. 

In  view  of  the  variability  in  the  intensity  of  the  whispered  (as  well  as 

the  spoken)  voice  at  different  examinations  Mink  arranged  an  apparatus 

in  the  shape  of  a  small  megaphone  which   fits   around  the  lips  of  the 

examiner.     This  appliance  has  a  damper  on  it  by  means  of  which  he  is 

able  to  obtain  a  whisper  of  the  same  degree  at  any  time.  Ed. 

1560 

A    Prosthetic   Apparatus  for  the   Correction     of     Nasal     Deformities.     A. 

Herpin,  Bull,  et  Mem.  de  la  Soe.  de  Med.  de  Paris,  Oct.  27,  1916. 
It  consists  of  two  lateral  blades  of  vulcanized  rubber,  to  rest  on  the 
lateral  aspects  of  the.  nose,  and  two  smaller  blades,  to  rest  within  the 
nostrils  and  afford  counterpressure.  The  two  blades  of  each  side  are 
connected  by  springs  of  platinized  gold  wire,  the  two  springs  being, 
moreover,  joined  at  their  centers,  somewhat  above  the  tip  of  the  nose, 
by  a  small  metallic  disc.  By  suitable  curving  of  the  wires,  the  device  is 
made  to  hold  in  place  and  exert  pressure  from  without  inward  on  the 
sides  of  the  nose.  With  moderate  pressure,  insufficient  to  harm  the  tis- 
sues, apreciable  results  are  obtained  in  a  short  time.  Local  skin  eleva- 
tions are  flattened  down,  and  the  tissues  forced  back  toward  the  midline, 
imparting  greater  laxity  to  the  skin  and  favoring  subsequent  corrective 
operations,  if  such  are  to  be  undertaken.  Where  the  alse  nasi  have  also 
been  deformed  in  the  process  of  healing  and  show  a  tendency  to  atresia, 
the  same  apparatus  is  employed,  but  with  a  modified  intranasal  portion. 
The  latter  is  split  on  each  side  into  two  median  and  lateral  halves,  united 
by  a  spring  wire,  which  tends  to  broaden  the  nostrils  and  restore  their 
shape  to  normal.  Ed. 

1569 

An  Improved  instrument  for  Maintaining  an  Oral  Air-way  during  Gen- 
eral Anesthesia.  J.  E.  Lumbard,  Medical  Record,  Nov.  25,  1916. 
The  instrument  consists  of  a  double  row  of  three  curved  wires  running 
parallel,  about  an  eighth  of  an  inch  apart  and  held  together  firmly  by 
three  cross-bands.  It  is  41/2  inches  long,  14  inch  wide  and  Vs  inch  thick. 
The  instrument  is  easily  introduced  by  inserting  the  pharyngeal  end 
between  the  tongue  and  soft  palate  until  it  rests  in  the  pharynx.     The 
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instrument  does  not  interfere  with  any  face  mask  nor  with  any  method 
for  administering  a  general  inhalation  anesthetic.  It  will  not  clog  with 
mucus,  is  easily  kept  in  position,  it  cannot  be  compressed  by  the  teeth 
or  gums  and  may  be  used  in  children  as  well  as  in  adults.  Ed. 

1618 

Thymus  Death.     F.  H.  Falls,  Surg.,  (Jyn.  and  Obstet.,  June,  1916. 

The  symptoms  are  those  referable  to  an  enlarged  thymus  causing 
pressure  upon  the  mediastinal  structures  with  or  without  the  associated 
changes  found  in  status  lymphaticus.  Symptoms  may  be  present  at  or 
shortly  after  birth  and  usually  appear  during  the  first  year.  They  may 
appear  suddenly  in  a  previously  apparently  normal  child  or  gradually 
with  increasing  severity.  The  cases  of  sudden  death  without  premonitory 
symptoms  are  usually  cases  of  status  lymphaticus  plus  thymus  hyper- 
plasia. Treatment  by  irradiation  with  the  x-rays  has  heen  tried  with 
some  success,  but  this  should  be  restricted  to  older  children  and  adults 
because  of  the  destruction  of  thymic  tissue  by  the  irradiation.  Hence 
x-ray  exposure  should  not  be  undertaken  in  young  children.  If  surgical 
removal  is  attempted  the  whole  gland  should  not  be  removed  because  of 
the  metabolic  disturbances  that  follow,  as  shown  by  the  experimetnal 
work  of  Klose  and  Vogt.  Ed. 

1627 

Hypertrophy  of  the  Thymus.  A.  GisiiONDi,  Gaz.  degli  Osped.  e  delle 
Cliniche,  No.  104,  Dec.  28,  1916, 
Hypertrophy  of  the  thymus  produces  symptoms  by  direct  compression 
of  the  trachea  and  the  jugular  veins  and  of  the  veins  carrying  blood 
from  the  krain  and  arm,  thus  impeding  circulation  in  the  thymus  itself. 
In  this  way  a  vicious  circle  is  set  up  which  tends  to  aggravate  the 
mechanical  disturbances.  In  younger  children,  painting  with  iodin  may 
induce  a  retrogression  in  the  thymus.  In  older  children  prompt  results 
can  be  obtained  by  x-ray  exposure,  but  the  dose  should  not  be  more  than 
5  or  6  H  units  at  one  sitting  and  the  total  should  not  be  more  than  20 
units.  Aluminum  filter  should  be  used.  Some  men  have  reported  good 
results  from  small  daily  doses  of  epinephrin,  and  Pende  combines  epine- 
phrin  with  hypophysis  extract  having  noticed  that  this  combination 
seemed  to  have  a  special  inhibitory  influence  on  hypertrophy  of  the 
thymus.  Ed. 

1634 

Microscopic  Analysis  of  the  Thymus  in  Sixteen  Cases  of  Mostly  Sudden 
Death  from  Internal  Causes.      J.  O.  HAiiiiAR.  Svenska  Lakars  Hand- 
lingur,  V.  vlii,  Xo.  3,  1916. 
The  thymus  in  the  cases  of  sudden  death  from  internal  causes  differed 
in  no  respect  from  the  thymus  in  healthy  children.     Not  even   in   two 
cases   of   "thymus    death"    could   anything   be   found   to    incriminate 'the 
thymus.     The  author  concludes,  therefore,  that  the  thymus  was  not  re- 
sponsible for  the  sudden  deaths.  Ed. 

1641 

A  Further  Report  on  Thromboplastin  Solution  as  a  Hemostatic.:.     Alfbed 
F.  Hess,  Jour.  Amer.  Med.  Assn.,  Dec.  9,  1916. 
Thromboplastin   is   a   solution   and   a   fine   suspension   of   ox   brain   in 
normal  salt  solution  with  0.3  per  cent  tricresol  added  as  a  preservative. 
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It  has  been  employed  extensively  in  nasal  hemorrhage  (as  well  as  in 
gastric,  duodenal  and  other  hemorrhages)  with  excellent  results.  In 
hemophilia  it  may  be  regarded  as  a  specific  wherever  it  can  reach  the  site 
of  the  bleeding.  Ed. 

1642 

Blood  and  Blood  Vessels  in  Hemophilia  and  Other  Hemorrhagic  Diseases. 
At.frf.i)  F.  Hess,  A7-ch.  Internal  Medicine.  Feb.,  1916. 
The  coagulation  time  of  the  plasma  in  hemophilia  may  become  normal 
without  any  apparent  change  in  the  condition  of  the  patient.  A  blood 
platelet  count  is  of  differential  value  between  purpura  and  hemophilia. 
In  purpura  the  blood  platelets  are  decreased;  in  hemophilia  normal. 
The  puncture  test  is  also  an  aid  in  differentiation  (in  hemophilia  a 
hemorrhagic  area  rarely  results  from  the  puncture;  in  purpura  it  is  the 
rule).  The  capillary  resistance  test  is  also  of  value  (application  of 
tourniquet).  In  purpura  this  causes  petechial  hemorrhages  on  the  fore- 
arm, whereas  in  hemophilia  the  effect  is  negative.  There  is  an  hereditary 
purpura  as  well  as  an  hereditary  hemophilia.  The  male  member  may 
be  hemophilic  and  Uie  female  purpuric.  Ed. 

1644 

Thymic  Disturbances  in  the  Adult.  G.  H.  Hosie,  Xeiv  York  Med.  Jour., 
April  8,  1916. 
The  thymus  attains  its  greatest  size  at  the  second  year  and  atrophies 
at  purberty.  A  persistent  gland  in  adult  life  is  characterized  by  Aveak- 
ness,  shortness  of  breath  and  intestinal  sluggishness.  The  diagnosis  is 
made  by  percussion  and  x-ray  examination.  Ed. 

1670 

The  Use  of  Warmed  Ether  Vapor  for  Anesthesia.  F.  B.  McCarty  and 
B.  P.  Davis,  Ann.  Surg.,  March,  1916. 
The  purpose  of  the  authors'  investigations  was  to  determine  whether 
ether  vapor  warmed  to  body  temperature  possessed  any  advantages  over 
ether  vapor  as  ordinarily  administered.  There  being  four  standard  meth- 
ods of  administering  ether,  closed  ether,  open  or  drop  ethei",  intra- 
pharyngeal  insufflation  and  intratracheal  insufflation,  their  problem  was 
to  determine,  first,  the  temperature  at  which  unwarmed  ether  is  delivered 
to  the  patient  by  the  various  methods,  the  degree  of  warming  which 
occurs  in  the  air-passages  and  the  amount  of  energy  used  in  so  warming 
the  vapor;  second,  to  observe  the  effects  of  warmed  and  cold  vapor  on 
animals  as  regards  the  quantity  of  ether  required  to  induce  and  main- 
tain anesthesia,  local  irritation  and  the  effect  on  body  temperature. 
Their  results  showed  that  (1)  the  amount  of  heat  required  to  warm 
ordinary  vapor  as  used  in  anesthesia  by  any  of  the  four  methods  is  so 
small  as  to  be  a  negligible  factor  in  lowering  body  temperature  and  in- 
ducing shock  in  anesthetized  patients.  (2)  The  warming  of  ether  vapor, 
however  administered,  is  accomplished  in  the  mouth,  pharynx,  trachea 
and  primary  bronchi  and  the  aiiesthetic  reaches  the  alveoli  at  body  tem- 
perature. (3)  The  quantity  of  ether  required  to  produce  and  maintain 
anesthesia  does  not  appear  to  be  materially  influenced  by  warming  ether. 
(4)  So-called  cold  ether  does  not  appear  to  be  more  irritating  to  mucous 
membranes  than  warmed  ether.  (5)  No  more  mucus  and  saliva  are 
secreted  when  anesthesia  is  induced  and  maintained  with  cold  than  with 
warmed  ether.  Ed. 
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1676 

The  Blood  Plateletes  in  Hemophilia.  G.  R.  Mixot  and  R.  I.  Lee,  Arch. 
Internal  Medicine,  Oct.,  1916. 
Previous  work  had  shown  that  the  formed  elements  of  the  blood,  the 
calcium  and  fibrinogen  content,  and  the  thrombin  and  antithrombin  were 
practically  normal  in  hemophilia.  The  platelets  were  abnormal.  Addi- 
tion of  hemophilic  platelets  to  hemophilic  plasma  in  amounts  even  sev- 
enty-five  times  as  large  as  normal  platelets,  never  reduced  the  coagula- 
tion time  to  anywhere  near  normal.  The  evidence  obtained  suggested 
that  the  delay  in  clotting  in  hemophilia  takes  place  In  the  initial  step 
and  is  due  to  some  interference  with  the  platelets.  The  authors  con- 
sider hemophilia  the  result  of  an  hereditary  defect  in  the  blood  platelets 
which  renders  them  inavailable  or  slowly  available  for  clotting  purposes. 

Ed. 

1695 

Thymus  Disease  in  Children;  Case  of  Thymus  Hypertrophy.  H.  B.  Shef- 
Fnxij,  ArcJi.  Diagnosis.  Oct.,  1916. 
Hypoplasia,  by  inducing  a  reciprocal  diminution  in  the  thyroid  secre- 
tion, produces  arrest  of  growth,  frailty  of  the  bones,  general  debility, 
and  lowered  mental  capacity,  as  exemplified  in  infantilism,  particularly 
the  Brissaud  and  Lorrain  types.  In  thymic  hyperplasia,  the  signs  differ 
both  according  to  the  degree  of  enlargement  and  the  functional  activity 
of  the  thymus.  Thymic  hypertrophy  may  not  be  associated  with  in- 
creased function  of  the  gland,  which  may,  instead,  be  functionally  inca- 
pacitated. Even  where  thymus  secretion  is  excessive  the  symptoms 
caused  vary  greatly.  Through  a  corresponding  increased  activity  of  the 
thyroid  the  symptoms  may  be  confined  to  those  of  hyperthyroidism,  viz., 
tachycardia,  insomnia,  altered  disposition,  abnormal  perspiration,  often 
slight  exophthalmos,  and  possibly  struma.  In  other  thymic  hyperplasia 
cases,  examination  reveals  nothing  but  a  few  signs  of  rachitis  or  scrofu- 
losis,  in  spite  of  which  death  may  inexplicably  occur  from  mild  causes 
such  as  a  serum  injection,  narcosis,  or  a  minor  operation  (status  lym- 
phaticus).  No  definite  signs  characterize  this  condition  either  during 
life  or  at  necropsy.  In  another  group  of  cases  of  thymic  hyperplasia  per- 
cussion reveals  marked  dullness  over  the  upper  portion  of  the  sternum, 
particularly  to  the  left  as  low  as  the  second  rib  and  often  also  to  the 
back  between  the  scapulae.  In  addition,  there  are  swollen  lymph  glands 
in  the  lower  lateral  region  of  the  neck,  which  may  sometimes  be  seen  to 
continue  deeply  down  between  the  clavicle  and  the  side  of  the  sternum. 
In  long  standing  hjT)ertrophy,  secondary  manifestations,  such  as  dilata- 
tion of  veins  of  the  neck,  dislocation  of  the  heart,  accentuation  of  aus- 
cultatory signs  of  the  heart  and  lungs,  and  arching  and  distention  of  the 
thorax,  may  be  detected.  The  thymus  occasionally  becomes  palpable  as 
an  arched  elastic  swelling  in  the  midline  above  the  incisura  sterni. 
Thj'mus  enlargement  is  distinctly  discernible  with  the  Roentgen  rays. 
Encroachment  on  the  thyroid,  vessels  and  nerves,  trachea,  and  bronchi 
cause  signs  special  to  each.  As  a  rule,  the  symptomatology  is  essentially 
that  of  cardias  asthma  (asthma  thymicum).  Ed, 
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1697 

Hysteria  from  the  Otologic  and  Rhinologic  Standpoint.  F.  Siebexmann, 
Correspond.  Blatt  fuer  Schiceizer  Aerzte,  Sept.  30,  1916. 
Differentiation  is  most  difficult  when  the  manifestations  of  the  hys- 
teria are  restricted  to  the  ear.  We  must  be  on  the  alert  when  the  ob- 
jective findings  do  not  seem  to  justify  the  intensity  of  the  subjective 
symptoms.  The  author  is  convinced  that  we  are  deceived  into  doing 
needless  operations  on  sound  accessory  sinuses  more  often  than  the 
literature  records.  All  are  agreed  that  when  the  hysteric  nature  of  the 
trouble  is  learned  the  patient  should  be  handed  over  to  the  psychiatrist. 
Cold  douches  and  other  brusque  methods  may  exceptionally  cure,  but 
sham  operations  should  not  be  attempted.  He  describes  in  detail  the 
case  of  a  young  woman  who  had  otitis  in  childhood  and  later  simulated 
gastric  ulcer  and  pulmonary  tuberculosis,  and  had  operations  for  gastric 
trouble  and  three  mastoid  operations.  A  second  young  woman  had 
chronic  otitis  media  on  one  side  and  secured  seven  operation.*  on  the 
mastoid  or  accessory  sinuses.  The  consequence  is  deafness  on  that  side 
and  paralysis  of  the  face  and  tongue  from  operative  injury.  Both  these 
women  became  addicted  to  morphine.  In  a  third  case  a  boy  of  twelve 
became  totally  deaf  after  the  explosion  of  a  bomb  from  an  aeroplane. 
He  was  unable  to  speak  and  presented  a  number  of  sensory  and  vasomo- 
tor cerebellar  symptoms.  This  condition  persisted  rebellious  to  all  meas- 
ures for  eight  months.  A  complete  change  of  environment — to  the  chil- 
dren's ward  of  a  hospital — and  local  treatment  of  a  catarrhal  affection 
of  an  Eustachian  tube  almost  at  once  restored  conditions  to  clinically 
normal.  He  did  not  improve  when  placed  in  a  private  room  in  the  hos- 
pital. Ed. 

1698 

Cachexia  from  Destruction  of  the  Pituitary.  IM.  Simmoxds,  DeutscJie 
mediz.  ^Vocli.,  Feb.  17,  1917. 
Simmonds  reports  two  more  cases  (one  case  was  reported  two  years 
ago)  in  which  the  only  cause  discovered  at  autopsy  for  the  chronic  ca- 
chexia was  total  destruction  of  the  pituitary,  in  one  case  the  result  of 
embolism  and  in  the  others  due  to  tumor  growth.  Ed. 

1715 

The  Internal  Anatomy  of  the  Face.       Dr.  M.  H.  Cryer,  Professor  of  Oral 
Surgery,  University  of  Pennsylvania;    Oral  Surgery  to  the  Philadel- 
phia General  Hospital.     Philadelphia  and  New  York:     Lea  &  Febiger, 
1916. 
The  marked  favor  with  which  the  first  edition  of  this  book  was  re- 
ceived and  the  great  demand  for  it  as  a  work  of  reference  has  necessi- 
tated  the  issuance  of  a  second   edition.     The  present  volume  has  been 
decidedly  enlarged,  new  chapters  having  been  added  on  the  teeth  with 
their  nerve  and  blood  supply,  on  the  distribution  of  the  fifth  nerve,  on 
the  uses  of  frozen  sections  and  on  the  inter-relations  between  the  nasal 
cavity  and  its  accessory  sinuses.     When  we  recall  that  this  work  by  Dr. 
Cryer  is  the  fruit  of  twenty  years  of  painstaking  study  of  hundreds  of 
skulls,  coupled  with  infinite  patience  and  minuteness  of  observation,  the 
source  of  its  mass  of  information  becomes  evident.     As  a  Avork  on  special 
anatomy  it  occupies  a  very  important  place  in  the  rhinologist's  and  oral 
surgeon's  library.  Ed. 
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1718 

Cerebellar    Abscess.     Its    Etiology,    Pathology,    Diagnosis   and    Treatment, 
Including  Anatomy  and   Physiology  of  the  Cerebellum,       Dk.    Isiuore 
Fi:ii;,s.\Ei:.  Adjunct  Professor  of  Otology  and  Assistant  Aural  Surgeon, 
Manhattan  Eye,  Ear  and  Throat  Hospital  and  Post  Graduate  Medical 
School,    New    York;    and    Dh.    Alkkkd    Bkax-x,    Adjunct    Professor   of 
Laryngology,    New   York   Polyclinic,   Assistant   Aural    Surgeon,    Man- 
hattan Eye,  Ear  and  Throat  Hospital,  etc.     New  York:    Paul  B.  Hoe- 
ber,  1916. 
There  are  two  important  reasons  for  the  appearance  of  this  monograph 
on    cerebellar   abscess.     First,    fully    ninety-eight    per    cent    of   cerebellar 
abscesses  are  otitic  in  origin.     Second,  the  advances  that  have  been  made 
and  the  work  still   going  on  in  cerebellar   physiology   and   the   relation- 
ships between  the  static  labyrinth  and  the  cerebellum.     In  fact,  the  sub- 
ject of  neurology  has  assumed  not  only  a  most  fascinating  study,  biit  one 
of  paramount  importance  in  otology  and  the  surgery  of  the  brain. 

The  book  is  divided  into  five  chapters:  I  Anatomy  of  the  Cerebellum; 
II  Physiology  of  the  Cerebellum;  III  Etiology  and  Pathology  of  Cere- 
bellar Abscess;  IV  Symptoms  of  Cerebellar  Abscess;  V  Prognosis  and 
Treatment  of  Cerebellar  Abscess.  The  book  makes  available  a  detailed 
description  of  the  pointing  test  as  worked  out  by  Barany. 

To  him  who  strives  for  proficiency  in  neurotology  this  book  is  cer- 
tainly one  of  the  prerequisites.  Ed. 

1727 

Surgery  and  Pathology  of  the  Thyroid  and  Parathyroid  Glands.  Dr. 
Ai.iiKRT  J.  0(  iis\i:i:.  Professor  of  Surgery,  Medical  Department  of  the 
University  of  Illinois,  and  Du.  R.\r.PH  L.  Thompso.n.  Professor  of  Path- 
ology, St.  Louis  University  School  of  Medicine.  St.  Louis:  C.  V. 
Mosby  Company,  1916. 

In  view  of  the  great  interest  that  surgeons  and  pathologists  are  con- 
centrating on  the  thyroid  and  parathyroid  glands  the  present  volume 
should  meet  with  a  great  deal  of  appreciation.  The  literature  on  these 
glands,  especially  from  the  surgical  and  physiologico-ohemical  aspects,  has 
become  very  voluminous.  Of  the  two  glands  the  thyroid  has  of  course 
ratcived  most  attention.  The  parathyroids  have  been  too  long  neglected 
both  in  medical  text-books  and  medical  teaching,  and  this  perhaps  be- 
cause of  the  fact  that  our  knowledge  of  them  is  still  rather  experimental 
in  nature.  But  a  comprehensive  work  on  the  subject  is  certainly  timely 
and  needful.  Drs.  Ochsner  and  Thompson's  work  fulfills  this  need  in  a 
masterful  way  and  promises  to  prove  to  be  one  of  the  very  important 
books  published  during  the  last  year  or  two. 

It  is  divided  into  two  parts.  Part  one,  comprising  about  197  pages, 
is  devoted  to  the  thyroid;  part  two,  approximately  of  equal  volume  is 
devoted  to  the  parathyroids.  This  section  as  well  as  the  chapter  on 
pathology  of  the  thyroid  was  written  by  Dr.  Thompson  who,  by  the  way, 
has  been  a  prominent  contributor  to  investigations  in  this  field.  The 
clihical  considerations  of  the  thyroid  and  the  non-surgical  and  surgical 
treatments  of  goiter  are  the  work  of  Dr.  Ochsner. 

In  describing  the  technique  of  thyroidectomy  only  those  methods  have 
been   chosen   in   which    Dr.    Ochsner's   wide    experience   of   more    than   a 
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score  of  years  have  been  found  reliable.  This  chapter  is  truly  classic  in 
its  clearness  of  expression  and  exposition  of  technique.  The  steps  of 
the  operation  are  outlined  also  with  the  aid  of  thirty  half  tone  plates. 

The  section  dealing  with  the  parathyroids  takes  up  in  order  anatomy 
(human  and  comparative),  embryology  and  histology,,  pathologic  histol- 
ogy, cysts  and  tumors,  postoperative  tetany,  medical  tetany,  parathyroid 
therapy,  etc.  It  is  essentially  an  analysis  of  experimental  evidence  re- 
garding the  role  of  the  parathyroids  in  the  human  economy.  As  a  pre- 
sentation of  our  present  views  on  this  important  question  this  section 
occupies  a  most  important  place  in  medical  literature,  and  contains  a 
very  complete  bibliographv  of  the  subject. 

Certainly  the  co-authorship  of  the  book  could  not  have  been  more  hap- 
pily arranged  and  the  authors  are  to  be  congratulated  in  this  respect. 
Praise  is  also  due  the  publishers  for  the  excellent  printing  of  the  book. 

Ed. 

1T30 

A  Manual  of  Otology.  Du.  Charles  E.  Pkrki.xs,  Professor  of  Clinical 
Otology  in  New  York  University  and  Bellevue  Hospital  Medical  Col- 
lege; Associate  Aural  Surgeon  to  St.  Luke's  Hospital,  etc.  Philadel- 
phia and  New  York:  Lea  &  Febiger,  1916. 
This  work  is  not  one  of  the  largest  on  diseases  of  the  ear,  but  it  is  cer- 
tainly one  of  the  most-  comprehensive.  The  student,  general  practitioner 
or  young  specialist  will  find  it  a  very  efficient  working  manual.  Ex,- 
cessive  verbiage  has  been  scrupulously  omitted.  The  text  is  concise  and 
to  the  point  and  the  information  is  presented  in  a  most  understandable 
and  matter  of  fact  way.  There  are  certain  chapters  in  the  book  which 
deserve  special  commendation.  For  example,  the  one  on  the  functional 
tests  of  audition  and  the  one  on  the  functional  tests  of  the  static  laby- 
rinth. There  are  books  which  make  these  subjects  so  complicated  and 
difficult  that  any  reader  but  a  mature  otologist  or  neurologist  becomes 
bewi'ldered  and  gives  up  all  hope  of  ever  understanding  them.  Not  so 
in  this  book.  Even  a  medical  sophomore  could  grasp  the  principles 
very  comprehensively  by  carefully  reading  the  chapters  through.  Of 
course,  the  subjects  are  considered  in  a  more  elementary  manner  and 
from  the  standpoint  of  their  practical  application,  but  that  is  exactly 
what  the  scope  of  this  book  is,  to  be  a  working  manual  to  the  non-special- 
ist or  to  the  student.  The  chapters  on  the  mastoid  operation,  simple  and 
radical,  are  very  explicit.  So  also  those  on  the  various  varieties  of 
labyrinthitis  and  intracranial  complications.  Ed. 

1732 

Oral  Abscesses.    Kuitx  H.  Tiio.ma,  D.  M.  D.,  Lecturer  on  Oral  Histology 

and  Pathology  and  Member  of  the  Research  Department  of  Harvard 

University   Dental   School;    Instructor  in   Dental   Anatomy,   Harvard 

Medical   School;    Oral   Surgery  to  the  Robert   B.   Brigham   Hospital, 

etc.     Boston:   Ritter  &  Company,  1916. 

In  times  gone  by  the  medical  profession  regarded  the  mouth  and  teeth 

as  of  secondary  importance  in  the  practice   of  medicine;    in   fact,   their 

examination  was  usually  superficial  and  consisted  in  noting  whether  or 

not  the  tongue  was  coated,  whether  or  not  the  tonsil  was  inflamed.     The 

mouth   was   relegated   to   the   dentist   as   his    domain.     But   things   have 
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changed.  The  mouth  and  teeth  have  assumed  the  position  of  most  im- 
portant gateways  for  the  entrance  of  disease.  The  presence  in  the  teeth 
and  other  parts  of  the  oral  cavity  of  latent  foci  of  infection  has  explained 
many  obscure  cases  of  sinus  disease,  otitis  media,  trifacial  neuralgia, 
adenitis,  diseases  of  the  eye,  of  the  blood,  of  the  joints,  etc.  The  sharp 
dividing  line  between  dentistry  and  medicine  has  been  broken  down; 
oral  surgery  is  a  specialty  in  medicine.  No  wonder  then  that  as  oral 
infections  have  taken  such  an  important  place  in  the  etiology  of  disease, 
a  book  devoted  to  oral  infections  and  their  complications  should  make 
its  appearance. 

Such  a  book  is  Dr.  Thoma's  work  on  "Oral  Abscesses."  From  the 
ciuality  of  paper  and  the  wealth  of  costly  plates  (there  are  seventy-nine 
of  them,  twenty-two  being  in  color)  it  is  quite  evident  that  the  publish- 
ers have  spared  no  pains  or  expense  in  the  publication  of  this  volume. 
Careful  perusal  of  the  work  leads  to  the  conclusion  that  they  were  fairly 
justified  in  their  lavishness.  The  book  is  destined  to  meet  with  general 
favor  as  one  of  the  pioneers  in  this  important  branch  of  medicine.  It 
has  no  partisanship.  It  interests  the.  physician  and  the  surgeon  just  as 
much  as  the  dentist  and  he  will  be  surprised  to  find  how  much  there  is 
to  the  pathology  of  the  teeth. 

The  book  .opens  with  a  consideration  of  the  phenomena  of  infection. 
That  infection  may  result  not  alone  from  neglect  of  the  teeth  but  also 
from  overdentistry  of  the  teeth  we  learn  from  the  following:  "Oral 
abscesses,  especially  of  the  unsuspected  chronic  type,  are  in  these  days 
of  overdentistried  teeth  a  common  infection  and  are  of  the  greatest 
importance  in  the  diagnosis  and  treatment  of  secondary  disease  *  *  *." 
Thfen  follows  in  order  a  very  detailed  exposition  of  alveolar  abscess 
(caused  by  disease  of  the  dental  pulp  and-  to  causes  other  than  this 
etiology),  abscesses  of  the  tongue  and  salivary  glands  and  ducts,  bac- 
teriology of  oral  abscesses,  histological  pathology  of  dento-alveolar  dis- 
ease, secondary  complications,  treatment  of  oral  abscesses,  prevention  of 
periapical  infection,  devitalization  of  teeth,  etc. 

The  author  has  a  chapter  devited  to  abscess  of  the  tongue  and  salivary 
glands  and  ducts.  Either  this  should  be  omitted  or  with  equal  propriety 
a  very  important  form  of  oral  abscess — peritonsillar  abscess — should  also 
be  included,  at  least  for  the  sake  of  completeness.  The  same  applies 
to  tuberculosis  of  the  tongue.  Why  not  include  syphilis  of  the  tongue, 
the  differential  diagnosis  of  which  is  often  difficult? 

But  these  are  minor  considerations.  A  very  interesting  feature  in  the 
chapter  on  secondary  complications  is  the  citation  of  illustrative  cases  in 
the  author's  experience  of  these  conditions.  The  book  can  be  highly 
recommended  and  the  author  and  publishers  congratulated.  Ed. 


ADVERTISEMENTS. 


APPARATUS  FOR   SUSPENSION    LARYNGOSCOPY 

Designed  by   Dr.  R.  C.  LYNCH,  NewOrleans,  La. 


Fig.  C. 

Fig.  A — Suspension  hook 
with  tongue  spatula,  for 
which  five  spatulus  of  dif- 
ferent sizes  are  provided. 
Latest  apparatus  supplied 
with  all  improvements  sug- 
gested by  Dr.  Lynch,  such 
as  wing  set  screw  to  hold 
spatulas  securely  and  pre- 
venting same  from  rotat- 
ing, etc.  This  apparatus  is 
used  in  connection  with 
the  well-known  Killian 
suspension  gallows. 
See  "LarjTigoscope,"  De- 
cember, 1916,  page  1362. 


The  top  of  the  Lynch  op- 
erating table  can  be  lifted 
by  means  of  a  raising  lev- 
er from  the  minimum 
height  of  32  inches  to  the 
maximum  height  of  52 
inches,  with  the  least 
amount  of  exertion.  Pres- 
sure of  the  foot  on  re- 
leasing lever  lowers  the 
table  top  to  any  desired 
point.  Foot  lever  for  con- 
trol  of  rotation. 


Fig.   B. 

Fig.     B  —  Modified    dental 
impression      spoon,      two 
sizes  of  which  are  provid- 
ed, for  adults  and  children. 
Illustration     shows    spoon 
filled     with     dental     com- 
pound.     After    impression 
lias  been   made  and   com- 
pound   filling    entire    jaw 
and  hard   palate,   there  is 
no   longer    any   danger   of 
damaging      or      loosening 
teeth,  as  no  metal  comes 
in  contact  with  teeth. 
Fig.      C.  —  Showing     elon- 
gated tooth  plates  in  posi- 
tion   making    traction    on 
dental   spoon. 


DELIVERIES. 

By  releasing  the  set  screw 
controlling  simple  stabil- 
ity mechanism,  the  table 
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THE  NON=SURQICAL  TREATMENT  OF  INFLA.MAIATION 
OF  THE  NASAL  ACCESSORY  SINUSES. 

Dr.  Walter  A   \\'ell5,  \\'ashington,  D.  C. 

About  ten  or  twelve  years  ago  extensive  and  radical  surgical 
procedures  were  greatly  in  vogue  for  the  cure  of  diseases  of  the 
v.asal  accessor}-  sinuses,  and  rhinolbgists  vied  with  one  another 
in  devising  new  methods  for  their  complete  obliteration  on  the 
principle  that  this  was  essential  to  recovery.  The  fact  of  serious 
facial  disfigurement,  which  was  the  not  infrequent  consequence, 
was  therefore  entirely  subordinated  to  this  one  object. 

Unfortunately,  however,  -although  entailing  many  disadvan- 
tages to  the  patient,  results  as  regards  a  permanent  cure  of  the 
disease  were  frequenth'  disappointing.  Owing  to  certain  struc- 
tural and  physiological  peculiarities  not  sufficiently  taken  into 
account,  the  most  radical  operations  were  not  necessarily  the 
most  successful  ones,  and  it  was  found  that  the  patients  were 
often  doomed  to  long,  tedious,  distressing  terms  of  recovery, 
with  sometimes  more  than  one  repetition  of  an  extensive  oper- 
ative procedure. 

Moreover,  too  little  regard  was  had  for  the  nose  as  an  organ 
having  important  vital  functions  and  the  turbinals  and  other 
parts  were  sometimes  ruthlessly  sacrificed  with  serious  after- 
effects. 
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None  of  these  considerations,  however,  were  so  influential  in 
bringing  about  a  reaction  from  radical  surgery  of  the  sinuses  as 
the  fact  that  operators  had  the  sad  experience  of  witnessing 
every  now  and  then  the  development  of  a  meningitis  with  gen- 
erally a  fatal  outcome. 

We  will  observe,  therefore,  many  authors  who  were  formerly 
strong  advocates  of  radical  intervention,  expressing  at  the  pres- 
ent time  very  conservative  views  with  regard  to  the  treatment 
of  the  nasal  sinuses,  and  recent  literature  shows  that  there  is 
great  confidence  now  in  certain  simple  non-surgical  methods — 
such  as  the  use  of  suction  or  negative  pressure. 

The  purpose  of  this  paper  will  be  chiefly  to  consider  the  ration- 
ale of  the  cure  of  sinus  inflammation  and  to  discuss  the  principles 
involved  as  well  as  the  results  obtained  in  some  of  the  newer 
methods  of  treatment. 

In  order  that  we  shall  be  able  to  establish  rational  principles 
for  treatment  of  the  disease  of  any  organ,  we  need  to  fix  our 
mind  especially  upon  two  points,  one  being  the  factors  of  its 
causation,  the  other  the  natural  processes  of  repair.  We  must 
seek  for  the  causes  that  we  may  remove  them,  and  for  the  pro- 
cesses of  nature  that  we  may  imitate  them. 

As  peculiarities  of  development,  of  structure  and  of  function 
are  relevant  to  the  subject,  it  may  be  pardonable  for  the  purpose 
of  a  logical  and  symmetrical  development  of  my  thesis,  to  briefly 
review  a  few  elementary  details. 

The  nasal  accessory  sinuses  are  regarded  by  some  authors  as 
mere  vestigial  remains  of  organs  which  in  the  lower  animals  and 
in  primitive  man  had  important  olfactor}-  functions. 

Originally  they  formed  a  part  and  parcel  of  the  nasal  cavities 
which  communicated  with  them  through  wide  openings.  But 
as  their  usefulness  as  olfactory  organs  lessened,  they  became 
gradually  walled  ofT,  leaving  only  small  communicating  apertures 
or  channels,  which  we  can  readily  understand  must  be  niaintained 
in  order  to  provide  ventilation  and  drainage  of  cavities  still  lined 
with  functionally  active  mucous  membranes.  If  the  vestigial 
character  of  the  sinuses  be  accepted,  it  follows  that  they  must 
be  regarded  as  organs  of  inferior  vitality,  a  fact  which  may  ex- 
plain on  the  one  hand  their  reputed  vulnerability  to  disease,  and 
on  the  other  their  incapacity  for  complete  repair  after  extensive 
injury. 

The  mucous  membrane  of  the  sinuses  diflfers  from  the  mucous 
membrane    of    the    nose    in    desrree    rather    than    in    kind.     The 
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glandular  elements  and  nerve  filaments  are  less  numerous  and 
the  blood  supply  to  the  submucosa  less  abundant.  Xot  only, 
however,  is  the  layer  of  epithelial  cells  thinner,  but  especially  to 
be  noted  is  the  fact  that  the  genetic  layer  of  the  epithelial  sur- 
face is  less  substantial,  all  facts  pointing,  it  seems  to  me,  quite 
significantly  to  a  lessened  power  of  regeneration  on  the  part  of 
the  submucosa.  Therefore,  from  histological  as  well  as  devel- 
opmental considerations,  arguments  are  to  be  drawn  which  speak 
strongly  against  extensive  operative  intervention  and  in  favor  of 
extreme  conservatism  in  dealing  with  the  nasal  accessory  sinuses. 
A  few  words  in  regard  to  their  anatomical  peculiarities : 
The  nasal  accessory  sinuses  give  us  little  concern  in  early 
childhood  and  almost  none  at  all  during  infancy.  The  maxillary 
sinus  is  present  in  but  a  very  rudimentary  form  at  birth ;  its 
permanent  shape  and  normal  position  are  not  obtained  until 
after  the  eruption  of  the  permanent  teeth.  The  frontal  sinus  is 
not  present  at  all  at  birth ;  it  makes  its  first  appearance  at  about 
the  second  year  and  at  about  the  eighth  year  assumes  the  form 
of  a  distinct  cavity.  The  ethmoid  and  sphenoid  sinuses  are  pres- 
ent at  birth,  but  like  the  others,  develop  slowly  and  do  not  as- 
sume their  complete  form  and  size  until  puberty  or  even  later. 

The  nasal  accessory  sinuses  in  the  adult  are  very  variable  with 
regard  to  form,  dimension  and  capacity  and  the  situation  of  their 
apertures.  In  general,  however,  we  find  that  they  have  a  vol- 
umetric capacity  equal  to  twice  that  of  the  nasal  fossae  proper, 
and,  normally,  each  sinus  will  have  at  least  one  aperture  of  com- 
munication, through  which  the  mucous  membrane  covering  its 
wall  becomes  continuous  with  that  lining  the  nasal  passages.  As 
pathological  processes  tend  to  spread  by  continuity  throughout 
any  hom.ogeneous  structure,  it  is  nothing  more  than  we  could 
expect  that  inflammation  affecting  the  nasal  passages  should 
involve  the  sinuses.  The  inference  with  regard  to  the  indication 
to  give  attention  to  the  condition  of  the  nasal  passages  is  suf- 
ficiently evident  and  we  may  lay  aside  the  question  as  to  whether 
or  not  the  sinuses  can  become  independently  inflamed.  Certainly 
in  the  great  majority  of  cases  the  nose  is  primarily  affected. 

When  the  openings  of  the  sinuses  are  in  proximity,  infection 
of  one  of  these  sinuses  from  the  other  is  always  imminent.  There- 
fore, the  frontal,  anterior  ethmoidal  and  the  maxillary  sinuses, 
which  constitute  the  anterior  group  and  open  near  each  other 
in  the  region  of  the  hiatus  semi-lunaris,  are  frequently  observed 
to   be   concomitantlv   diseased.        Similarlv.   we   find   the   posterior 
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ethmoidal  cells  very  often  involved  in  case  of  suppuration  of  the 
sphenoid  sinus,  or  vice  versa,  because  these  two  constituting  the 
posterior  group  open  near  each  other  in  the  region  of  the  superior 
meatus.  Capillary  attraction  and  syphonage  are  probably  the 
active  forces  in  causing  a  spread  of  the  purulent  infection. 

In  addition  to  the  fact  that  certain  of  these  sinuses  are  in 
such  intimate  anatomic  relation  through  their  cells,  walls  and 
ostia,  another  fact  arguing  for  their  mutual  pathological  depend- 
ence is  to  be  found  in  their  common  vascular  and  vaso-motor 
supply.  Causes  which  act  through  these  media  are  likely  to  in- 
fluence simultaneously,  in  greater  or  less  degree,  the  entire  nasal 
accessory  system. 

The  obvious  deduction  to  be  drawn  from  these  considerations 
is,  of  course,  that  treatment  of  any  kind,  restricted  to  a  single 
sinus,  may  prove  futile  so  long  as  a  neighboring  sinus  continues 
to  suppurate.  Radical  measures  will  therefore  often  have  to 
be  much  more  extensive  than  originally  contemplated. 

The  maxillary  sinus,  in  addition  to  those  causes  common  to 
other  sinuses,  is  in  a  certain  proportion  of  cases  affected  by  caries 
of  the  roots  of  certain  teeth,  which  are  in  anatomical  relation 
with  its  floor — most  commonly  the  second  bicuspid  and  first 
molar.  The  dental  origin  formerly  regarded  as  responsible  for 
about  one-half  of  all  antral  suppuration  seems  to  have  lessened 
as  a  factor  and  according  to  later  statistics  can  hardly  be  in- 
criminated for  more  than  one-third  of  all  cases. 

Of  great  interest  in  connection  ^vith  the  treatment  as  well  as 
the  genesis  of  sinus  inflammation  is  the  size,  conformation,  and 
especially  the  situation  of  their  ostia. 

Looking  at  a  sagital  section  exposing  the  lateral  wall  of  the 
nose,  we  obser\-e  that  the  frontal  sinus  has  its  outlet  at  the  most 
dependent  place  so  that  the  secretions  will  fall  downward 
through  a  narrow  channel,  opening  either  in  the  upper  part  of 
the  hiatus  semi-lunaris,  or  just  anterior  to  it. 

The  opening  of  the  maxillary  sinus,  which  may  be  seen  in  the 
lower  posterior  end  of  this  hiatus,  instead  of  being  at  the  most 
dependent  locality  is  situated,  on  the  contrary,  near  the  roof,  so 
that  with  the  patient  in  the  upright  position  no  fluid  can  flow  by 
force  of  gravity  until  the  cavity  is  practically  full. 

The  same  is  true  also  of  the  sphenoid,  whose  opening  may  be 
seen  in  the  superior  meatus  on  the  upper  part  of  the  anterior 
sinus  wall. 
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Much  has  been  made  of  these  various  positions  on  the  ostia 
relative  to  the  sinus  cavities.  The  deduction  generally  made 
with  regard  to  treatment  is  that  while  a  frontal  sinus  may  be 
depended  upon  to  get  rid  of  a  purulent  collection  because  of  the 
favorable  situation  of  its  outlet  for  drainage,  the  case  is  hopeless 
for  the  antrum  and  the  sphenoid  unless  surgical  measures  are 
resorted  to.  To  hold  such  a  view  means  to  have  far  too  little 
confidence  in  the  resources  of  Nature,  who  provided  other  means 
for  the  emptying  of  the  sinuses  than  gravity  alone. 

Ski  Hern  has  shown  that  if  finely  powdered  lamp  black  is 
strewn  over  the  mucous  lining  of  the  sinus  of  freshly  slaughtered 
calves,  the  black  particles  may  be  observed  to  travel  the  space 
of  1  cm.  per  minute  toward  the  ostium,  no  matter  what  the  sit- 
uation, and  that  in  a  short  time  it  will  have  completely  escaped 
into  the  nasal  cavity.  This  is  accomplished  through  the  activity 
of  the  ciliated  epithelium  which  is  without  doubt  the  most  potent 
force  in  ridding  the  sinuses  of  contained  secretion.  The  mucous 
membrane  of  all  the  nasal  accessory  sinuses  is  of  the  ciliated 
type.  The  fine  hairs  or  cilia  are  in  rapid  and  constant  motion 
and  always  towards  the  sinus  opening. 

The  waving  of  one  of  these  cilia  has  been  likened  to  the  lash- 
ing of  a  whip.  It  is  estimated  to  occur  at  the  rate  of  about 
twelve  times  a  second,  the  forward  movement  being  twice  as 
rapid  as  the  return.  Warmth  and  an  alkaline  reaction  of  the 
secretions  favor  their  activity,  whereas  cold,  too  great  acidity 
and  irritant  chemicals  have  a  retarding  effect.  We  see,  there- 
fore, in  the  action  of  these  cilia  a  powerful  force  overcoming  the 
laws  of  gravity.  We  see  at  the  same  time  the  necessity  of  their 
integrity  being  maintained  and  of  the  importance  of  securing  a 
proper  environment  for  their  activity,  from  which  facts  we  may 
not  only  draw  general  arguments  in  favor  of  conservatism,  but 
also  some  practical  deductions  for  local  treatment. 

It  shows  the  advantage  of  bringing  into  contact  with  the  mem- 
branes no  medicaments  which  have  not  been  w^armed,  and  if  in 
solution  they  must  be  alkaline  and  bland — never  strongly  irri- 
tant. A\'hen  the  secretions  become  thick,  viscid  and  abundant, 
ciliated  action  is  embarrassed  and  their  removal  is  consequently 
a  rational  indication. 

In  the  plan  of  the  lymphatic  distribution,  unlike  the  case  of 
the  blood  supply,  there  is  no  reason  for  the  common  involve- 
ment of  the  sinuses  or  the  extension  of  disease  from  one  to  the 
other.     The  lymphatics  forming  an  interlacing  network  over  the 
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walls  of  the  individual  cavities  seem  to  radiate  in  each  case  to- 
ward the  ostium,  where  they  communicate  with  the  large  vessels 
of  the  nasal  fossae.  They  are  no  doubt  a  part  of  a  protective 
mechanism  and  acting  in  conjunction  with  the  ciliated  cells  tend 
to  relieve  the  cavities  of  exudate  and  epithelial  debris,  which 
accumulate  as  a  result  of  inflammation  of  its  lining  walls.  The 
direction  of  the  flow  being  toward  the  nasal  cavities,  inflamma- 
tory engorgement  within  the  latter  will  naturally  impede  this 
wholesome  draining  process,  produce  stais  of  the  lymphatics  of 
the  sinus  and  thus  favor  bacterial  invasion. 

In  addition  to  the  action  of  the  ciliated  cells  of  the  lymphatics 
certain  physical  forces,  according  to  Yankauer,  may  be  counted  upon 
to  promote  the  evacuation  of  the  sinuses.  These  are  especially 
capillary  attraction  and  syphonage. 

Through  adhesiveness  of  the  secretions  of  the  sinus  wall,  as- 
sisted by  ciliated  action  of  the  epithelium,  an  accumulation  of 
fluid  in  one  of  the  sinuses  will  never  be  perfectly  level,  but  have 
always  a  high  meniscus  reaching  as  a  rule  to  the  ostium. 

Then  capillary  attraction  and  syphonage  come  into  play,  the 
former  favored  by  the  conformation  of  the  ostial  edges,  the  lat- 
ter by  the  continuity  of  the  secretions  within  the  cavity,  with 
what  has  escaped  into  the  nasal  passages  through  the  natural 
orifice  of  communication. 

Now  apertures  of  the  sinuses  are  maintained  evidently  by 
nature  for  another  function  beside  that  of  draining  away  the  se- 
cretions. As  we  have  already  mentioned  there  was  a  period  in 
physical  development  when  the  sinuses  widely  communicated 
with  the  nose  and  were  constantly  in  contact  with  the  inspired 
air.  It  is  for  this  reason  probably  that  air  is  still  a  necessity  for 
their  normal  health  and  vitality. 

Just  as  the  tympanic  cavity  becomes  congested  and  diseased 
when  its  normal  supply  of  air  is  cut  oft  by  obstruction  of  the 
Eustachian  tube,  so  the  nasal  sinuses  suffer  when  the  ostia  be- 
come in  any  way  occluded.  The  air  in  the  enclosed  cavity  be- 
comes gradually  absorbed,  and  the  resulting  rarefaction  tends  to 
produce  a  sagging  in  of  the  yielding  membranous  lining  attend- 
ed with  marked  passive  congestion.  If  in  such  a  case  a  purulent 
secretion  is  already  present  in  the  cavity,  saprophytic  micro- 
organisms multiply  and  bring  about  a  decomposition  of  the  stag- 
nant secretions.  It  is  quite  likely  that  the  severe  pains  experi- 
enced in  some  cases  of  sinusitis  may  be  due  to  the  pressure  of 
gases  arising  from  the  decomposition  of  pus. 
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How  many  physiological  facts  seem  therefore  to  point  to  the 
positive  necessity  of  keeping  these  ostia  clear,  as  one  of  the 
prime  indications  of  sinus  treatment? 

The  bacteriology  of  the  sinus  is  a  topic  of  great  interest,  closely 
related  to  the  subject  in  hand,  but  unfortunately,  though  much 
has  been  written,  very  little  has  resulted  of  practical  value. 

The  normal  sinuses,  contrary  to  our  former  opinions,  have 
been  shown  by  more  recent  investigations  to  be  nearly,  if  not 
completel}',  sterile.  Experiments  seem  to  show  that  the  mucoid 
secretions,  if  they  do  not  possess  actual  bactericidal  properties,  at 
least  are  capable  of  inhibiting  bacterial  growth. 

A  great  variety  of  micro-organisms  is  found  in  sinus  sup- 
puration and  there  is  none  which  can  be  rightly  called  the  spe- 
cific cause.  An  inflammation  which  may  have  begun  with  a  cer- 
tain micro-organism  predominating  will  often  later  on  show  an 
entirely  different  one  taking  its  place,  and  it  is  the  rule  to  find 
mixed  cultures  in  a  suppuration  that  has  lasted  any  length  of 
time.  For  these  reasons,  if  for  no  other,  vaccine  treatment  of 
sinus  inflammation  in  the  chronic  form  must  be  regarded  as 
somewhat  chimerical. 

Pyogenic  cocci  seem  more  often  responsible  for  sinus  sup- 
puration than  bacilli.  Those  most  frequently  found  are  the 
pneumococci,  streptococci,  staphylococci  and  diplococci. 

While  many  infectious  diseases  are  complicated  with  sinus- 
itis, in  most  instances  they  must  be  looked  upon  as  only  pre- 
disposing causes,  preparing  the  soil,  as  it  were,  for  local  infec- 
tion. 

Exception  must  be  made  of  four  diseases  in  which  apparently 
the  sinus  inflammation  is  directly  and  primarily  due  to  the  spe- 
cific organism  of  the  disease.  These  are  influenza,  croupous- 
pneumonia,  diphtheria  and  erysipelas.  Of  these  by  far  the  most 
frequent  cause  is  influenza,  whose  importance  as  a  cause  of 
sinusitis  was  first  pointed  out  by  Lindenthal  and  later  empha- 
sized by  Hajek. 

Now,  finally,  let  us  see  if  some  deductions  can  be  drawn  from 
what  has  been  said  that  may  aid  us  in  the  practical  question  of 
the  treatment  of  the  nasal  sinuses. 

Certainly  on  anatomical,  physiological  and  biological  grounds, 
we  find  considerations  which  weigh  heavily  against  the  under- 
taking of  surgical  procedures,  which  involve  extensive  injury  to 
the  parts.       As  J.  Gordon  Wilson  in  a  recent  article^  says : 
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"To  replace  epithelium  in  a  dependent  cavity  by  scar  tissue  is 
to  replace  it  with  tissue  with  no  physiological  action.  I  cannot 
conceive  of  a  healthy  antrum  existing  after  extensive  curretage. 
The  teaching  of  nature  is  obvious.  The  mucous  membrane  of 
the  sinus  is  doing  important  work.  We  may  aid  by  reducing 
chronic  vascular  and  lymphatic  engorgement ;  we  may  assist  in 
the  removal  of  excess  secretions ;  but  if  w^e  do  so  at  the  expense 
of  permanent  damage  to  the  ciliated  walls  we  may  well  go  slowly 
and  ask  what  compensation  we  offer  for  the  loss." 

After  years  of  radical  surgery  the  testimony  of  experience  is 
now  finally  coming  into  line  with  these  theoretical  considera- 
tions. 

No  man  in  the  past  was  a  warmer  advocate  of  radical  sinus 
surgery  and  no  one  performed  these  radical  operations  with 
more  skill  than  Dr.  Lewis  Cofiin.  Yet  in  the  same  number  of 
The  Laryngoscope  in  which  appeared  the  article  from  which  the 
above  quotation  is  taken,  we  find  also  a  paper  by  Coffin  advocat- 
ing non-surgical  measures  and  describing  a  new  apparatus  which 
he  has  devised  for  medical  treatment  of  the  sinuses. 

"My  experience,"  he  says,  "has  been  that  in  many  cases  in 
which  I  have  done  most  thorough  and  radical  operations,  there 
have  been  recurrences  of  the  disease  at  variable  lengths  of  time." 

He  makes  the  observation  that  a  sinus  which  has  been  once 
diseased,  though  treated  to  the  point  of  apparently  entire  recov- 
ery, is  more  likely  to  become  again  afifected  than  a  previously 
healthy  sinus  in  the  same  individual. 

A  complete  consideration  of  the  non-surgical  treatment  of  the 
nasal  accessor}^  sinuses  would  require  us  to  discuss  general  as 
well  as  local  treatment.  Of  the  former  we  shall  have  little  to 
say.  In  acute  conditions  one  would  make  use  of  such  remedies 
designed  to  combat  the  general  infection  and  to  relieve  pain. 
For  the  more  chronic  conditions  only  general  tonic  and  hygienic 
treatment  would  be  considered. 

For  the  acute  attacks  salicylates  are  in  great  vogue.  Aspirin 
is  especially  of  great  value  because  of  its  anodyne  eflfect. 
Diaphoresis  repeated  several  nights  successively  is  very  helpful 
in  the  early  stage.  L'rotropin  is  administered  upon  theoretical 
grounds  since  the  discovery  by  Dr.  W.  ~SL  Barton  of  its  elimina- 
tion in  the  sinus  secretions. 

Local  treatment,  by  far  the  most  important,  should  be  guided 
by  principles  underlying  Nature's  own  methods  of  recovery. 
It  will  comprise : 
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T.     Measures  applied  to  the  nasal  passages. 
II.     Measures  applied  directly  to  the  sinus  cavities. 

1.  Measures  applied  to  the  nasal  cavities  will  have  chiefly  as 
their  aim  the  keeping  free  of  the  ostia  of  communication  between 
nose  and  sinuses  so  that  ventilation  and  drainage  shall  be  unim- 
peded. 

For  the  removal  of  such  masses  from  the  nasal  passages,  irri- 
gation with  warm  saline  solution  has  long  enjoyed  favor  with 
the  specialists.  It  is  agreeable  as  well  as  effective  and  it  is  quite 
likely  that  in  addition  to  cleansing  the  nasal  passages,  it  oper- 
ates at  the  same  time  to  produce  some  aspiration  upon  the  sinus 
cavities. 

Another  method  v.hich  is  grateful  to  the  patient  and  yields 
splendid  results  in  liquefying  the  thickened  secretions  and  favor- 
ing their  removal  is  the  steam  inhalation. 

Special  steam  inhalers  are  not  necessary,  as  one  may  use  the 
ordinary  tea  kettle,  set  upon  an  alcohol  stove.  By  folding  a 
towel  in  the  shape  of  a  cone  or  cornucopia,  the  steam  can  be  more 
effectually  delivered  to  the  nares.  The  decongestion  of  the  mem- 
branes is  favored  by  the  employing  for  vaporization  a  solution 
of  a  small  amount  of  menthol  in  alcohol  to  which  may  be  added 
a  few  drops  of  chloroform. 

When  obstruction  is  due  to  acute  inflammatory  swelling  of 
the  membrane  about  the  orifice,  it  is  quite  allowable  to  use  pow- 
erfully acting  stringents,  such  as  cocain  and  adrenalin,  to  tide 
over  the  inflammatory  swelling.  However,  care  should  be  taken 
to  limit  the  application  to  the  region  of  the  ostia.  which  for  the 
anterior  group  of  cells  is  in  the  hiatus  semilunaris ;  for  the  pos- 
terior, in  the  superior  meatus.  Sometimes  the  infundibulum  is 
choked  by  the  presence  of  thick  secretions,  in  which  circum- 
stance the  frontal  sinus  probe  may  do  good  service. 

Many  cases  of  sinusitis  have  developed  the  more  readily  be- 
cause of  the  presence  of  ce.rtain  local  lesions  or  abnormalities 
which  encroach  upon  the  sinus  apertures  and  with  the  slightest 
additional  swelling  lead  to  their  occlusion. 

Therefore,  we  shall  often  find  it  necessary,  if  we  will  have 
permanent  results,  to  cut  away  some  portion  of  the  middle 
turbinal,  to  ablate  polypoid  growths,  to  remove  a  septal  spur 
or  correct  a  septal  deviation. 

2.  Direct  treatment  of  the  sinusal  cavitv. 
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Naturally  the  first  thing  that  comes  to  mind  under  this  head- 
ing is  the  removal  of  the  stagnant  secretions,  which,  especially 
when  abundant,  thick  and  viscid,  will  defy  ciliary  action  and 
other  physical  forces  destined  to  effect  their  removal. 

In  some  cases  the  sinuses  can  be  irrigated  directly  through 
their  natural  openings  in  the  nose.  In  the  case  of  the  maxillary 
sinus,  this  method  is  quite  unsatisfactory,  because  of  the  high 
location  of  its  ostium,  wdicrefore  the  usual  practice  is  to  make  a 
puncture  by  means  of  a  specially  constructed  trocar  under  the 
anterior  portion  of  the  inferior  turbinate. 

Another  means  of  evacuating  the  sinus,  which  has  lately  been 
recommended  and  is  now  used  with  considerable  success  by 
many  rhinologists,  is  of  strong  negative  pressure  within  the  nasal 
cavities,  which,  acting  through  the  ostia,  tends  to  aspirate 
the  secretions  from  the  accessor}-  cavities.  \^arious  ap- 
paratus have  been  devised  for  this  purpose,  the  negative  pres- 
sure being  obtained  by  electric  motor,  by  pneumatic  power,  or 
even  b}'  the  use  of  the  simple  rubber  bulb. 

A  satisfactory  and  yet  at  the  same  time  simple  instrument  is 
that  of  Mucks,  which  is  used  in  the  Max  Halle  clinic  in  Berlin. 
The  suction  bulb  is  of  extra  strength  and  resilience  and  connects 
by  means  of  a  soft  rubber  tube  with  a  special  glass  reservoir 
having  a  tip  that  fits  snugly  into  the  anterior  nares.  If  the 
patient  is  directed  to  swallow^  or  utter  K.  K.  K.  just  as  the  corn* 
pressed  bulb  is  released,  the  palate  will  adjust  itself  against  the 
pharynx  and  convert  the  nasal  fossa  together  with  the  naso- 
pharynx into  a  closed  cavity.  Negative  pressure  is  therefore 
exerted  upon  all  the  sinuses  if  only  the  orifices  are  unobstructed. 
In  addition  to  the  therapeutic  uses,  such  an  apparatus  renders 
often  some  service  to  diagnosis,  for  observation  of  the  nose  im- 
mediately after  its  use  will  give  us  frequently  a  clue  to  the  par- 
ticular sinus  or  sinuses  affected,  because  of  the  pus  thus  brought 
to  view. 

The  chief  drawbacks  to  the  use  of  the  ordinary  suc- 
tion apparatus  are,  first,  that  the  force  necessary  to  be  effective  is 
generally  attended  with  considerable  pain,  and,  second,  we  cannot 
exclude  the  Eustachian  tube  from  its  action. 

For  this  reason  we  will  often  do  better  to  use  attachments 
applied  to  the  region  of  the  orifice  or  inserted  directly  through 
it  into  the  sinus  cavity.  The  author,  therefore,  for  some  tim.e 
has  been  devoting  to  this  purpose  sinus  canulas  which  he  devised 
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several  years  ago,  after  numerous  measurements  and  studies 
upon  the  human  skull,  and  which  then  were  thought  of  only  for 
the  purpose  of  irrigation. 

A  very  ingenious  apparatus  has  been  designed  by  Dr.  Lewi-? 
Coffin,-  of  X^ew  York,  which,  in  addition  to  producing  suction  or 
negative  pressure  in  the  sinuses,  will  actually  deliver  medicated 
vapor  to  the  sinus  interior.  This  is  accomplished  by  virtue  of 
an  arrangement  which  enables  one  to  shift  suddenly  from  nega- 
tive to  positive  pressure  and  vice  versa. 

The  instrument  consists  of  two  bottles,  one  a  vacuum  bottle, 
and  the  other  containing  the  medicament,  attached  to  the  same 
tube.  The  connecting  tube  has  a  switch  key  by  means  of 
which  its  lumen  may  be  connected  with  either  bottle.  At  the 
proximal  end  one  can  attach  the  cut-oflf  for  compressed  air.  while 
between  the  two  bottles  is  another  smaller  tube  for  attachment 
of  the  rubber  tubing  connected  with  the  exhaust  pump. 

In  order  to  operate  the  apparatus  it  is  necessary  to  have  a 
pump  such  as  that  of  Sorensen's  which  will  give  at  the  same  time 
both  positive  and  negative  pressure,  and  it  is  important,  more- 
over, in  addition  to  the  regular  compression  gauge  to  have  inter- 
posed in  the  tubing  connected  with  the  exhaust  end  a  vacu- 
umeter  which  will  enable  one  to  measure  and  regulate  the  force 
of  ruction. 

^^'hen  the  nozzle  of  the  apparatus  is  pressed  lightly  into  one 
nostril,  the  other  being  closed,  and  the  patient  directed  to  say 
Kak,  Kak,  Kak,  one  can  by  turning  the  switch-key  one  way  pro- 
duce a  very  effective  partial  vacuum  in  the  nasal  fossa  and 
throughout  the  nasal  sinuses  wherever  the  communicating  ostia 
are  open. 

Then  suddenly  turning  the  switch-key,  one  instantly  gets  posi- 
tive pressure  causing  a  volume  of  medicated  vapor  to  enter  the 
nose,  and,  according  to  a  well-known  physical  law,  to  rush  into 
and  fill  up  the  partially  vacuumized  sinuses. 

The  author  first  became  '  acquainted  with  this  apparatus 
through  a  personal  demonstration  by  Dr.  Coffin  about  two  years 
ago,  shortly  after  it  had  been  invented,  and  impressed  with  its  ap- 
parent usefulness,  began  at  once  to  employ  it  in  private  practice 
and  has  continued  to  do  so  daily  ever  since.  He  cannot  but  feel 
that  it  is  a  very  valuable  addition  to  the  armentarium,  since  under 
its  use  he  has  gotten  some  brilliant  results,  not  only  in  acute  and 
recent  cases,  but  in  some  old  chronic  forms  of  sinusitis  which  under 
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ordinary  conditions  would  seem  to  have  demanded  surgical  pro- 
cedure. 

With  regard  to  medication,  Coffin  has  used  chiefly  carbolic 
acid  and  iodin  preparations  (iodex,  iodin  petrogen,  etc.),  and  an 
oil  loaded  with  Bulgarian  bacilli. 

The  author  has  used  for  the  most  part  two  formulae :  in  the 
recent  cases  a  preparation  containing  salol,  1  per  cent,  camphor- 
menthol,  2  per  cent,  in  benzoinal,  and  in  the  older  cases  a  prepara- 
tion of  camphorated  phenol,  3  per  cent,  in  a  10  per  cent  preparation 
of  iodin. 

We  trust  the  advocacy  of  certain  non-surgical  methods  will 
not  he  construed  as  committing  the  writer  unreservedly  to  their 
universal  application. 

Every  intelligent  surgeon,  of  course,  recognizes  that  there  are 
cases  beyond  the  pale  of  conservative  measures  and  for  which 
surgical  treatment  is  definitely  indicated.  When  there  is  present 
a  polypoid  degeneration  of  the  interior  lining  or  a  phlegmonous 
cellutis  of  the  overlying  tissues,  we  may  infer  that  there  exists  a 
necrosis  of  the  osseous  wall  of  the  cavity  w^hich  would  probably 
never  yield  to  anything  short  of  thorough  surgical  measures. 

It  has  been  said  that  we  cannot  be  sure  in  any  case  that  such 
a  condition  does  not  exist. 

But  this  must  be  construed  as  an  argument  for  the  use  of  con- 
servative measures  rather  than  the  contrary,  because  if  we  do 
not  know  that  the  sinuses  are  so  slightly  affected  that  conservative 
measures  will  prove  successful,  neither  can  we  be  sure  that  the 
pathological  processes  are  so  far  advanced  that  operation  is  un- 
avoidable. Certainly  it  is  better  to  employ  conservative  measures  in 
a  case  which  later  must  be  operated  upon  than  to  operate  upon  a 
case  which  could  have  gotten  well  without  it. 

We  are  convinced  that  the  latter  is  to-day  of  far  too  frequent 
occurrence  and  that  if  the  measures  which  we  here  advocate 
should  be  more  often  given  a  faithful  trial  the  number  of  opera- 
tions found  necessary  would  be  very  materially  lessened. 
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THE  PLICA  TRIANGULARIS  AND  ITS  MORPHOLOGIC  VARI= 

ATIONS.      A  CAUSATIVE  FACTOR  IN   THE  PRODUC- 

OF  FOCI  OF  INFECTION  AND  IRRITATION. 

Dr.  Frank  G.  AIurphy,  Mason  City,  Iowa. 

That  the  plica  of  the  fauces  is  deserving  of  more  attention  from 
laryngologists  than  the  subject  has  recently  received  is  the  thought 
that  inspired  the  following  brief  commentary  in  relation  to  that 
important  membrane. 

Embryologicaly  and  pathologically  the  plica  triangularis  has  its 
analogy  in  the  prepuce.  Both  develop  about  the  beginning  of  the 
third  month  of  foetal  life  and  at  birth  they  should  have  sufficiently 
receded  to  cause  no  interference  with  the  function  of  adjoining  or- 
gans. 

The  plica  triangularis  is  attached  to  the  superior  border  of  the 
posterior  pillar,  and  to  the  posterior  edge  of  the  anterior  pillar  and 
is  inserted  into  the  lateral  aspect  of  the  tongue  (Fig.  1).  With 
the  forward  growth  of  the  tongue  before  and  some  months  after 
birth  the  plica  may  be  reduced  so  that  it  has  apparently  disappeared 
(Fig.  2).  The  writer  thinks  that  the  size  of  the  plica  is  governed 
to  some  extent  by  heredity.  The  plica  triangularis  varies  in  size 
from  an  inconspicuous  border  along  the  anterior  pillar  to  a  size  cov- 
ering the  greater  part  of  the  tonsillar  fossa  as  in  early  foetal  life. 

Normally  the  tonsillar  fossa  is  not  entirely  filled  by  the  tonsil  and 
there  is  perfect  drainage  in  the  anterior,  superior  and  posterior 
spaces,  the  plica  having  sufficiently  receded  so  that  it  covers  no  part 
of  Ihe  tonsil  (Fig.  3).  Many  have  for  a  number  of  years  observed 
that  where  the  plica  has  apparently  entirely  receded,  the  tonsil  rarely 
if  ever  causes  trouble,  hence  we  designate  it  the  normal  tonsil. 

Let  us  now  consider  why  it  is  thus  so  inoffensive  and  a  joy  to  its 
possessor.  The  crypts  in  this  tonsil  are  drained  at  frequent  inter- 
vals because  of  the  constriction  of  the  superior  constrictor  and  the 
palatal  muscles  at  the  base  of  the  tonsil  during  the  acts  of  degluti- 
tion. The  normal  tonsil  is  rarely  inflamed  except  when  it  becomes 
so  in  common  with  other  membranes  of  the  throat.  Systemic  in- 
fections are  undoubtedly  rare  and  quinsy  probably  never  occurs  in 
this  kind  of  tonsil  for  it  is  almost  certain  that  infection  of  the  lympth 
and  blood  streams  and  peritonsillitis  are  infections  through  and  of 
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the  mucous  glands,  of  the  capsular  and  pericapsular  tissues,  whose 
ducts  do  not  open  into  the  tonsil  but  around  it. 

In  spite  of  the  statements  in  textbooks  to  the  contrary,  it  has 
been  shown  by  Labbe,  Serugue,  Von  Levenstein,  Frankel,  Maclach- 
lan "  and  others  that  the  mucous  ducts  open  at  the  periphery  of  the 
tonsil.  This  being  true  the  condition  of  the  plica  becomes  of  the 
greatest  importance  to  every  laryngologist  when  the  question  of 
tonsillar  infection  is  under  consideration.  In  the  normal  tonsil  where 
the  plica  has  apparently  entirely  disappeared,  there  are  no  crypts 
in  the  tonsillar  fossa  where  detritis  may  collect  to  become  in- 
fected and  where  bacteria  may  find  entrance  through  the  ducts  to 
the  mucous  glands.  It  is  unmistakable  that  the  drainage  of  the  peri- 
tonsillar spaces  is  of  greater  importance  than  that  of  the  tonsillar 
crypts. 

However,  it  does  not  matter  whether  we  are  considering  the  drain- 
age of  the  sinuses  in  the  tonsillar  fossa  or  the  crypts  in  the  tonsil, 
we  have  the  plica  to  deal  with,  because  it  is  the  plica  that  determines 
the  normality  or  the  pathogenicity  of  the  tonsillar  region.  The  only 
exception  there  might  be  to  this  statement,  in  my  opinion,  is  in  thfe 
large  pedunculated  tonsil  and  I  am  not  sure  that  an  exception  should 
be  made  here  for  I  have  found  detritis  in  the  anterior  fossa  of  large 
pedunculated  tonsils  which  greatly  reduced  in  size  wdien  the  abnor- 
mality of  the  plica  was  removed. 

When  the  plica  is  sufficiently  in  evidence  to  interfere  with  the 
normal  drainage  of  the  peritonsillar  spaces  it  is  of  ample  size  to 
prevent  normal  drainage  of  the  crypts. 

Keeping  in  mind  that  the  persistent  plica  triangularis  is  attached 
to  the  entire  posterior  border  of  the  anterior  pillar  and  that  it  is 
inserted  into  the  lateral  aspect  of  the  tongue,  it  is  obvious  that  when 
the  tongue  moves  backward  in  deglutition  the  plica  is  carried  with 
it  and  the  anterior  pillar  is  pulled  to  the  inner  side  of  the  tonsil 
instead  of  allowing  it  to  slide  to  the  outer  side  as  it  does  when  the 
plica  has  normally  receded.  This  prevents  the  normal  draining  of 
the  crypts  of  the  tonsil,  and  also  forms  retention  cysts  containing 
pathogenic  bacteria  in  the  anterior  and  supratonsillar  fossa  which 
may  readily  infect  the  mucous  glands. 

There  is  apparently  no  relation  between  the  growth  of  the  tonsil 
and  the  size  of  the  plica.  A  large  tonsil  may  have  a  large  plica 
(Fig.  4)  or  a  plica  scarcely  visible  (Fig.  3).  A  small  tonsil  may 
be  accompanied  by  a  plica  undiminished  and  covering  the  greater 
part  of  the  tonsillar  fossa  (Fig.  1).  The  size  of  the  plica  is  as 
variable  as  that  of  the  tonsil. 
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If  by  Operating  on  the  plica  the  foci  of  infection  through  the  mu- 
cous glands  have  been  disposed  of  and  the  tonsillar  crypts  left  to 
drain  normally,  which  enables  the  tonsil  to  dispose  of  the  pathologi- 
cal condition  that  has  been  forced  upon  it,  the  object  of  our  en- 
deavor has  been  attained.  The  rules  of  surgery  that  apply  in  op- 
erating on  other  organs  of  the  body  should  be  applied  in  disposing 
of  the  pathological  conditions  found  in  the  fauces. 

That  the  pathological  conditions  formed  in  the  faucial  regions  are 
due  to  the  deformed  plica  in  the  majority  of  cases  is  apparent,  and 
the  writer  believes  that  consideration  of  the  embryology,  pathology 
and  clinical  history  gives  credence  to  the  proposition.  The  estab- 
lished anatomical  and  pathological  facts  impel  the  conviction  that 
the  removal  of  this  deformed  membrane  is  the  scientific  procedure  in 
disposing  of  most  foci  of  infection  in  the  faucial  region,  and  its 
feasibility  commands  our  consideration. 

That  the  last  word  has  not  been  said  on  the  tonsil  problem  we 
all  believe,  though  a  more  thorough  study  of  the  plica  gives  prom- 
ise of  more  light  on  this  vital  subject.  The  disposition  of  foci  of 
infection,  by  removal  of  the  essential  part  of  the  plica,  possesses 
the  merit  of  safety,  is  theoretically  correct  when  properly  perform- 
ed, is  clinically  efficient  and  bears  promise  of  relief  for  many  mem- 
bers of  our  profession  of  the  criticism  of  removing  an  organ  whose 
function  is  unknown. 

The  writer  wishes  to  suggest  that  the  unreduced  plica  may  be  a 
focus  of  irritation  as  well  as  forming  a  diverticulum  harboring  a 
focus  of  infection.  When  the  plica  covers  a  large  portion  of  an  ordi- 
nary sized  tonsil  the  pressure  against  this  membrane  is  very  consid- 
erable for  the  plica  resists  the  efforts  of  the  constrictor  muscle  in 
pressing  the  tonsil  inward  between  the  palatal  arches  in  the  act  of 
deglutition. 

.A-fter  the  plica  has  been  severed  patients  often  maintain  that  they 
can  swallow  more  easily  than  before,  that  they  do  not  experience 
the  drawing  senastion  in  their  throats  that  they  formerly  did. 

When  the  plica  -triangularis  has  been  partly  removed,  many  pa- 
tients are  keenly  sensible  of  reattachments  that  take  place  and  the 
writer  thinks  that  this  is  suggestive  of  a  former  irritation  produced 
by  that  membrane  of  which  the  patient  was  not  cognizant. 

Reasoning  a  priori,  may  not  many  of  our  brilliant  recoveries  fol- 
lowing tonsillectomy  be  the  result  of  partly  destroyed  plica  and 
therefore  of  removed  foci  of  irritation  ?  It  may  happen  that  the  un- 
reduced plica  triangularis  is  at  times  as  much  a  focus  of  irritation 
as  is  a  redundant  prepuce. 
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Fig-.  1.  Showing-  unreduced  rlica  triangularis  and  undeveloped  tonsil. 
Upper  portion  of  plica  is  unattached  to  wall  of  fauces  producing  a  diverti- 
clum  and  culture  bed  for  bacteria.  It  is  usually  necessary  to  use  a  blunt- 
pointed  bent   probe  to  make  a  diagnosis  of  this  condition. 
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Fi^.  2.  Showing  plica  triangularis  apparently  entirely  reduced.  Tonsil 
much  atrophied  or  undeveloped  and  undoubtedly  considered  by  most  laryn- 
golog-ists  a  normal  tonsil.  The  plica  is  never  absent  though  it  may  be  re- 
duced to  an  inconspicuous  border  along  the   anterior  pillar. 
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Fig-.  3.  Fairly  large  normal  tonsil.  Plica  triangularis  not  apparent. 
There  are  no  faucial  crypts  to  serve  as  culture  receptacles  for  bacteria, 
eliminating  the  probability  of  peritonsillar  and  systemic  infection  through 
the  mucous  glands  in  the   peritonsillar   regions. 
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Fig-.  4.  Persistent  plica  triangularis  enveloping  large  tonsil  as  in  a 
shng.  Detritis  collecting  between  the  plica  and  the  upper  and  anterior 
parts  of  the  tonsil,  harboring  patho-enic  bacteria,  and  predisposing  the 
patient  to   quinsy  and  systemic  infection. 
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Fig.  5.  Plica  is  more  reduced  than  in  Fig.  4.  It  is  in  persistent  plica  of 
this  type  that  crypts  containing  pus  are  to  be  looked  for  between  the  tonsil 
and  the  upper  portion  of  the  posterior  pillar,  as  much  as  in  the  supra  ton- 
sillar and  the  anterior  foss.i. 
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Fig.  ti.  Showing  only  rim  of  plica  triangularis  around  the  tonsil  in  its 
superior,  anterior,  and  inferior  portions.  Plica  is  attached  to  lateral  as- 
pect of  the  tongue,  and  draws  the  anterior  pillar  inwards  in  deglutition, 
preventing  perfect   drainage   of   the   tonsillar   crypts. 
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Fig.  7.  Showing  developed  lower  lobe  of  the  tonsil.  Foul  smelling 
cheesy  substance  is  invariably  found  in  the  sinus  between  the  tonsil  and 
the  anterior  pillar,  and  enclosed  by  the  plica.  Superior  lobe  or  tonsil  not 
in  evidence.     There  is  perfect  drainage  in  the  supratonsillar  fossa. 
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Fig.  8.  Showing  developed  upper  lobe  of  tonsil  partly-  enclosed  by  the 
plica,  which  becomes  attached  to  the  wall  of  the  fauces  between  the  ton- 
sil and  the  base  of  the  tongue.  The  plica  is  alw^ays  unattached  to  the  fau- 
cial  wall  above  the  tonsil  though  its  adherence  below-  is  constant. 
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Fig.  'J.  Airuphic-il  tonsil  with  plica  so  little  in  evidence  that  the  deep 
crypt  behind  the  anterior  pillar  can  be  discovered  only  by  the  use  of  the 
round-pointed  bent  probe.  This  condition  is  more  frequently  found  in 
older  people  whose  tonsils  are  in  a  condition  of  advanced  atrophy. 
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Fig.  10.  Showing  tissues  of  the  plica  blending  into  the  tonsillar  epithe- 
lium, causing  line  of  demarcation  to  become  obscure.  In  the  writer's  ex- 
perience this  kind  of  plica  predispose.^  to  chronic  peritonsillar  abscess, 
though   the   tonsil  may  be  nearly  normal   in  appearance. 


RELATION  OF  THE  GLANDS  OF  INTERNAL  SECRETION  TO 
OTO-LARYNQOLOQY.* 

Dr.  Joseph  C.  Beck,  Chicago. 

Our  aim  to-day  shall  be  to  bring  before  you  this  complex  subject 
in  the  form  of  a  plea  for  the  recognition  of  the  importance  of  these 
glands  in  oto-laryngologic  practice,  in  the  broadest  sense.  Not  only 
do  we  ask  you  to  recognize  them  as  important  but  we  wish  to  present 
our  studies  and  investigations  in  such  a  manner  as  to  enable  you  to 
co-operate  in  order  that  we  may  come  to  some  definite  conclusions. 

The  subject  is  a  very  large  one  and  consequently  in  order  to  cover 
it  we  will  only  bring  out  the  vital  and  practical  points,  leaving  the 
details  for  some  future  time.  Wq  will  attempt,  however,  to  cover 
the  entire  subject  in  a  general  way  and  expect,  from  time  to  time,  to 
take  up  the  afifections  of  individual  glands  as  related  to  the  ear,  nose 
and  throat.    To-day  w^e  only  wish  to  discuss  the  hypophysis  in  detail. 

I  will  first  describe  our  own  studies  on  ductless  glands,  and  sub- 
sequently Dr.  Pollock  will  take  up  a  consideration  of  the  literature 
of  the  subject.  The  principal  conditions  that  we  shall  consider  are: 

1.  Hyperadrenalism  and  hypoadrenalism. 

2.  Hyperthyroidism  and  hypothyroidism. 

3.  Hyperthymism  and  hypothymism. 

4.  Hyperpituitism  and  hypopituitism. 

From  this  outline  it  will  be  noted  that  the  four  great  glands  which 
we  are  considering  as  causing  disturbances  are  the  thyroid,  thymus, 
hypophysis  and  adrenals. 

The  various  other  structures  that  are  considered  as  ductless  or 
endocrinal  glands  or  partly  so,  such  as  the  pineal,  parathyroids, 
ovaries,  testicles,  liver,  etc.,  we  will  not  take  into  consideration  at 
this  time. 

The  various  oto-laryngological  subjects  that  we  will  consider  are: 
(1)  Atrophic  rhinitis.  (2)  Hyperplastic  or  non-suppurative  sinusitis 
in  which  we  have  (a)  hay  fever,  (b)  hyperesthetic  rhinitis  with  or 
without  hydrorrhea,  (c)  asthma.  (3)  Septal  deflection  and  excres- 
cences. (4)  Oto-sclerosis.  (5)  Exophthalmic  goitre,  (fi)  Myx- 
edema. (7)  Status  thymicus  and  lymphaticus.  (8)  Epilepsy. 
(9)   Acromegaly.      (10)   Froehlich's  syndrome. 

♦Read  before  the  American  Academy  of  Ophthalmology  and  Oto-Laryn- 
gology.   at   Memphis,   Tenn.,   Dec.   11-12,    1916. 

422 


BECK  :   INTERNAL  SECRETIONS  AND   OTO-LARYNGOLOGY.  423 

As  Stated  before,  in  the  study  of  these  glands,  it  is  not  our  pur- 
pose to  take  up  any  other  part  of  these  diseases  except  that  which 
concerns  the  oto-larj-ngologist,  and  then  only  the  essential  points. 
That  these  glands  of  internal  secretion  play  an  important  part  in 
the  human  economy  there  can  be  no  doubt.  When,  for  instance, 
the  thyroid  is  secreting  excessively,  there  is  development  of  rapid 
pulse,  marked  exhaustion,  etc.,  and  should  one  administer  a  dose 
of  thyroid  extract,  one  would  see  how  ver\^  much  these  symptoms 
are  aggravated.  A  dose  of  pituitrin  will  unquestionably  cause 
marked  contraction  of  non-striped  muscle  fibres  particularly  of 
the  uterus.  Again,  a  deficiency  of  thyroid  secretion  will  be  very 
quickly  shown  by  symptoms  of  myxedema  and  when  thyroid  extract 
is  given,  these  symptoms  quickly  disappear.  Many  examples  could 
be  described  of  the  specific  action  of  these  glands,  but  that  is  scarce- 
ly within  the  province  of  my  part  of  the  program  and  will  be  taken 
up  by  Dr.  Pollock.  There  is  still  a  very  important  portion  of  the 
work  unfinished  and  that  is  the  determination,  either  by  chemical  or 
other  tests  of  the  blood  or  other  secretions,  as  to  whether  an  indi- 
vidual has  an  excess  or  deficiency  of  any  one  or  more  of  the  glandu- 
lar secretions. 

The  pathological  changes  supposedly  due  to  alterations  in  the 
internal  secretions  are  also  of  conclusive  evidence  of  the  relation- 
ship, and  that  has  been  the  basis  of  most  of  our  work.  I  have  spe- 
cial reference  to  the  bony  changes  found  in  the  nasal  and  ear  struc- 
tures. At  the  conclusion  of  Dr.  Pollock's  paper  I  will  demonstrate 
some  of  the  conditions. 

Two  glands  are  known  to  have  a  specific  influence  on  bone  growth 
and  they  are  the  hypophysis  and  adrenals.  The  thymus,  too,  has 
some  influence  on  the  nutrition  of  bone.  From  our  histo-patho- 
logical  findings  of  the  turbinates,  septum  and  internal  ear,  com- 
pared with  the  histo-patholog}^  of  the  bones  of  the  rest  of  the  skele- 
ton in  conditions  in  which  the  glands  of  internal  secretions  are  dis- 
turbed, as,  for  instance,  in  osteomalacia,  acromegaly,  etc.,  we  have 
found  that  there  is  an  analog}'  that  is  worth  while  following  up. 
In  other  words,  the  pathological  changes  in  the  bony  capsule  of  the 
lab}rinth  in  otosclerosis  are  analogous  to  the  bony  changes  in  osteo- 
malacia and  to  a  certain  degree  in  the  turbinated  structure  in  the 
diseases  mentioned  above,  as  well  as  in  the  bony  changes  of  the 
septum  at  the  point  of  deflection  and  ridge  formation. 

What  does  that  all  mean?  Simply  that  we  believe  that  in  con- 
ditions such  as  atrophic  rhinitis,  hyperplastic  ethmoiditis  whether 
we  have  hay-fever,  hyperesthetic  rhinitis  or  asthma ;  in  otosclerosis 
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and  septum  deviations  the  same  etiological  factor  plays  the  part 
and  the  treatment  should  be  the  same. 

/.  Atrophic  rhinitis.  Several  years  ago  I  observed  that  this  con- 
dition occurred  mostly  in  girls  or  women  and  that  many  of  these 
patients  had  small  thyroids.  I  began  empirically  to  feed  them  on 
thyroid  extract  and  they  showed  some  improvement.  I  then  re- 
ferred every  case  of  atrophic  rhinitis  (genuine  ozena)  to  Dr.  Pol- 
lock to  follow  out  this  line  of  treatment  and  this  he  has  done, 
employing  the  thyroid,  thymus,  adrenal  and  hypophysis  glands  in  a 
systematic  manner,  that  is  to  say,  not  all  at  one  time  in  any  sort 
of  a  dose,  but  in  particular  combinations  and  dosages.  This  he 
reported  in  1912.  We  have  not  ignored  other  methods  of  treat- 
ment, particularly  the  bacterial  or  vaccine,  but  have  found  no 
specific  benefit  from  that  treatment  alone.  However,  in  combina- 
tion with  organo-therapy  there  appears  to  be  better  results  obtained. 
One  treatment  that  is  beneficial  in  atrophic  rhinitis  which  1  may  be 
pardoned  for  mentioning  here  is  the  surgical.  I  have  recently  em- 
ployed a  method  to  supplant  the  intra-septal  injections  of  paraffin, 
which  I  believe  to  be  original,  although  Dr.  Iglauer  reported  some 
transplanting  experiments  a  few  years  ago.  We  simply  do  a  septal 
resection  of  cartilage  and  bone,  through  a  small  slit.  Then  through 
an  ear  speculum  introduced  into  this  slit  we  pack  small  pieces  of 
fascia  (no  fat). 

Our  theory  as  to  the  etiology  of  atrophic  rhinitis,  which  applies 
also  to  the  other  conditions  about  to  be  described,  is  about  as  fol- 
lows :  Primarily  there  is  a  chronic  focus  of  infection.  This  may 
be  intestinal,  tonsillar,  dental,  or  in  the  sinuses,  etc.  This  focal 
infection  produces  marked  changes  in  some  of  the  glands  of  internal 
secretion,  thus  disturbing  their  entire  harmonic  action.  In  con- 
sequence of  this  disturbance  there  result  certain  pathological  changes 
particularly  in  the  bony  frame  work,  in  this  case,  in  the  turbinates. 
It  is  mostly  a  rarefying  process.  The  mucous  membrane  covering 
these  bones  undergoes  a  secondary  degenerative  change  and  in 
atrophic  rhinitis  a  metaplasia  of  the  epithelium.  Finally,  there 
develops  a  low  grade  infection  of  a  great  variety  of  organisms 
among  which  there  is  the  so-called  specific  foetid  bacillus  of  ozena. 

We  therefore  give  these  patients  either  by  mouth  or  hypoder- 
matically,  glandular  extracts  alone  or  in  combination,  for  a  period 
of  from  one  to  six  months  and  after  a  lapse  of  time,  say  from  one 
to  three  months,  we  repeat  this  treatment.  It  is  noteworthy  that 
at  times  there  does  not  appear  to  be  any  efifect  from  the  treatment 
while  at  another  time  the  same  treatment  is  followed  by  striking 
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results.  Why  that  is  so  we  have  not  been  able  to  ascertain  nor  can 
we  even  suggest  a  theory,  although  there  are  explanations  to  be 
found  in  the  literature. 

//.  Hyperplastic  ethmoiditis  or  non- sup  pur  at  he  sinusitis.  In 
the  majority  of  cases  we  have  found  the  same  rarefying  process  of 
the  middle  turbinate  and  ethmoidal  cells  as  in  atrophic  rhinitis.  Th .; 
mucous  membrane  covering  this  bone,  however,  becomes  degen- 
erated in  the  form  of  a  pseudomyxoma,  otherwise  known  as  poly- 
poid. The  usual  accompaniment  is  excessive  irritability  of  the  nasal 
mucous  membrane,  which  produces  the  marked  sneezing  usually 
followed  by  an  excessive  watery  discharge.  The  pathological  change 
is  not  so  marked  in  hay-fever  as  far  as  rarefication  is  concerned, 
nor  do  we  find  any  great  changes  in  the  mucosa  unless  the  symptom 
of  asthma  is  present.  The  large  number  of  cases  of  so-called  bron- 
chial asthma  that  the  oto-laryngologist  encounters,  have  invariably 
the  clinical  picture  of  a  non-suppurative  sinusitis.  At  first  no 
polypi  are  visible  but  later  almost  always.  Histo-pathologically 
there  is  present  the  rarefying  change  of  a  hyperplastic  ethmoiditis. 
We  believe,  therefore,  that  these  three  conditions  are  due  to  the 
same  cause,  namely,  a  hyposecretion  or  disharmony  of  one  or  more 
of  the  glands  mentioned  above  and  that  the  underlying  cause  is  a 
focal  infection.  We  believe  that  the  infection  is  most  frequently 
from  the  intestinal  tract ;  that  these  patients  are  sensitized  par- 
ticularly to  protein  or  albumin  and  have  attacks  such  as  sneezing 
and  asthma  which  is  a  true  anaphylaxis.  That  there  is  a  deficiency 
in  the  glandular  secretion  may  be  explained  by  the  fact  that  when 
we  administer  a.  large  dose  of  adrenalin  to  a  patient  in  the  attack 
of  asthma,  he  is  frequently  relieved.  It  has  been  claimed  that  this 
is  due  to  the  action  of  the  drug,  by  raising  the  blood  pressure  or  as 
an  antispasmodic ;  but  we  believe  it  is  a  temporary  satisfying  of  the 
hyposecretion.  The  treatment,  of  course,  is  to  remove  the  original 
cause,  namely,  the  focus  of  infection,  and  to  administer  glandular 
extract  to  temporarily  satisfy  the  system.  The  local  nasal  pathology 
is  taken  care  of  ;  a  middle  turbinectomy  or  ethmoid  exenteration 
are  as  a  rule,  sufficient.  However,  no  permanent  cure  of  any  of 
the  conditions  mentioned  can  be  obtained  by  any  of  these  operative 
procedures  alone,  so  far  as  we  have  observed. 

///.  Oto-sclerosis.  About  five  years  ago  while  studying  the 
histo-patholog}'  of  this  disease  on  some  specimens  presented  to  me 
by  Drs.  Gray  and  Neumann,  I  noted  the  similarity  of  the  spong}'- 
fing  process  in  oto-sclerosis  to  that  of  osteomalacia,  arthritis  de- 
formans and  tlie  bones  in  early  months  of  pregnancy.     I  also  found 
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that  experiments  were  being  carried  out  on  the  treatment  of  these 
general  processes  by  the  administration  of  adrenahn,  thymus  and 
pituitary  extracts  and  good  results  reported.  We  began  the  same 
therapeutic  experiments  on  a  f^w  cases  of  oto-sclerosis  and  made 
our  report  before  the  Southern  Section  of  the  American  Otological, 
Laryngological  and  Rhinological  Society  at  New  Orleans  in  1913. 
Since  that  time  we  have  been  employing  these  glandular  extracts 
routinely  in  ever}-  case  of  suspicious  or  clearly  diagnosed  oto- 
sclerosis. Adrenalin  has  been  the  principal  substance  employed, 
although  in  a  good  many  cases  we  combined  the  extracts  of  the 
adrenal,  thymus  and  pituitary.  Recently  Dr.  Smith  of  Delta,  Colo- 
rado, told  me  that  he  has  been  using  the  pituitrin  exclusively  with 
good  results  and  believes  that  it  acts  as  an  aid  to  the  harmonic 
action  of  the  other  glands.  Although  we  have  the  records  of  several 
cases  in  which  there  is  no  doubt  that  there  has  been  improvement 
by  this  treatment,  we  have  never  claimed  that  we  have  cured  a  case 
of  oto-sclerosis  nor  even  improved  the  hearing.  Furthermore,  we 
have  the  statements  from  otologists  who  have  treated  some  cases 
by  the  use  of  adrenalin,  of  improvement  in  the  hearing  as  well  as 
in  the  tinnitus  aurium.  What  we  do  claim  is  this:  that  cases  of 
oto-sclerosis  treated  by  injections  of  adrenalin  1-1000  solution  from 
1  to  15  minims  in  gradually  increasing  doses  have  shown  a  ten- 
dency not  to  progress.  The  injections  should  be  controlled  by 
measurement  of  the  blood  pressure  and  should  be  given  ever}-  sec- 
ond or  third  day  for  a  period  of  six  weeks  to  three  months,  then 
interrupted  for  tlie  same  period  of  time,  then  resumed  for  the  same 
period  and  then  stopped.  \\'e  have  further  removed  foci  of  chronic 
infection,  particularly  from  the  tonsils  and  teeth,  in  such  cases  and 
obtained  more  permanent  relief.  Most  of  these  cases  were  not 
treated  by  us  by  any  other  methods,  such  as  inflation  or  medicines. 
In  some  of  these  cases  we  administered  the  pituitary  and  thymus 
gland  extracts  as  well.  As  will  be  shown  later  in  Dr.  Pollock's 
paper,  long-continued  use  of  adrenal  extract  is  said  to  produce 
an  arterio-sclerosis.  but  in  all  these  years  we  have  seen  no  evidence 
of  this  affection  clinically  from  such  employment  nor  have  we  had 
any  other  untoward  results. 

About  two  years  ago  before  the  [Middle  Section  of  the  American 
Laryngological,  Rhinological  and  Otological  Society  I  reported  on 
the  value  of  roentgenography  in  oto-sclerosis  and  stated  that  I  was 
able  to  demonstrate  the  spongification  process.  I  called  attention  to 
the  use  of  this  method  to  control  the  progress  of  the  disease  by 
repeating  the  roentgenography,  thus  determining  if  there  has  been 
anv  further  involvement. 
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Il\  Septum  deflections  witji  excrescence.  We  make  no  posi- 
tive claim  that  the  etiologic  factor  in  septum  deformity  is  disturb- 
ance of  the  glands  of  internal  secretion,  but  we  do  positively  state 
that  in  the  examination  microscopicall}*  of  deviated  septa  and  ex- 
crescences we  find  the  same  rarefying  process  as  in  the  turbinated 
bones,  the  internal  ear,  osteomalacia,  etc.  Since  there  is  no  definite 
etiologic  factor  for  deviation  and  excrescences  of  the  septum,  may 
Vv'e  not  be  permitted  to  theorize  on  the  basis  of  true  pathological 
conditions  in  their  analogy  that  disturbed  internal  secretions  may 
have  something  to  do  with  it?  A  practical  point  is,  may  it  not  be 
prevented  from  developing? 

V.  Exophthalmic  goitre  or  thyrotoxic  conditions.  This  affec- 
tion is  treated  by  the  neurologist,  internist,  general  surgeon,  ophthal- 
mologist and  oto-lar}-ngologist  because  the  symptomatolog}'  as  well 
as  the  treatment  is  so  varied  and  manifold.  So  far  as  the  oto- 
laryngologist is  concerned,  it  is  the  recognition  of  the  earliest  symp- 
toms that  he  is  concerned  with,  as  well  as  carr}'ing  out  the  real 
beneficial  treatment.  Alany  of  these  patients  come  to  us  with  head- 
aches and  ear  noises  and  in  many  instances  they  have  been  improp- 
erly treated  by  operation  or  treatment  wdthin  the  nasal  cavity  or  by 
inflations  of  the  middle  ear,  none  of  which  have  proved  of  any  per- 
manent value.  If  one  does  recognize  the  other  cardinal  symptoms 
of  hyperthyroidism  as  rapid  pulse,  fatigue  with  prostration  on  slight 
exertion,  tremor,  perspiration,  diarrhea,  and  the  fine  soft  skin,  espe- 
cially of  the  hands,  whether  there  be  exophthalmos  or  thyroid  en- 
largement or  not,  one  will  be  able  to  make  the  correct  diagnosis. 
One  or  two  doses  of  thyroid  extract  will  markedly  increase  all  the 
above  symptoms  and  the  administration  of  the  serum  or  extracts 
of  thyroidectomized  animals  will  relieve  them  at  least  temporarily. 
The  surgical  treatment  has  and  still  does  hold  sway  because  the  re- 
sults are  so  striking  from  the  ligation  of  the  thyroid  vessels  with 
subsequent  resection  of  part  of  the  gland  in  the  bad  cases,  and  the 
immediate  removal  of  part  of  the  gland  in  the  not  far  advanced 
cases.  Our  results  from  these  procedures  have  shown  us  that  they 
are  not  permanent  and  our  observation  of  many  operated  cases 
elsewhere  show  the  same.  AVe  have,  however,  some  of  these  re- 
current cases  as  well  as  many  others  not  operated  on,  that  were  sub- 
jected to  a  tonsillectomy,  that  do  show  no  tendency  to  recurrence. 
There  is  one  case  in  our  experience  worth  while  mentioning  very 
briefly,  that  shows  the  value  of  tonsillectomy  in  this  afifection.  I 
was  called  by  a  competent  general  surgeon  and  an  equally  competent 
internist  to  see  a  case  of  far-advanced  exophthalmos,  to  examine  the 
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tonsils  with  the  idea  that  these  may  be  infected,  and  if  so,  if  they 
could  be  washed  or  treated  so  as  to  improve  the  general  condition 
of  the  patient  in  order  that  a  ligation  of  the  thyroid  vessel  might 
be  done.  The  resident  physician  gave  me  a  wrong  message,  stat- 
ing that  I  should  come  to  the  hospital  and  remove  the  tonsils  from 
that  patient.  This  I  did,  without  any  hesitancy,  since  I  knew  these 
gentlemen  to  be  judges  as  to  the  indications  in  the  removal  of  ton- 
sils, and  consequently  never  even  examined  the  throat  before  oper- 
ation. There  was  nothing  unusual  about  the  operation  except  that 
she  was  a  very  nervous  patient.  When  later  in  the  day  the  surgeon 
and  internist  found  out  what  had  been  done,  they  became  ver}' 
much  alarmed,  and,  of  course,  expected  an  exitus,  but  to-day,  four 
years  since  the  operation,  the  patient  is  permanently  cured  of  the 
hyperthyroidism. 

VI.  Myxedema.  I  have  had  two  cases  of  myxedema  in  which 
there  were  marked  laryngeal  symptoms  in  that  the  \oice  became 
very  much  changed.  In  one  of  them,  that  of  a  lady  who  previously 
had  a  pleasant  high  voice,  the  voice  changed  to  a  deep,  manly  type. 
There  was  nothing  to  be  found  except  a  suggestion  of  the  cords 
being  hypertrophied,  but  not  inflamed.  The  other  case  was  one  of 
a  man  who  suffered  from  adeno-carcinoma  of  the  larynx  and  was 
subjected  to  thirty  deep  penetration  x-ray  treatments  over  the  region 
of  the  thyroid,  following  the  removal  of  the  growth  under  suspen- 
sion laryngoscopy.  The  symptoms  of  myxedema  disappeared  fol- 
lowing the  administration  of  thyroid  extract,  twenty  grains  daily 
for  six  weeks.  Another  point  of  interest  is  the  non-recurrence  of 
the  carcinoma  (three  years).  The  use  of  thyroid  cured  this  con- 
dition permanently. 

VII.  Status  tJiymiciis  or  status  lymphaticus.  As  stated  before, 
we  believe  that  the  lack  of  thymus  secretion  has  something  to  do 
with  the  rarefying  changes  in  the  bones  and  that  we  employ  it  in 
the  treatment  of  such  conditions.  As  to  true  diseases  of  this  gland 
we  are  most  concerned  in  the  lymphatic  dyscrasias  and  the  occasional 
pressure  symptoms  on  the  trachea.  In  all  cases  of  infants  where 
we  find  marked  glandular  enlargement  particularly  with  enlarge- 
ment of  the  tonsils  and  adenoids  we  are  suspicious  that  there  is 
trouble  with  the  thymus.  Consequently,  we  have  in  the  past  eight 
years  not  operated  on  any  of  these  cases  radically.  We  usually  re- 
frain from  operating  on  them  at  all,  and  if  a  tonsillectomy  and  a 
partial  adenectomy  is  performed,  it  is  done  without  any  anesthetic. 
y\'t  have  further  adopted  a  rule  not  to  operate  on  infants  or  chil- 
dren under  three  years  of  age  unless  extreme  indications  are  pres- 
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ent.  W'e  have  been  much  criticised  by  the  profession,  espcially  some 
of  the  pediatricians,  for  this  view,  but  we  have  the  records  of  enough 
cases  to  show  that  it  is  not  good  practice.  There  are  four  fatahties 
among  them,  none  of  which  we  operated,  but  saw  in  consultation ; 
three  died  within  five  weeks  from  symptoms  resembUng  marasmus, 
and  one  very  much  like  a  cretin.  We  have  seen  a  fair  number  of 
cases  of  infants  that  had  tonsils  and  adenoids  removed  radically, 
following  which  there  was  a  marked  fattening  of  these  babies,  to 
the  delight  of  the  doctors  and  parents,  but  subsequently  it  was 
found  that  these  children  were  somewhat  backward  in  mentality 
and  contracted  colds  and  other  diseases  of  infancy  much  more 
easily.  On  inquiry,  we  have  seldom  had  similar  experience  ex- 
pressed by  other  physicians. 

Epilepsy.  This  subject  is  of  interest  to  the  laryngologist  because 
cases  have  a  great  many  times  been  reported  in  the  literature  of  cer- 
tain growths  within  the  nose  and  throat  such  as  sharp  spurs  on 
septum,  adenoids  and  tonsils,  which  when  removed,  cured  the  case 
of  epilepsy.  We  have  had  a  number  of  such  cases  but  not  in  a 
single  instance  did  we  have  any  result  from  such  treatment.  I 
wish  to  call  attention  to  the  work  of  Dr.  Crile,  who  reports  marked 
improvement  in  grandmal  following  the  removal  of  an  adrenal 
gland.  \\'hat  is  the  cause  of  this  hyperadrenalism  ?  Is  it  a  chronic 
focal  infection?     If  so,  where  is  it  located? 

The  discussion  of  the  hypophysis  from  our  personal  experience 
will  be  continued  by  Dr.  Pollock. 

In  conclusion  I  wish  to  apologize  for  the  manner,  on  account  of 
its  vastness,  in  which  I  had  to  present  this  important  subject,  but 
for  its  timeliness  I  have  no  apologv'  to  make. 

2551  Xorth  Clark  Street. 


Aural  Typhoid  Carriers.  A.  B.  Bennett,  Jour  Amer.  Med. 
Assn.,  Jan.  6,  1917. 
Two  cases  are  reported  of  this  rare  condition.  In  both,  living 
typhoid  bacilli  were  cultivated  from  the  ear  discharge.  One  of 
these  cases,  a  fifteen  year  old  child,  had  never  had  typhoid.  The 
patient  suffered  an  attack  of  purulent  otitis  media  which  left  a 
chronic  discharging  ear,  from  the  discharge  of  which  typhoid  bacilli 
were  isolated.  Treatment  consisted  of  local  antiseptics  combined 
with  typhoid  vaccine.  The  first  case  was  improved  but  was  lost 
trace  of  before  a  cure  could  be  established ;  the  second  case  was 
cured.  Ed. 


IMPORTANCE    OF    THE    INTERNAL    SECRETIONS    IN    EAR, 

NOSE  AND  THROAT  AFFECTIONS  WITH  SPECIAL 

REFERENCE  TO  THE  HYPOPHYSIS.* 

Dr.  Harry  L,  Poli^ock,  Chicago. 

As  you  have  learned  from  Dr.  Beck's  paper,  the  great  problem 
which  confronts  us  in  our  work  with  the  ductless  glands  is  the  dif- 
ficulty or  rather  the  inability  by  any  laboratory  examination  to  de- 
termine whether  we  are  dealing  with  a  hyper-  or  a  hypo-secretion  of 
one  or  more  of  these  glands. 

It  is  only  by  clinical  symptoms  which  present  themselves  after  a 
great  change  in  the  glandular  secretion  has  taken  place,  that  we  are 
able  to  judge  approximately  what  gland  or  glands  are  afifected. 
Not  until  the  physiological  chemists  can  definitely  tell  us  by  ex- 
amination of  the  blood  and  the  various  excretions  or  secretions, 
whether  there  is  a  deficiency  or  an  over-production  of  the  secretions, 
will  we  be  able  to  put  our  treatment  of  these  glandular  disturbances, 
on  p  rational  basis.  However,  the  knowledge  of  these  mysterious 
structures  has  been  gained  experimentally  in  a  two-fold  manner. 
Firstly,  by  an  overfeeding  or  implantation  of  the  glands  themselves 
in  animals  and  noting  the  difference  between  the  animals  so  fed  and 
the  corresponding  controls  ;  or  secondly,  by  removing  or  partially 
removing  the  glands  by  surgical  methods  and  then  observing  the 
results  obtained  thereby.  In  the  beginning  this  latter  was  very 
difficult  owing  to  the  fact  that  it  was  almost  impossible  to  reach 
or  remove  these  glands  without  the  animals  dying  from  the  im- 
mediate effect  of  the  operation,  usually  from  shock,  i.  c,  before  the 
symptoms  arising  from  the  removal  could  be  studied.  The  thyroid 
and  parathyroid  could  be  removed  very  easily  and  safely  and  the 
effects  studied,  but  when  the  removal  of  the  hypophysis,  the  thymus, 
the  pineal  gland  or  the  suprarenals  was  attempted,  the  animals 
usually  died  so  quickly  that  results  from  the  effects  of  the  surgical 
interference  could  not  be  obtained.  For  instance,  Restelli,  who  in 
18i5  first  attempted  to  study  the  effect  of  the  removal  of  the  thy- 
mus, lost  ninety-two  of  ninety-eight  animals  operated  upon  and  the 
remaining  six  lived  but  such  a  short  time  that  no  conclusive  results 
could  be  obtained.  After  aseptic  surgery  was  introduced  and  surgical 
technic  improved,  the  animals  so  operated  upon  lived  until  they  eith- 

*Read  before  the  American  Academy  of  Ophthalmology  and  Goto-Laryn- 
gology,  at  Memphis,  Tenn.,  Dec.  11,  1916. 
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er  died  from  the  effects  of  the  loss  of  the  secretion  or  were  killed  in 
order  to  obtain  and  study  the  [pathological  conditions  and  changes 
brought  about  by  the  lack  of  the  necessary  ductless  gland  secretion. 
During  the  past  decade  so  much  has  been  written  upon  these  vari- 
ous glands,  that  an  attempt  to  review  the  entire  literature  would  oc- 
cupy too  much  time  and  it  is  not  in  the  province  of  my  paper  to  do 
so,  but  I  will  attempt  in  a  few  words  to  give  you  the  status  as  it  is 
now  accepted  by  most  of  the  authorities  with,  however,  a  more  de- 
tailed study  of  the  hypophysis.  As  the  thyroid  is  the  most  accessible, 
and  the  disturbance  either  of  a  hyper-  or  hypo-secretion  is  known  to 
all  of  you,  I  will  not  discuss  this  gland  except  to  state  that  a  hyper- 
secretion results  in  the  condition  described  first  by  Basedow  and 
known  as  exophthalmic  goiter,  which  has  been  described  to  you  by 
Dr.  Beck.  A  hypo-secretion  in  children  results  in  cretinism  and  in 
adults,  in  myxedema.  All  authorities  agree  that  to  be  in  perfect 
health  all  the  ductless  glands  must  work  in  harmony  and  when  one 
or  the  other  is  working  excessively  or  not  secreting  sufficiently,  the 
glands  are  thrown  out  of  harmony,  i.  e.,  they  must  undertake 
to  supply  the  deficiency  so  caused  or  an  antagonistic 
gland  will  secrete  excessively,  as  the  inhibitory  influence  of  the 
affected  gland  has  been  removed.  We  know  that  the  suprarenal 
as  well  as  the  hypophysis  acts  as  a  check  upon  the  thyroids  and 
vice  versa,  and  that  often  when  the  suprarenal  is  destroyed  or 
secreting  too  little,  the  hypophysis  will  hypertrophy  and  attempt  to 
replace  in  the  economy,  that  which  is  lacking  by  reason  of  the  in- 
sufficiency of  the  suprarenal.  To  what  cause  this  disharmony 
is  due,  is  still  an  open  question ;  yet  when  we  at  times  see  such 
brilliant  results  obtained  by  the  removal  of  some  focal  infection,  we 
can  not  but  believe  that  these  focal  points  play  a  great  role  in  the 
causation  of  the  disharmony  and  must  always  be  taken  into  con- 
sideration when  we  study  these  cases.  As  Dr.  Beck  has  already 
explained  our  views  on  this  subject  and  given  illustrations  thereof,  I 
will  only  emphasize  this  one  point — search  carefully  for  various 
focal  points  of  infection  in  any  change  in  the  ductless  glandular  se- 
cretion. 

The  thymus.  This  organ  formerly  was  supposed  to  be  an  embry- 
onic one  and  upon  birth  was  expected  to  gradually  retrograde. 
Karl  Basch,  in  1902,  in  experimenting  upon  dogs  which  he  found 
were  best  for  his  work  upon  the  thymus,  discovered  that  this  gland 
continued  to  develop  for  at  least  four  weeks  after  birth,  and  then 
retrograded  ver}'  rapidly.  In  the  human  the  retrograde  action  oc- 
curs until  puberty  when  the  gland  is  supposed  to  have  disappeared. 
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If  the  animals  were  operated  upon  after  the  fourth  week,  few,  if 
any,  changes  occurred  in  the  subsequent  growth,  but  if  the  gland  was 
removed  previous  to  ihe  fotu'th  week,  marked  changes  in  the  de- 
velopment took  place.  The  change  took  place  mostly  in  the  bony 
structures.  The  bones  became  soft  and  weak  and  the  animals  could 
not  stand.  There  was  a  loss  of  the  calcium  salts  and  when  a  frac- 
ture was  produced  it  healed  very  slowly  and  the  union  was  usually 
a  fibrous  one  and  it  took  months  before  there  was  a  gradual  bony 


Haxillary  sinus 


Fig-.   1. 

This  condition  corresponded  strikingly  with  the  rickets  of  chil- 
dren. The  extirpation  of  the  thymus  also  heightened  the  irritability 
of  the  nervous  system.  The  thymus  also  has  a  distinct  relation  to 
the  sexual  apparatus  as  shown  experimentally.  A  persistent  thymus 
shows  an  undevelopment  of  the  genitalia,  a  castration  showing  a 
persistent  increased  size  of  the  thymus.  On  the  other  hand,  intra- 
venous injections  of  thymus  extract,  manifests  itself  as  a  depressant 
to  the  heart,  a  slowing  of  the  pulse,  and  a  fall  in  blood  pressure  un- 
til death  resulted.  Post-mortem  findings  always  showed  a  clot  in  right 
ventricle  extending  into  the  pulmonary  vein  which  was  reported 
to  be  the  cause  of  the  death.    If  however,  medicine  (Hirudin)  was 
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first  injected  which  tended  to  prevent  clotting  of  the  blood,  a  similar 
lethal  dose  of  thymus  could  be  injected  without  any  symptoms 
whatever.  Sudden  deaths  from  ether  in  status  lymphaticus  or  per- 
sistent thymus  is  caused  by  this  blood  clotting  in  the  right  ven- 
tricle and  if  anti-clotting  medicine  (Hirudin,  for  example)  be  first 
employed,  this  danger  can  be  obviated. 

The  suprarenals.  This  gland  has  been  studied  since  Addison, 
in  1855,  first  described  the  disease  which  bears  his  name,  in  which 
he  described  the  etiolog}-  as  due  to  the  destruction  of  the  supra- 
renal  glands.      Many  animal  experiments  have  been   made  bv  the 


Sphenoid  sinus 

Post,  ethmoidal  eel 

id  I 


total  removal  of  both  the  cortical  and  medullary  portions,  but  it  is 
impossible  to  remove  either  portion  separately  as  they  are  so  inti- 
mately connected.  Histology-  proves  to  us  that  the  main  secretion 
arises  from  the  medulla  and  from  this  the  extract  is  obtained.  The 
symptoms  from  the  removal  of  this  gland  are  a  progressive  muscular 
weakening  and  a  malaise.  There  is  a  cardio-vascular  asthenia 
shown  by  a  gradual  weakening  of  the  heart  action,  and  ver\>  often 
but  not  always  a  pigmentation  of  the  mucous  membrane  and  skin. 
The  study  of  the  effect  of  adrenalin  upon  the  various  organs,  excre- 
tions, blood  and  metabolism  is  so  complex  that  I  will  not  attempt  to 
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describe  this  in  detail  but  only  those  which  are  of  interest  to  us 
as  oto-lar}'ngologists. 

The  first  eftect  of  an  injection  of  adrenalin  is  the  immediate  rise 
of  the  blood  pressure  and  this  is  brought  about  by  a  constrictor 
action  on  the  wall  of  the  vessels  themselves  and  not  by  a  stimulation 
of  the  heart.  This  is  so  thoroughly  proven  experimentally  that  the 
suprarenals  are  called  the  glands  of  the  blood  vessels.  The  action 
on  the  vessels  is  of  short  duration  and  very  often  succeeding  the 


constriction  there  is  a  dilatation  shown  by  a  fall  in  the  blood  pres- 
sure. Long  continuation  of  these  adrenalin  injections  causes  a  ne- 
crosis of  the  middle  layer  of  the  arteries  and  a  deposit  of  lime  salts 
therein  and  arterio-sclerosis  is  now  thought  to  be  due  to  an  effect  of 
the  overproduction  of  the  suprarenals,  i.  e.,  a  slow  poisoning  by  the 
gland  secretion.  Of  greater  importance  to  us  as  we  shall  see  is  its 
action  on  the  bones. 

Bossi  found  experimentally  that  in  sheep  in  which  one  gland  was 
removed  there  resulted  in  a  few  days  symptoms  of  osteomalacia, 
viz.,  prosphaturae  and  osteo-porose  which  was  proven  by  x-ray 
pictures.  He  utilized  this  discover}^  practically,  i.  c,  he  treated 
cases  of  osteomalacia  witli  adrenalin  injections  and  found  that  his 
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patients  recovered  completely  and  this  is  now  accepted  as  the  ra- 
tional treatment  of  this  disease. 

By  the  courtesy  of  Dr.  Carl  Beck  I  have  some  lantern  slides  of  a 
case  of  osteomalacia  which  will  be  shown  and  in  which  the  patient 
fully  recovered  after  hypodermic  injections  of  adrenalin.  What 
value  has  this  knowledge  to  us  as  oto-laryngologists  ?  We  know 
histologically  that  in  oto-sclerosis,  in  the  early  stage  there  is  an 
osteoporosis  of  the  bony  labyrinth,  the  same  histo-pathological 
condition  as  in  osteomalacia.  If  adrenalin  can  cure  these  latter 
conditions,  whv  can  it  not  do  the  same  in  oto-sclerosis?    It  is  based 


Fig.  3. 


upon  these  facts  that  we  are  employing  this  treatment  in  our  cases 
of  oto-sclerosis  as  well  as  in  the  other  conditions  outlined  by  Dr. 
Beck. 

In  a  paper  read  last  winter  before  the  Clinical  Society  of  the 
Xorth  Chicago  Hospital,  I  drew  attention  to  the  pathological  action 
of  the  various  ductless  glands  upon  the  autonomic  nerve  system 
and  explained  the  theory  why  an  irritation  of  this  system  would 
cause  an  attack  of  asthma  and  why  an  injection  of  adrenalin  would 
abort  same.  I  am  still  doing  work  along  this  line,  but  as  it  is  at 
present  only  a  theory,  I  will  not  go  into  details  at  this  time. 
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Tlie  hypophysis.  As  has  been  mentioned  before,  this  is  the  gland 
that  we  desire  to  discuss  more  in  detail  as  you  will  see  that  in  its 
pathological  changes  and  the  various  operations  to  which  it  is  now 
subjected,  it  is  in  closer  contact  with  the  rhinologist  than  are  the 
other  ductless  glands. 

Anatomy.  Situated  in  the  sella  turcica  it  is  composed  of  three 
parts.  The  anterior  or  glandular,  the  posterior  or  nervous  and 
the  pars  intermediare  composed  partly  of  both  lobes.  One  would 
that  the  active  physiological  therapeutic  extract  lies  in  the  pos- 
supposc  that  the  anterior  glandular  lobe  would  be  the  portion 
which  produced  the  main  secretion  of  the  gland,  yet  such  is  not 
the  case,  as  it  has  been  proven  experimentally  that  the  posterior 
lobe  furnishes  the  principal  physiological  therapeutic  extracts. 
The  action  of  the  extract  is  \ery  smiilar  to  adrenalin,  but 
differs  in  some  of  its  actions  upon  the  various  organs  of  the  body, 
in  which  they  act  antagonistically.  For  instance,  the  action  of  both 
are  increased  as  mydriatics  when  used  jointly;  upon  the  muscles  of 
the  intestines,  the  adrenalin  contracts,  the  hypophysis  relaxes  and 
when  used  together  the  combination  has  a  neutral  effect. 

The  action  of  adrenalin  on  the  circulation  is  far  stronger  than 
that  of  the  hypophysis,  yet  the  latter  acts  longer  and  can  be  used 
indefinitely  while  there  is  great  danger  in  continuous  use  of  adre- 
nalin. Not  until  recent  years  were  experimental  operations  for  the 
removal  of  the  gland  successful.  It  was  presumed  that  following 
tlie  total  removal  of  the  glands,  the  animals  died  from  the  absence 
of  the  necessary  secretion  but  later  it  was  found  that  such  oper- 
ations could  be  done  and  the  animal  survive.  Although  we  kiiow 
terior  lobe,  this  portion  can  be  removed  wdth  impunity  and  the 
animals  show  but  little  change,  but  if  the  greater  portion  of  or  the 
complete,  anterior  lobe  is  removed,  the  animals  immediately  remain 
stationary  in  their  development,  there  is  a  great  deposit  of  fat  and 
a  non-development  or  a  retrogression  of  the  genitalia. 

Clinically  and  that  is  what  interests  us  mostly,  we  are  able  to  dis- 
tinguish two  distinct  conditions  of  the  hypophysis,  one  a  hyper 
secretion  and  the  other  hypo  secretion. 

P.  Marie  was  the  first  to  connect  the  condition  of  acromegaly 
with  a  hypophyseal  tumor  and  he  thought  that  the  disease  was  the 
result  of  a  hyposecretion  as  the  gland  was  destroyed  by  a  tumor 
formation,  such  as  sarcoma,  carcinoma,  adenoma,  glioma,  etc. 
This  was  soon  shown  to  be  incorrect  as  many  cases  of  acromegaly 
showed  an  apparent  normal  condition  of  the  gland  upon  post- 
mortem examination,  and  bv  Roentgen  examination  the  sella  was 
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found  enlarged.  It  was  soon  found  that  this  disease  was  caused  by 
a  hyper  secretion  but  not  necessarily  an  enlargement  of  the  gland. 
Just  as  we  tind  a  hypersecretion  of  the  thyroid  in  Basedow's  disease 
with  usually  a  very  small  thyroid  gland.  This  was  further  proven 
correct  in  several  cases  where  there  was  an  improvement  in  the 
condition  after  a  removal  or  partial  removal  of  a  tumor  of  the  an- 
terior lobe. 

Hochenegg,  in  1S)U8,  cited  the  first  case  of  acromegaly  in  which 
the  hypertrophy  was  removed  by  the  nasal  route  in  which  there  was 
a  diminution  in  size  of  hands  and  feet  noticeable  within  eight  days 
after  operation,  ^.\'ithin  three  months  there  was  a  complete  re- 
covery. 

Since  then  others  have  cited  similar  results.  We  have  recently 
seen  a  typical  case  of  acromegaly  of  long  standing,  in  which  the 
x-ray  showed  an  enlargement  of  the  sella  and  a  disappearance  of 
the  clinoid  processes.  The  patient  consulted  us  on  account  of  his 
laryngeal  condition.  His  voice  became  husky  and  at  times  he  had 
imi)airmenL  of  breathing.  Upon  examination  of  the  larynx  by 
suspension  laryngoscopy  we  found  an  immense  hypertrophy  of  the 
mucous  membrane  of  the  entire  larynx,  so  that  it  hung  in  folds. 
The  microscopical  section  of  a  removed  portion  showed  hyperplasia 
ci  the  mucous  membrane  and  the  underlying  tissues. 

This  case  has  already  been  reported  in  detail  by  Dr.  Beck  before 
the  Chicago  Ophthalmological  Society  and  will  appear  in  the  cur- 
rent number  of  the  Annals  of  Ophthalmology;  but  I  simply  desire 
to  call  your  attention  to  this  unusual  condition  of  the  larynx  which 
I  am  unable  to  find  mentioned  anywhere  in  the  literature.  This 
case  proved  to  be  a  mixed  one,  i.  e.,  while  a  true  case  of  acromegaly 
he  had  had  his  thyroid  removed  many  years  before  and  subse- 
quently developed  a  lingual  thyroid  which  a  second  surgeon  re- 
moved a  short  time  ago.  He  then  developed  symptoms  of  myx- 
odema. 

I   now   desire    to   call   your    attention    to   another    condition,    the 

etiology  of  which  is  supposed  to  lie  in  some  disturbance  of  the 
hypophysis,  but  of  which  we  liave  no  definite  proof,  vis.,  d?abetes 
insipidus.  ]\lany  authors  have  shown  that  a  disturbance  of  the  pars 
intermediare  either  by  injur}%  pressure,  or  disease  will  in  a  large 
percentage  of  cases  be  followed  by  diabetes  insipidus. 

The  condition  of  hyposecretion  was  first  described  by  Froelich 
in  1901,  which  he  called  dystrophia  adiposa  genitalis.  It  is  now 
universally  known  as  Froehlich's  syndrome.  It  occurs  mostly  in 
young  male  adults ;  is  characterized  by  a  deposit  of  fat  over  the 
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entire  body  but  especially  in  the  breasts  and  over  the  pubes.  An 
atrophy  of  the  genitalia  and  a  corresponding  loss  of  its  function 
and  a  falling  out  of  the  pubic  and  axillary  hair  also  occur.  Natur- 
ally, with  this  comes  the  eye  symptoms  of  any  hypophyseal  tumor, 
viz..  a  bi-temporal  hemianopsia,  resulting  in  complete  blindness  if 
the  condition  is  not  corrected.  One  of  the  noticeable  co-existing 
conditions  is  the  great  tolerance  to  sugar.  These  cases  can  ingest 
an  immense  amount  of  sugar,  without  any  showing  in  the  urine. 

In  this  connection  I  desire  to  report  a  case  of  this  kind  which  I 
have  just  operated  upon  by  the  method  first  suggested  by  my 
associate,  Dr.  J.  C.  Beck,  and  presented  before  this  Society  at  the 
Chattanooga  meeting  in  1913.  This  consists  of  attacking  the  sella 
turcica  by  the  antro-post-ethmo-sphenoidal  route. 

.  Case  Report.  Mr.  O.,  aged  32  years,  referred  to  me  by  an  oto- 
laryngologist of  \'ancouver,  B.  C.  on  Xov.  7,  191G,  gave  the  fol- 
lowing history : 

Married  seven  years,  no  family. 

For  past  six  months  patient  has  been  gradually  getting  blind. 
In  right  eye  is  unable  to  tell  light  from  dark  and  in  the  left  eye  is 
partially  blind.  Condition  came  on  gradually,  blindness  starting 
from  outside  of  eye  and  going  inwards. 

Weight  of  patient  markedly  increased  during  the  past  two  years, 
especially  around  the  abdomen.  Xever  had  heavy  beard  or  mus- 
tache ;  has  not  at  present.  Skin  not  dry,  only  scalp  quite  dr}-  and 
hair  falling  out.  Appetite  enormous.  Bowels  regular.  Urinates 
quite  often  and  more  than  the  usual  amount. 

Patient  does  not  complain  of  headaches,  nor  does  he  perspire. 
Finger  nails  all  right.     Cannot  breathe  through  nose  very  well. 

A'asa!  examination.  General  turgescence  through  nose.  Septum 
fairly  straight.  Ridge  low  down  on  left  side.  Turgescent  inferior 
turbinate. 

Teeth  in  repair  in  excellent  condition.  Pharynx  normal.  De- 
generated small  tonsils. 

Ears.  Has  little  difficulty  in  hearing  in  right  ear.  Examination 
of  same  shows  slight  amount  of  cerumen  present. 

Left  ear  same  condition. 

Adz'ise  x-rays,  thorough  blood  and  eye  examination. 

The  Roentogram  showed  a  flattening  out  of  the  sella  and  a  disap- 
pearance of  the  post-clinoid  process. 

The  blood  examination  was  as  follows :  Red,  4,800.000  ;  white. 
8,000 ;  diflferential,  small  lymphocytes,  34  per  cent :  large  mononu- 
clears, 5  per  cent :  poly,   morphonuclears,  01  per  cent. 
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The  amount  of  a  twenty-four  hours'  urine  specimen  was  normal; 
1,800  cc.  and  no  pathological  findings. 

I  referred  the  patient  to  Dr.  Harry  Gradle  for  eye  examination 
and  he  reported  as  follows : 

Right  eye :     Complete  blindness. 

Left  eye:  The  temporal  half  gone,  on  the  nasal  half  the  field 
was  constricted  for  all  colors. 

Ophthalmoscopically:  Right  eyes,  fundus  normal,  except  for  a 
slight  dilatation  of  the  veins. 

Left  eye:  Advancing  secondary  atrophy  of  the  optic  nerve.  Im- 
possible to  measure  blind  spot  as  this  is  included  in  the  scotoma. 

Patient  was  given  two  hundred  and  fifty  grams  dextrose  and 
urine  found  to  be  free.  Two  days  later  three  hundred  and  fifty 
grams  of  dextrose  given  and  again  urine  found  to  be  free,  showing 
an  increased  tolerance  for  sugar. 

The  diagnosis  of  a  hypophyseal  tumor  having  been  established, 
an  operation  was  advised.  As  before  stated,  I  decided  that  the 
best  and  safest  operation  was  the  one  suggested  by  Dr.  J.  C.  Beck. 
This  consists  of  attacking  the  sella  by  the  antro-posterior-ethmo- 
sphenoidal  route,  and  has  the  advantage  over  other  intranasal 
methods,  in  that  the  space  through  which  we  w^ork  is  much  larger 
and  at  least  one  to  one  and  one-fourth  inches  closer  to  the  sella, 
than  any  other  intranasal  method. 

Therefore,  on  Nov.  12,  1916,  I  did  a  preliminary  left-sided  middle 
turbinectomy  and  a  thorough  ethmoid  exenteration.  I  chose  the 
left  side  as  the  tumor  was  pressing  more  on  the  right  side,  as  shown 
by  the  complete  right-sided  blindness. 

On  Nov.  21,  1916,  I  completed  the  operation  as  follows: 

Exposing  the  anterior  wall  of  the  antrum  through  the  canine 
fossa  in  the  usual  manner.  I  removed  the  wall  with  the  electric  burr. 
Then  wnth  a  curette  I  broke  through  the  post-ethmoidal  wall  at  the 
junction  of  the  sphenoid,  entering  the  sphenoidal  cavity.  After 
breaking  down  the  septum  dividing  the  two  sphenoids,  I  attacked 
the  postero-superior  portion  of  the  sphenoid  with  a  special  long  elec- 
tric burr  and  took  away  the  roof,  thus  exposing  the  hypophyseal  re- 
gion. A  soft  tumor  mass  was  felt  but  I  decided  not  to  attempt  to  re- 
move it  at  this  time,  depending  on  the  effects  of  the  decompression, 
and  if  necessar\-,  at  a  later  time  to  remove  it  completely. 

Patient  made  an  uneventful  recovery  from  the  operation,  but  too 
short  a  space  of  time  has  elapsed  to  expect  any  great  amount  of 
improvement  in  his  symptoms. 
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This  is  the  third  case  of  hypophysial  tumor  which  we  have  op- 
erated upon  by  this  method,  the  former  two  having  already  been 
reported  by  Dr.  Beck,  'i'he  first  case,  a  cyst  of  the  hypophysis,  now, 
after  two  and  one  years  has  had  a  great  improvement  in  all  his 
symptoms  and  is  working  every  day,  something  impossible  for 
months  prior  to  the  operation. 

The  second  case  recovered  from  his  operation,  a  tumor  of  the 
hypophysis  ( sarcoma j  having  been  found,  but  succumbed  to  the  dis- 
ease some  months  after  leaving  our  care. 

2551  N.  Clark  Street. 


Don'ts  in  Hemorrhage  and  Blood  Diseases.    Maurice  Chideckel, 

Medical  Record,  March  l",  r.'i:. 

Some  of  the  important  "don'ts"  for  the  rhino-laryngologist  are 
the  following: 

Don't  always  blame  the  nose  for  epistaxis  ;  many  constitutional 
diseases  will  cause  nosebleed. 

Don't  give  any  fatty  substance  for  relief  of  constipation  in  bleed- 
ing patients  ;  the  fat  when  absorbed  may  interfere  with  coagulation. 

Don't  fail  to  estimate  blood  pressure  in  patients  with  hemoptysis 
or  epistaxis. 

Don't  rely  on  calcium  salts  in  any  form  of  hemorrhage. 

Don't  give  a  favorable  prognosis  when  there  are  skin  hemor- 
rhages in  diphtheria :  it  signifies  a  general  toxemia  and  the  result 
is  invariably  fatal. 

Don't  use  ergot  intravenously  in  any  form  of  bleeding :  the  car- 
diac muscle  may  be  paralyzed  by  its  action. 

Don't  fail  to  administer  citric  acid  in  all  conditions  where  throm- 
bosis is  threatened  :  it  lessens  the  viscosity  of  tlie  blood  and  pro- 
longs coagulation. 

Don't  give  coagulen  in  any  hemorrhage  unless  well  diluted  (1 
gm.  to  10  c.c.  distilled  water). 

Don't  resort  to  plugging  the  nares  as  a  first  means  of  stopping 
a  nasal  hemorrhage :  application  of  strong  vinegar  is  very  effica- 
cious. 

Don't  employ  adrenalin  when  there  are  other  means  at  hand ;  it 
is  only  a  temporary  vasoconstrictor,  soon  becoming  a  vasodilator, 
leading  to  a  renewed  and  greater  hemorrhage. 

Don't  forget  that  quinsies  and  suppuration  of  the  pharynx  may 
lead  to  verv  serious  hemorrhage.  Ed. 


THE  CAMPAIGN  VOICE. 

Dr.  L.  D.  Alexander,  Jr.,  Xew  York  City. 

Some  idea  of  the  bodily  and  vocal  strain  required  of  a  candidate 
for  high  office  in  this  countr}-  may  be  obtained  by  considering  that 
in  the  recent  campaign  extending  approximately  three  months, 
thirty-two  states  were  visited,  about  30,000  miles  in  train  and  auto- 
mobile travel,  and  over  500  speeches  made. 

Such  a  program  as  this  requires  extreme  physical  fitness  and  in- 
volves great  mental  and  vocal  strain. 

In  spite  of  modern  conveniences  and  comforts  as  represented  by 
special  train  and  hotel  accommodations,  to  the  candidate  probably 
Dot  accustomed  to  extended  travel  the  strain  is  indeed  severe. 

Sleep  on  the  train  is  never  restful  as  schedules  must  be  main- 
tained. This  involves  if  not  moving,  parking  in  some  noisy  station 
or  adjacent  yards,  often  on  the  next  track  to  a  cat,tle  train,  or  other 
noisy  freight. 

At  times  a  night  is  spent  in  a  hotel  where  surroundings  and  bed 
are  strange.  Sleep,  therefore,  is  one  rather  from  exhaustion  than  of 
peaceful  nature. 

Meals  as  obtained  even  on  a  private  car  are  irregular  and  often 
times  principally  of  canned  goods  ;  so,  too,  interruptions  of  one  sort 
or  another  are  always  occurring. 

Lack  of  appetite  and  constipation  are  natural  sequelae  to  this  ir- 
regular sort  of  life.  The  mental  powers  of  a  candidate  are  put  to 
a  great  strain.  Unending  conferences,  interviews,  letters  and  tele- 
grams, newspaper  articles,  criticism,  all  play  their  part  and  take  their 
toll. 

To  oft'set  this,  is  the  stimulus  of  the  goal  in  view,  the  plaudits  of 
press  and  people.  I  have  seen  a  candidate  after  a  day  of  mileage 
and  speeches  attend  the  evening  meeting  exhausted  and  wear}',  and 
in  a  state  of  extreme  mental  tension,  return  to  the  train,  soothed  by 
the  applause  of  the  audience  :  weary,  yes,  but  mentally  relaxed. 

After  a  few  days'  use,  the  voice  lacks  luster  and  is  devoid  of 
head  resonance.  Occasionally  in  the  midst  of  a  sustained  sentence 
there  occurs  a  distinct  break  due  to  the  lodgment  of  mucus.  The 
further  effort  dislodges  this  and  the  voice  clears  for  a  time.  The 
prolonged  efifort  of  speaking  causes  a  congestion  of  the  entire  head. 
A  distinct  external  congestion  of  the  nose  is  noted  while  examination 
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immediately  after  speaking  reveals  turgcscence  of  the  turbinate  bod- 
ies and  congestion  of  the  entire  membrane.  Speaking  in  overheated 
and  underventilated  halls  requires  so  much  effort  that  frequently 
the  candidate  is  in  a  dripping  perspiration  at  the  end  of  his  speech. 

Examination  of  the  throat  at  the  end  of  a  day's  speaking  reveals 
a  state  of  congestion  from  pharynx  to  trachea ;  the  palatal  pillars 
and  uvula  are  relaxed.  The  false  cords  are  congested,  the  true  cords 
are  congested  and  slightly  edematous  with  accompanying  partial 
paresis. 

A  sticky  secretion,  mucoid  in  character  and  very  adherent,  may  be 
noticed  between  the  arytenoids  and  in  the  adjacent  trachea.  At- 
tempts to  remove  this  cause  a  frequent  dry  cough  which,  if  not  re- 
lieved, may  cause  a  restless  night. 

A  laryngologist  is  part  of  the  necessary  equipment  of  a  modern 
campaign,  and  I  shall  try  to  outline  the  duties  which  are  expected 
of  him,  together  with  the  medical  treatment  indicated. 

It  is  advisable  to  make  a  thorough  examination  of  the  patient  if 
possible  before  the  beginning  of  the  campaign,  to  suggest  appro- 
priate treatment  for  such  abnormal  conditions  as  may  be  present. 
The  candidate  should  be  taught  breathing  exercises  which  will  give 
the  maximum  support  to  the  voice  with  the  least  amount  of  effort. 
I  advocate  the  superior  costal  elevation  with  inferior  costal  and 
diaphragmatic  respiration  as  described  by  H.  Holbrook  Curtis.  Par- 
ticular attention  should  be  addressed  to  the  voice.  I  believe  that 
even  at  the  sacrifice  of  pleasing  quality,  the  patient  should  be  taught 
to  speak  using  fully  his  facial  resonators.  The  voice  should  be 
pitched  in  the  medium  register  or  slightly  lower  and  well  forward. 
Speech  should  be  slower  than  ordinarily  with  careful  enunciation. 
I  employ  vocal  exercises  in  humming  with  consonant  phrases  such 
as  ming,  mong,  ding,  dong,  maw,  mo,  etc.  (Curtis).  These  latter 
are  sung  for  a  few  minutes  several  times  daily. 

Such  exercises  strengthens  the  laryngeal  muscles,  and  if  learned 
in  advance  will  prove  of  great  benefit  should  future  need  call  for 
their  use.  I  am  in  the  habit  of  letting  the  patient  select  an  imagin- 
ary spot  or  person  about  equal  to  the  distance  well  back  in  the  av- 
erage theater  audience  and  practicing  throwing  the  voice  at  that 
spot. 

Unfortunately,  one  rarely  has  the  opportunity  of  seeing  the  can- 
didate until  perhaps  called  to  go  on  tour  with  him. 

The  attending  physician  should  carry  with  him  appropriate  equip- 
ment including  a  first-aid  outfit  and  minor  surgical  and  medical  ap- 
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pliances,  for  should  occasion  of  emergency  arise  he  may  be  called 
upon  to  treat  things  outside  of  his  specialty.  A  modern  campaign 
train  may  carry  as  many  as  sixty  or  seventy  people,  consisting,  be- 
sides the  candidate  and  possibly  his  family,  of  secretaries,  stenog- 
raphers, newspaper  representatives,  local  politicians  and  service. 

A  fairly  extensive  office-outfit  should  be  taken,  some  sort  of  com- 
pressed air  apparatus  is  advisable.  A  steam  inhaler,  ice  bag  and 
the  customar}'  set  of  examining  instruments,  spray  solutions  and 
atomizers.  I  am  in  the  habit  of  using  an  alkaline  spray,  an  astrin- 
gent spray,  ( glycero-tannin  I,  an  oily  spray  and  also  arg)-rol  and 
adrenalin. 

I  know  that  the  day  of  the  spraying  lar\-ngologist  is  over,  and 
one  trip  I  trusted  to  laryngeal  syringes  and  applicators.  Since 
many  of  the  treatments  are  perforce  on  a  swaying  train  running 
from  forty  to  sixty  miles  an  hour,  such  delicate  treatments  are  well- 
nigh  impossible.  I  had  much  better  success  with  the  present  appa- 
ratus. 

It  should  be  the  duty  of  the  physician  to  be  near  the  candidate 
at  all  times  for  in  case  of  emergency  he  would  naturally  be  the 
first  called  upon.  One  has  but  to  recall  the  shootings  of  McKinley 
and  Roosevelt  to  realize  the  necessity  of  this.  At  the  meetings,  the 
method  of  delivery  and  condition  of  voice  should  be  noted. 

I  make  it  routine  practice  to  see  the  candidate  twice  in  the  twen- 
ty-four hours  :  once  preferably  in  the  middle  of  the  afternoon  and 
before  the  long  speech  of  the  day,  and  again  after  he  has  retired. 

The  day  treatment  consists  in  a  thorough  cleansing  of  the  nose 
and  throat  followed  by  a  lar}-ngeal  spray  of  arg\'rol  directly  upon 
the  cords  during  a  deep  inhalation.  This  is  followed  a  few  mo- 
ments later  by  a  few  deep  inhalations  of  an  oily  solution.  At  this 
time  inquir}'  is  made  as  to  the  patient's  general  condition,  and  ap- 
propriate advice  given. 

The  routine  night  treatment  is  a  thorough  massage  of  the  throat, 
say  for  fifteen  minutes,  gentle  alternating  stroking  movements 
emptying  the  jugular  veins  together  with  rotan,-  massage  over  the 
larynx  itself,  followed  by  a  steam  inhalation  of  the  essential  oils 
and  balsam,  in  an  alkaline  menstruum.  I  use  with  satisfaction  for 
this  purpose  a  Simplex  inhaler.  The  steam  application  should  last 
from  five  to  fifteen  minutes  according  to  the  condition  of  the  voice. 

Unfortunately,  a  routine  treatment  is  not  usually  sufficient  to  meet 
the  ravages  of  overuse  of  the  voice.  It  is  necessary  that  the  physi- 
cian should  employ  much  judgment  as  to  cutting     down     certain 
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speeches  and  eliminating  others.  The  human  side  of  his  position 
is  most  trying,  disappointed  pohticians  and  crowds  of  people  who 
may  have  come  miles  and  waited  sometimes  for  hours,  are  not 
lightly  to  be  disposed  of. 

It  is  an  occasion  where  the  most  important  thing,  \ocal  rest,  is 
the  hardest  to  insist  upon.  Howe\'er,  the  ph}'sician  must  be  firm 
in  his  position  and  yet  must  realize  how  much  is  at  stake. 

it  is  well  to  xememher  that  the  campaign  voice  is  not  the  singing 
voice,  and  that  a  pretty  bad  vocal  cord  can  still  be  made  to  make 
a  pretty  good  speech.  W  hen  the  voice  is  getting  bad  and  the  en- 
gagements have  to  be  met,  I  insist  on  silence  or  limited  whispering 
between  the  speeches.  The  ice  cap  is  of  use  here,  applied  for  thirty 
minutes  on  and  thirty  minutes  off.  This  is  not  objectionable  to  the 
patient.  A  hand  nebulizer  with  an  oily  spray  to  which  a  little  adre- 
nalin has  added  is  given  to  the  candidate  for  use  just  before  his 
speech.  Every  one  who  uses  his  voice  seems  to  think  that  some 
throat  lozenge  is  essential.  I  have  little  faith  in  the  efficacy  of 
lozenges  of  any  sort  in  laryngeal  conditions. .  The  least  harmful 
and  certainly  the  easiest  upon  the  digestion  is  a  glycerin  pastile  of 
lactucarium.  These  have  a  soothing  effect  upon  the  pharyngeal  mu- 
cosa and  psychic  effect  of  value. 

Certain  conditions  recjuire  additional  medication.  If  the  paresis 
is  pronounced  it  is  probably  due  to  excessive  bodily  fatigue.  Here, 
strychnin,  one-fortieth  of  a  grain,  three  or  four  times  daily,  should 
be  given,  and  at  10  a.  m.  and  4  p.  m.  additional  food  in  the  form 
of  an  easily  digested  broth  with  a  few  crackers  should  be  taken. 
Application  of  iodin  (kali  iodidi  grains  x,  tincture  iodin  one-half 
oz.,  glycerin  one  and  one-half  ozs.)  to  the  pyriform  sinuses  and 
base  of  the  tongue  are  of  distinct  value  in  reducing  the  congestion 
present.  Gare  should  be  taken  that  the  solution  does  not  enter  the 
larynx  itself. 

V.'hen  the  intra-arytenoid  space  and  neighboring  trachea  are 
covered  w-ith  accumulated  mucus,  deep  inhalations  of  iodoform  in 
ether,  are  grateful.  If  the  odor  of  this  is  objectionable  to  the  pa- 
tient, medicated  oil  may  be  dropped  into  the  larynx  by  means  of  a 
proper  syringe.  These  solutions  do  not  cause  relaxation  of  the  cords 
as  would  steam. 

Adequate  rest  in  bed  is  essential  and  I  insist  upon  at  least  a  half 
hour's  rest  in  a  prone  position  before  the  evening  speech. 

130  ^^^est  Fiftv-ninth  Street. 


TRAUMATIC  DEFLECTIONS  OF  THE  NASAL  SEPTUM  AND 
THEIR  TREATMENT.* 

Dr.  Otis  Orexdorff,  Canon  City,  Colo. 

It  is  difficult  to  conclude  the  exact  part  that  traumatism  plays  in 
deflections  of  the  nasal  septum.  Different  observers  are  prejudiced 
by  the  local  social  conditions  and  from  the  angle  with  which  they 
approach  the  subject. 

At  any  rate,  trauma  is  undoubtedly  quite  a  factor  and  its  effects 
may  sometimes  be  added  to  the  influence  of  heredity,  the  Gothic 
Arch  adenoids,  excessive  development  of  the  vomer  and  stigmata  of 
degeneracy.  It  is  true  that  careful  inquir\-  will  reveal  that  nearly 
everyone  remembers  having  suff'ered  a  serious  bump  on  the  nose  at 
sometime  usually  in  early  life  and  also  that  nearly  everyone  has 
a  crooked  septum ;  yet  this  history  should  be  seriously  considered 
in  a  study  of  the  case.  The  etiolog}^  is  of  decidedly  practical  im- 
portance because  the  old  traumatic  cases  are  more  difficult  to  op- 
erate upon  and  are  more  likely  to  be  followed  by  perforations 
because  of  tough,  thick,  firm  adherent  periosteum  and  the  destruc- 
tion of  the  normal  anatomical  relation  of  the  parts  and  a  result- 
ing fibrous  matting  together  of  the  tissues.  There  is  frequently  a 
dislocation  of  the  columnar  cartilage  added  to  a  compound  com- 
minuted fracture  of  the  septal  cartilage,  vomer  and  perpendicular 
plate.  After  an  injury  to  the  septum  there  is  frequently  a  large 
exostosis  following  what  was  at  first  a  slight  fracture  with  a  small 
deviation  and  this  has  a  tendency  to  increase  with  time  and  is  more 
marked  when  the  fracture  is  sustained  early  in  adult  life. 

According  to  ]\Iosher  in  most  deviations  due  to  a  symmetry  of 
growth  the  axis  is  horizontal  and  those  due  to  trauma  have  the 
axis  vertical  and  are  found  in  the  anterior  part  of  the  nose. 

Unfortunately,  we  seldom  see  a  fracture  of  the  septum  im- 
mediately after  the  accident  as  the  patient  is  almost  always  first 
taken  to  a  general  surgeon  or  if  the  external  parts  are  not  injured 
and  the  nose  soon  regains  its  normal  contour  there  is  frequently 
nothing  done  in  the  way  of  repair  at  all.  It  is  only  after  it  is  found 
that  the  nasal  function  is  not  restored  or  complications  have  arisen 
that  the  patient  seeks  relief  from  the  rhinologist  and  by  this  time 
adhesions  have  taken  place  that  may  make  repair  a  difficult,  pro- 
cedure. On  the  other  hand,  my  slight  experience  has  taught  me  that 
an  immediate  or  early  submucous  resection  would  have  made  a  res- 

*Read  before  the  Western  Section,  American  Laryngological,  Rhinolog'ical 
and   Otolog-ical   Society,   Colorado   Spring's,   Colo. 
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toration  easy,  successful  and  permanent.  As  an  example  the  dififerent 
conditions  found  in  traumatic  and  non-traumatic  deflections,  quite 
recently  two  cases  turned  up  at  the  same  time,  both  healthy  young 
men  of  the  same  age.  In  one  there  was  absolutely  no  history  of 
traumatism  yet  the  deviation  was  so  great  that  one  nostril  was 
completely  occluded  and  the  obstruction  reached  from  the  tip  of 
the  nose  to  the  posterior  edge  of  the  septum  where  the  ridge  was 
crowned  by  a  down  turned  lip.  Upon  operating  this  case  the  mem- 
branes separated  ver  yeasily  and  the  actual  time  was  an  hour  and 
five  minutes  with  lUU  per  cent  perfect  result.  The  other  case  had 
a  history  of  normal  nasal  function  until  five  years  ago  when  there 
was  a  fracture  of  the  septum  during  a  game  of  football  in  this  city. 
Since  then  there  have  been  symptoms  of  obstruction  and  as  the 
deviation  was  not  great  and  the  operation  seemed  simple  in  spite 
of  the  history  I  advised  it  and  got  into  a  lot  of  trouble.  Along  the 
line  of  the  old  fracture  the  mucous  membrane,  perichondrium,  car- 
tilage and  bone  were  almost  one  structure  and  for  over  two  hours 
resisted  the  most  careful  and  patient  efforts  to  separate  them  and  a 
very  fine  tear  resulted  in  the  convexity  opposite  a  badly  bruised 
area  in  the  concavity.  After  treatment  was  not  neglected  yet  there 
is  now  a  beautiful  perforation  that  constantly  entertains  my  former 
friend  with  its  musical  productions.  Possibly  more  ability  would 
have  produced  better  results  but  the  same  skill  or  lack  of  skill  was 
applied  in  the  other  case  that  was  not  traumatic  and  the  result  was, 
as  stated,  perfect  function. 

Until  recently  I  treated  these  cases  of  fracture  by  replacing  the 
parts  as  well  as  possible  (and  somehow  even  this  was  not  a  satis- 
factorv'  procedure  )  and  then  by  attempting  to  hold  them  in  position 
by  difterent  kinds  of  splints  and  tampons  which  were  always  a  nui- 
sance to  both  the  patient  and  myself,  and  after  several  weeks  of 
suffering  he  would  be  discharged  with  a  rough  looking  job  and  per- 
verted function  and  possibly  finally  require  an  operation  for  relief. 
I  have  also  seen  septums  that  were  under  the  care  of  others  im- 
mediately after  the  accident  and  the  results  were  no  better  than  my 
own.  These  septums  are  not  only  gotten  back  into  place  w-ith  the 
greatest  difficulty  but  it  is  very  hard  to  hold  them  in  position  with- 
out packing  that  is  tight  enough  to  produce  distress  and  possibly 
necrosis. 

Tn  my  mind  there  is  an  uncertainty  about  the  limit  of  age  in  both 
the  young  and  old  at  which  any  submucous  resection  should  be  done 
and  this  applies  to  the  early  repair  of  traumatic  cases  also,  and 
should  this  paper  be  favored  by  a  discussion  I  hope  that  members 
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of  the  section  will  give  the  results  of  their  experience  in  the  ex- 
tremes of  life  as  we  are  warned  to  be  careful  especially  with  chil- 
dren. 

Fortunately  nature  is  kind  to  the  noses  of  young  children,  for  the 
tissues  are  too  soft  to  be  fractured  easily  and  as  the  asymmetr\- 
of  development  has  not  yet  taken  place  deviations  are  seldom  found. 

I  have  cautiously,  by  means  of  a  sort  of  modified  window  resec- 
tion straightened  septums  or  rather  removed  spurs  in  children  but 
not  immediately  following  injuries,  and  some  of  them  have  been 
watched  for  several  years  and  there  is  no  deformity.  However.  I 
have  not  done  a  radical  operation  in  children  and  have  not  operated 
at  all  under  the  age  of  ten  years.     I  believe  we  would  be  justified 


Fig.  1.  Fig.  2. 

in  doing  a  regular  submucous  operation  and  if  necessary  a  trans- 
plantation of  the  cartilage  in  a  very  young  child  if  the  injury  were  a 
very  severe  one  and  the  chances  of  resulting  obstruction  were  great. 
V.'hile  the  operative  field  is  small  the  tissues  are  soft  and  elastic  and 
the  incision  is  probably  already  partially  made  because  of  the  com- 
pound nature  of  the  fracture.     ■ 

The  importance  and  ease  of  an  early  submucous  resection  was 
first  brought  to  my  attention  by  a  miner  40  years  old  who  was  caught 
in  a  "cave  in"  and  as  he  was  looking  up  a  timber  struck  him  across 
the  nose  about  an  inch  above  the  tip  almost  severing  the  member 
from  the  face.  He  was  given  splendid  attention  by  a  surgeon  who 
replaced  the  parts  and  held  them  with  splints  and  sutures.  I  saw 
him  about  a  week  afterwards  and  aside  from  the  swelling,  which 
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would  be  expected,  all  was  going  well,  but  this  induration  failed 
to  subside  and  as  there  was  but  little  breathing  space,  and  the  doc- 
tor and  the  patient  insisted,  J  did  an  ordinary  resection  about  two 
weeks  after  the  injur}'.  The  torn  mucous  membrane  had  healed 
and  the  initial  incision  was  made  just  anterior  to  it  in  sound  tissue 
at  the  usual  location.  'J'he  periosteum  readily  separated  from  the 
cartilage  and  bone,  in  fact  it  was  hardly  attached  to  the  conglomer- 
ated mass  that  was  retained  between  its  surfaces.  This  mass  was 
shelled  out  easily  and  the  mucous  membrane  replaced  and  rather 
firmly  packed  on  both  sides  for  twenty-four  hours  with  a  perfect 
result  ensuing. 

Another  case  was  that  of  a  boy  16  years  of  age  while  playing 
baseball,  and  incidentally  a  large  percentage  of  traumatic  frac'aires 
are  due  to  baseball,  football  and  volleyball,  was  struck  on  the  nose 
by  a  batted  ball  with  sufhcient  force  to  produce  a  compound  frac- 
ture as  shown  in  the  sketch.  The  injury'  was  followed  by  consider- 
able external  and  internal  swelling  which  did  not  subside  as  readily 
as  usual  and  there  was  constantly  a  degree  or  two  of  fever.  After 
waiting  four  or  five  days  he  was  brought  to  me  and  operated  by 
using  the  unhealed  wound  in  the  mucous  membrane  as  the  only 
incision,  it  being  sort  of  an  L  shape.  The  perichondrium  separated 
very  easily  on  both  sides  but  to  our  surprise  we  ran  into  a  pocket 
of  pus  at  the  upper  part  of  the  side  of  the  concavity.  There  was 
probably  a  cc.  of  it  which  accounted  for  the  tumor-like  swelling  at 
this  region  which  subsided  at  once.  All  of  the  loosened  bone  and 
cartilage  were  removed  and  the  displaced  pieces  straightened  with 
a  resulting  septum  that  was  smooth  and  even  on  both  sides.  A 
light  packing  was  used  over-night,  temperature  was  normal  the  next 
morning  and  the  patient  made  a  rapid  recovery  returning  to  his 
home  in  a  week. 

The  treatment  of  these  cases  can  hardly  be  classed  as  immediate 
resections  but  I  am  sure  that  the  earlier  that  the  operation  is  done 
following  traumatism  that  the  easier  and  more  successful  it  will 
be  and  should  opportunity  offer  and  the  case  be  a  severe  one  I 
shall  insist  on  operating  at  once. 

In  conclusion,  traumatism  plays  an  important  role  in  septal  de- 
flections and  old  traumatic  cases  are  more  difficult  to  operate  and  the 
difficulty  increases  with  the  duration  of  time  since  the  injun\ 

The  irritation  caused  by  these  deflections  produces  a  stimulation 
of  the  growth  of  the  tissues  which  acts  as  a  vicious  circle. 

Prompt  Resection  following  a  fracture  is  an  easy  procedure  and 
affords  the  earliest  relief  and  quickest  recovery. 


FRONTAL  SINUSITIS  A  PROBABLE  CAUSE  OF 
ACUTE  NEPHRITIS.* 

Dr.  George  F.  Keiper,  Lafayette,  Ind. 

Last  year  before  the  joint  meeting  of  the  Middle  and  Western 
Sections  of  the  American  Laryngological,  Rhinological  and  Otologi- 
cal  Society,  in  a  paper  entitled  "^ylastoiditis,  a  Probable  Cause  of 
Acute  Nephritis,"^  I  reported  two  cases  in  which  each  instance  the 
mastoiditis  was  at  least  an  accompaniment  of  the  coexistent  acute 
nephritis  and  its  most  probable  cause. 

As  stated  in  the  paper,  the  literature  upon  that  subject  is  quite 
barren.  Up  to  that  time  but  two  reports  had  been  made,  one  by 
Dr.  Joseph  A.  White,  of  Richmond,  Va..,  in  liHU,  entitled,  "Report 
of  a  Case  of  Mastoiditis  Complicated  by  Nephritis  and  Erysipelas," 
and  one  by  Dr.  Thomas  Hubbard  in  1908,  on  "Diabetes  and  Bright's 
Disease  in  Relation  to  Suppurative  Osteomyelitis  of  the  Mastoid." 
Both  papers  were  read  before  the  different  sessions  of  the  American 
Laryngological,  Rhinological  and  Otological  Society. 

In  tlie  discussion  that  followed  the  reading  of  my  own  paper.  Dr. 
Derrick  T.  Vail,  of  Cincinnati,  reported  an  additional  case.  To 
date  these  are  all  the  reported  cases. 

As  a  supplement  to  my  own  paper  of  March  2,  1915,  I  now  re- 
port a  case  of  "Purulent  Frontal  Sinusitis  Showing  Coexistent 
Acute  Nephritis." 

Chester  H.,  aged  15,  was  referred  to  me  by  his  physician,  Dr. 
George  R.  Clayton,  Jr.,  of  Fowler,  Ind.,  January  11,  1916.  I  saw 
the  patient  immediately  after  his  arrival  at  St.  Elizabeth's  Hospi- 
tal in  this  city. 

His  history  is  briefly  as  follows :  About  a  year  ago  his  forehead 
became  very  tender  over  the  left  eye  and  he  was  very  sick.  Under 
the  treatment  pursued  at  that  time  the  patient  made  a  quick  re- 
covery after,  as  his  father  stated,  "the  nose  broke  and  ran  a  large 
amount  of  matter."  This  was  evidently  a  frontal  sinusitis.  There- 
after he  appeared  perfectly  well  until  his  last  illness. 

For  two  weeks  prior  to  his  admission  to  the  hospital,  the  right 
side  of  his  forehead  had  been  very  tender  to  touch  and  pressure. 
Treatment  had  been  of  no  avail  and,  at  last,  yielding  to  the  im- 

*Read  before  the  American  Academy  of  Ophthalmology  and  Oto-Laryng'ol- 
ogy  at  Memphis,  Tenn.,  December  12,  1916. 
1.     The  Laryxgoscope,  May,  1915. 
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portunities  of  his  family  physician  he  was  brought  to  Lafayette.  His 
forehead  over  the  right  eye  was  very  tender  to  touch  and  pressure. 
His  mind  was  confused  and  times  he  manifested  mild  delirium. 
His  pulse  was  124  and  his  temperature  was  103.2°  F.  He  was 
taken  to  the  Roentgen  ray  laboratory  and  skiagraphs  of  the  frontal 
sinuses  were  made.     These  were  negative. 

A  blood  count  was  made  with  the  following  result :  Hemoglobin, 
90  per  cent;  red  blood  cells,  4,400,000;  white  blood  cells,  18,400. 

Differential  Count:  Polynuclears,  86  per  cent;  small  lymphocytes, 
12  per  cent ;  large  lymphocytes,  2  per  cent ;  eisonophiles,  absent : 
nast  cells,  absent. 

Examination  of  his  urine  was  as  follows:  Color,  dark  amber; 
specific  gravit}",  1020 ;  reaction,  acid ;  albumen,  present ;  sugar,  ab- 
sent. 

The  microscope  showed:  A  few  epithelial  cells,  a  few  white 
blood  cells,  amorphous  urates,  calcium  oxalate  crystals,  a  few  gran- 
ular casts. 

For  the  general  physical  examination  Dr.  Frank  B.  Thompson,  of 
this  city,  was  the  consultant.  He  did  not  find  any  lesion  of  the 
heart,  lungs  or  blood  vessels. 

Examination  of  his  nose  showed  it  free  from  pus.  His  throat 
was  normal.  This  was  at  two  o'clock  in  the  afternoon  of  the  day 
of  his  admission  to  the  hospital. 

At  4:30  p.  m.  his  pulse  was  140  and  his  temperature  was  104.2°. 

At  7:30  p.  m.  his  pulse  was  130  and  his  temperature  was  102.2°. 

At  10:30  p.  m.  his  pulse  was  144  and  his  temperature  was  103.4°. 
January  12 : 

At  3  :00  a.  m.  his  pulse  was  140  and  his  temperature  was  102°. 

At  7:00  a.  m.  his  pulse  was  142  and  his  temperature  was  102°. 

At  8  :00  I  opened  the  right  frontal  sinus  externally.  It  was  full 
of  pus  which  was  thoroughly  cleaned  out.  No  fault  could  be  found 
in  the  posterior  table  of  the  frontal  bone.  The  fronto-nasal  duct  was 
occluded.  This  was  opened  and  enlarged.  His  condition  becoming 
bad  we  gave  the  nose  no  further  attention  and  hastily  completed 
the  operation  and  returned  him  to  his  room.  On  recovery  from  the 
anesthetic  he  became  very  noisy.  IMorphin  sulphate  was  given  him 
in  quarter  grain  dose  to  quiet  him.  This  was  at  10:15  a.  m.  Res- 
piration became  rapid  and  the  pulse  weak.  Camphor  oil  was  admin- 
istered subcutaneously  in  a  thirty  drop  dose.  This  accomplished 
nothing.  The  delirium  deepened  for  a  while  and  then  he  gradually 
failed  and  died  at  3  :45  p.  m.,  the  same  day.  Xo  autopsy  was  per- 
mitted. 
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The  pus  obtained  during  the  operation  was  inadvertently  de- 
stroyed and  hence  it  is  regrettable  that  no  examination  for  its  bac- 
terial content  was  possible. 

I  have  searched  the  literature  for  a  parallel  case  in  vain.  It  is 
barely  possible  that  many  more  such  cases  exist  and  if  care  is  used 
in  making  a  thorough  physical  examination,  as  well  as  a  local  one. 
this  complication  may  be  more  frequently  observed  and  we  will  be  in 
a  better  position  to  declare  that  purulent  frontal  sinusitis  may  be 
the  cause  of  acute  nephritis.  In  fact  every  case  that  comes  before 
us  thus  should  have  all  the  advantages  offered  by  a  complete  physi- 
cal examination. 

li  Xorth  Sixth  Street. 


Further  Observations  on  the  ConnelIan=King  Diplococcus  Throat 
Infections;  Their  Sequelae  with  Especial  Reference  to  Arth- 
ritis.    James  J.  King,  Jour.  A.  M.  A..  Jan.  13,  1917. 
Four  cases  are  described  and  these  show  : 

1.  The  frequent  presence  of  the  Connellan-King  diplococcus  in 
the  crypts  of  the  tonsils  or  at  the  roots  of  the  teeth  in  arthritic  pa- 
tients suggests  that  it  may  be  specific,  and  that  a  simple  tonsil- 
litis may  be  followed  by  very  serious  complications,  due  to  an 
absorption  of  chemical  toxins. 

2.  The  danger  of  a  general  sepsis  following  tonsillectomy  might 
be  eliminated  if  a  culture  were  taken  from  each  patient. 

3.  If  the  focus  of  infection  in  arthritis  exists  in  the  tonsil,  the 
treatment  should  consist  in  the  injection  of  an  autogenous  vaccine 
until  all  infection  is  cleared  up  and  then  the  tonsils  should  be  re- 
moved by  enucleation. 

4.  The  blood  changes  in  the  Connellan-King  diplococcus  infec- 
tions seem  to  be  a  simple  anemia  and,  in  a  few  cases,  a  slight  in- 
crease in  the  eosinophils  from  4  to  6  per  cent. 

5.  In  some  cases  symptoms  other  than  those  for  which  treat- 
ment was  instituted  have  disappeared.  For  instance,  in  one  patient 
with  arthritis  and  marked  ethmoiditis  the  culture  was  obtained 
from  the  throat.  \Mthin  two  weeks  the  ethmoiditis  had  cleared 
up,  while  the  arthritis  was  only  slightly  relieved.  Another  patient 
with  serious  gastric  disturbance,  w'ho  had  found  it  necessar}^  to 
remain  on  a  strict  diet,  was  able  to  eat  almost  anything  after  she 
had  received  the  treatment  with  the  autogenous  vaccine.  Ed. 


CASE  OF  NASAL  PAPILLOMA.  SURGICAL  REMOVAL 
FOLLOWED  BY  X=RAY  TREATMENT. 

Dr.  Clarence  E.  Ide,  Los  Angeles,  Cal. 

I  would  like  to  supplement  Dr.  Callison's  article,  in  the  ]\larch 
(1916)  issue  of  The  Laryngoscope,  on  the  subject  of  '"Papilloma 
of  the  Nose,"  by  reporting  a  case. 

Mr.  H.  W.  F.  came  June  4,  19]  5,  complaining  of  obstruction  of 
the  right  naris  by  a  growth  which  had  been  cauterized  several 
times,  only  to  recur.  A  septal  spur  had  been  removed  from  the 
right  naris  eight  or  nine  years  previously.  Later  the  patient 
underwent  an  operation  farther  back  in  the  same  naris.  The 
same  surgeon  had  then  treated  the  grow'th  by  cauterization. 

The  patient  had  suffered  a  nervous  breakdown  three  months 
before  coming  for  examination  in  June. 

Examination  showed  a  cauliflower  growth  on  the  anterior 
portion  of  the  septum  and  another  at  the  anterior  extremity  of 
the  right  inferior  turbinate  bone.  The  naris  was  already  nar- 
rowed by  deviation  of  the  septum  to  the  right  below,  to  the  left 
in  the  other  naris,  above. 

Each  growth  was  approximately  1  cm.  square,  and  the  two 
met  to  close  the  naris. 

A  specimen  of  the  growth  was  submitted  to  Drs.  Brem,  Zeiler 
and  Hill  for  examination.  The  report  stated  that  the  growth 
had  a  stroma  of  connective  tissue  surrounded  by  a  thin  layer  of 
squamous  epithelium,  the  center  being  composed  of  myxomatous 
tissue.  The  epithelium  was  reported  to  be  regular  with  no  exten- 
sion into  the  growth,  thus  giving  no  evidence  of  malignancy. 

The  growths  were  removed  with  the  knife  down  to  the  bone 
and  cartilage  underlying  them.  The  patient  was  then  referred 
to  Dr.  Soiland  for  x-ray  treatment  (because  the  pathologists  had 
reported  active  mitotic  changes  as  going  on  in  the  nuclei  of  the 
growth)   under  which  perfect  healing  took  place  in  a  short  time. 

There  w^as  no  recurrence,  but  a  very  small  extension  anteriorly 
was  discovered  later  and  removed.  This  was  not  located  on  the 
area  operated  previously. 

Tn  December,  1915,  the  nose  was  free  from  all  growth,  and 
this  month — July.  1916 — conditions  are  equally  favorable. 

At  the  present  time  I  should  advise  treatment  by  radium  rather 
ban  by  the  x-ray. 

Suite  1]20  Brockman  Building. 
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SECTIOX    OX    LARYNGOLOGY    AND    RHINOLOGY. 

December  20,  1017. 

Dr.  H.  L.  Lynaii,  Chairman. 

Spreading    of   the    Upper    Dental    Arch    to    Increase    Space    in    the    Nasal 
Fossae.     Third  Presentation  of  the  Case.      Du.  Edwaud  A.  Boglk. 

The  patient,  a  young  man,  first  appeared  before  the  Section  on  February 
23,  1916.  The  right  nasal  meatus  was  entirely  occluded  and  had  been 
so  for  some  time.  The  Glatzel  mirror  showed  no  trace  of  moisture  from 
the  breath.  The  screws  of  the  spreader  were  started  to  work  that  same 
evenijig,  after  the  patient  had  been  examined  by  a  number  of  the  gentle- 
men present.  At  the  following  meeting  of  the  Section,  March  22,  the  two 
halves  of  the  upper  maxillary  had  been  spread  by  the  action  of  the  screws, 
so  that  the  ends  of  the  cuspid  teeth  were  eight  and  one-half  millimeters 
further  apart  laterally  than  they  had  been  at  the  date  of  the  previous 
meeting.  Two  entire  turns  of  the  forward  screw  were  made  after  the 
March  meeting,  gaining  sixty  one-hundredths  of  an  inch  each  time.  After 
that,  the  apparatus  had  remained  stationary  from  that  time  to  this.  Dur- 
ing the  summer  an  elastic  arch  was  adapted  to  the  lower  teeth,  which 
have  gradually  been  spread  to  the  articulation  which  could  be  now  seen 
and  which  was  more  nearly  perfect  than  was  often  found  among  teeth 
that  were  called  regular.  At  the  present  date  the  nasal  passages  were  both 
ample  and  had  remained  so  since  the  last  summer,  except  for  a  few  days, 
when  a  slight  thickening,  due  to  cold  had  been  noticed.  The  teeth  generally 
looked  better  than  before  they  began  their  operation.  Mastication  was 
far  better  than  it  had  ever  been  before  and  health  had  Improved  con- 
tinuously.    This  much  had  been  accomplished  within  the  year. 

Case  2.  The  patient,  a  young  man,  was  twenty-five  years  of  age  and 
bad  what  would  be  called  an  unusually  good  occlusion  of  the  upper  and 
lower  teeth.  He  was  sent  to  Dr.  Bogue  by  his  physicion,  because  of 
difficulty  in  breathing  through  the  left  nostril.  Adenoid  and  tonsils  had 
been  removed  at  four  years  of  age.  Adenoid  was  again  removed  at  eighteen 
years  of  age.  A  turbinate  operation  was  made  in  1909,  since  which  time 
color  and  weight  had  both  been  lost.  The  most  noticeable  defects  in  the 
dental  arches  were  that  they  were  rather  narrow  at  the  bicuspid  region 
and  the  cuspids  and  lateral  incisors,  both  above  and  below,  were  twisted, 
showing  that  when  they  erupted  there  was  not  room  in  the  arch  for 
them  to  come  in,  in  perfectly  regular  positions.  In  the  hope  of  improving 
his  nasal  breathing,  the  rapid  spreading  appliance  was  adapted  to  his 
teeth.     The  upper  arch  at  the  second  biscuspid  region  was  thirty-one  and 
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one-half  millimeters  broad  when  the  patient  first  came  in.  On  August  4th 
they  began  to  apply  pressure  to  spread  these  arches.  On  October  11th 
they  had  spread  the  upper  arch  to  thirty-six  millimeters  in  breadth  and  the 
lower  arch  of  teeth  was  gi'adually  coming  into  nearly  correct  occlusion, 
as  exemplified  in  the  model  of  December  6th. 

Regulating  appliances  were  now  being  applied  to  exert  torsion  on  the 
lateral  incisors  and  cuspids,  which  were  irregular  at  first,  to  bring  them 
into  proper  alignment  in  the  broadened  arches.  This  was  orthodontia,  in 
contradistinction  to  the  operation  for  rapid  spreading,  which  was  done  for 
the  sake  of  its  influence  upon  the  nasal  passages. 

DISCUSSION. 

Dh.  Theodore  W.  Corwix  said  he  had  the  pleasure  of  referring  the  case 
to  Dr.  Bogue  and  he  wished  to  substantiate  the  statements  made  in  re- 
gc^rd  to  it.  He  was  unable  to  keep  personally  in  touch  with  the  patient, 
because  of  illness,  but  he  could  with  great  confidence,  tell  those  present 
that  there  had  been  a  very  great  increase  in  respiratory  ability,  Avhich  in 
the  nose  had  now  become  quite  free.  The  patient  had  a  deflected  septum 
on  the  right  side,  which  had  diminished  very  materially.  The  case  of  the 
young  man  was  somewhat  peculiar  and  interesting,  because  his  father 
had  the  same  trouble  of  narrow  dental  arch  and  very  high  palate;  he  was 
a  confirmed  mouth-breather  and  his  face  showed  the  same  deformity. 

Dr.  Corwin  hoped  that  the  formation  in  the  case  would  become  perma- 
nent. The  patient's  mental  faculties  were  very  active,  however,  but  he 
had  had  all  sorts  of  nervous  tendencies.  His  general  health  was  now  very 
much  improved.  He  had  had  no  pain  during  this  treatment.  It  was  very 
interesting  from  the  dental  standpoint,  because  there  had  always  been 
great  fear  expressed  that  any  separation  of  the  jaws  had  to  be  met  by 
surgical  operation  of  severity,  liable  to  produce  pain  and  shock.  It 
seemed  in  this  case  that  expansion  of  the  aperture  had  relieved  the 
nervous  tendency  and  irritability. 

Dn.  Francis  J.  QnxLAx  asked  whether  in  the  case  of  Dr.  Bogue  there 
had  been  a  removal  of  both  turbinals.  He  said  the  condition  had  been 
very  much  improved  by  this  treatment,  but  not  altogether,  and  the  splen- 
did work  of  the  doctor's  would  have  to  be  further  supplemented  because 
there  was  still  obstruction  in  both  nostrils  posteriorly.  The  patient  had 
two  large  posterior  hypertrophies,  which  the  extensive  treatment  had  not 
altogether  overcome  and  later  on  the  obstruction  would  return  if  these 
hypertrophic  masses  by  suction  kept  up  a  rarefication  of  air  in  the  nasal 
chamber. 

Dr.  WillIjVM  H.  Haskin  said  he  had  read  a  paper  on  this  work  in  1911, 
and  that  Dr.  Bogue  is  to  be  congratulated  on  these  cases.  The  patient 
mentioned  by  Dr.  Quinlan  had  been  operated  upon  but  the  result  was  not 
one  to  be  proud  of,  and  if  the  case  w^ere  going  to  get  relief  he  would 
have  to  have  still  wider  expansion  or  undergo  another  operation  on  the 
septum.  Dr.  Haskin  said  that  Dr.  Bogue  had  treated  two  members  in  his 
own  family  by  rapid  spreading  of  the  superior  maxillae  and  both  had 
improved.  His  own  boy,  fifteen  years  old,  now  weighed  one  hundred  and 
thirty-five  pounds  and  since  the  work  was  done  six  years  ago  lie  prac- 
tically had  never  had  any  colds  or  serious  illness.  To  get  nasal  relief, 
rapid   spreading  should  be   done,   even   more   rapidly   than   done   by   Dr. 
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Bogue.  The  jaws  should  be  spread  in  three  or  four  weeks,  if  there  was  to 
be  actual  nasal  relief.  In  young  children  the  septum  actually  forces  itself 
down  into  the  separation  between  the  superior  maxillary  bones  and  tends 
to  fill  the  space.  The  case  referred  to  by  Dr.  Corwin  illustrated  what 
happened  when  one  took  a  large  piece  of  cartilage  out  of  the  nose.  Re- 
gardless of  improvement  of  the  teeth,  which  was  a  long,  slow  process, 
nasal  relief  should  be  obtained  within  three  to  four  weeks.  If  the  patient 
then  wanted  to  go  on  with  the  treatment  and  have  the  teeth  regulated, 
that  was  another  question.  The  actual  benefit  from  expansion  should  be 
obtained  in  a  very  short  time. 

Dr.  Lewis  A.  CoflBn  said  he  had  looked  at  this  patient's  jaw  and 
wished  to  congratulate  Dr.  Bogue  on  the  results  as  shown  by  casts  taken 
before  and  after.  Dr.  Coffin  said  he  had  also  examined  the  patient's  nose 
and  while  he  could  not  say  how  much  breathing-space  he  had  previous  to 
the  spreading  of  the  jaw,  he  found  the  breathing  space  on  the  right  side 
very  much  encroached  upon  by  a  large  exostosis  accompanying  the  nasal 
deviation.  Perhaps  it  was  the  thickening  which  had  prevented  this  par- 
ticular septum  from  "dropping  into  the  space  caused  by  the  spreading." 
The  spreading  of  the  jaw  must  add  materially  to  the  better  looks  of  the 
boy  and  when  his  teeth  have  been  regulated  he  should  seek  out  a  good 
rhinologist  who  will  do  a  submucus  resection  of  his  septum  when  he  will 
become  not  only  a  better  looker  but  a  good  breather. 

Dr.  Wilxiam  H.  Haskits  said  no  angular  deviation  of  the  septum  would 
disappear  by  spreading  the  jaws.  This  boy  was  taken  too  late.  If  it  had 
been  done  when  he  was  five  or  six  years  old  the  septum  would  probably 
have  developed  normally  and  the  displacement  of  the  premaxillary  wings 
would  have  been  avoided.  , 

The  benefit  derived  in  both  of  the  cases  presented  undoubtedly  was  due 
to  the  increase  of  the  width  of  the  anterior  nares. 

Dr.  Edward  A.  Bogue  said  he  felt  thankful  to  the  gentlemen  who  had 
been  kind  enough  to  speak  of  these  cases  and  that  Dr.  Haskin  ought  to 
transfer  the  age  at  which  the  best  results  are  to  be  obtained,  back  to 
about  five  and  one-half  to  six  years.  One  of  the  cases  presented  this 
evening  was  Dr.  Corwin's  and  the  other  was  also  from  Jersey,  who  came 
to  Dr.  BogTie  after  all  these  operations  by  various  rhinologists.  He  was 
experimenting  to  know  whether  in  that  case  he  could  succeed  in  obtaining 
permanently  improved  nasal  passages.  In  Dr.  Corwin's  case  his  hopes 
had  been  fully  gratified.  He  thought  Dr.  Black,  of  Milwaukee,  was  correct, 
and  Dr.  Haskin  seemed  to  confirm  his  view  that  when  the  bones  of  the 
upper  maxillary  are  spread  apart  sufficiently  in  a  young  patient,  the  re- 
siliency of  the  cartilaginous  part  of  the  nose  was  sufficient  to  drive  down 
a  goodly  portion  of  the  cartilaginous  septum  between  those  separated 
bones.  He  did  not  dare  to  speak  about  the  bony  part.  Dr.  Corwin's 
patient  had  a  spur  on  the  right  side;  he  doubted  very  much  whether  that 
was  going  to  be  improved  by  his  spreading  operation. 

He  wanted  to  speak  of  another  subject.  He  had  some  eighteen  hundred 
plaster  models  of  mouths.  Among  them  all  he  did  not  know  a  single  one 
that  had  grown  in  a  lateral  direction  that,  at  the  age  of  four,  five  or  six 
years  of  age,  did  not  have  a  width  of  the  upper  arch  greater  than  twenty- 
eight  millimeters.  A  certain  surgeon  brought  him  his  little  boy,  who 
came  with  his  mother,  a  gray-haire  lady.    Dr.  Bogue  persuaded  her  to  sit 
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down  while  he  measured  her  upper  maxillary  arch,  which  he  found  to  be 
twenty-six  and  one-half  millimeters  in  breadth.  It  had  never  grown  in 
width  since  she  was  four  and  one-half  years  old,  and  he  had  found  no  case 
in  which  lateral  growth  had  ever  taken  place  unaided  unless  the  width  of 
the  temporary  dental  arch  exceeded  28  millimeters.  He  found  he  could 
spread  these  cases  in  little  children  and  obtain  astonishing  results.  He 
had  one  little  patient  of  six  years,  who  was  deaf  and  had  to  be  talked  to 
in  quite  a  loud  voice,  who  inside  of  four  months  could  hear  a  low  voice. 
The  Eustachian  tube  seemed  now  entirely  cleared  and  also  the  nasal 
passages.  If  they  commenced  to  correct  mouth-breathing  before  it  had 
become  confirmed  they  would  get  a  much  better  success  than  could  be 
obtained  later  on. 
A  Case  of  Tic  Douloureux  Treated  by  the  Avulsion   Method  of  La   Place. 

Dk.   H.   HoLEKOOK   Ct'KTIS. 

(To  he  published  in  a  subsequent  issue  of  The  L-vryxgoscope.^ 
Discrssiox. 

Dr.  Faulkxek  said  the  result  in  this  case  was  an  excellent  one  that  the 
avulsion  method  was  undoubtedly  a  recognized  procedure.  In  these  cases 
the  three  procedures  were  alcohol  injection,  the  avulsion  method,  and 
gasserectomy.  As  far  as  therapy  and  surgery  went,  he  thought  that 
alcohol  injection,  when  successful,  was  just  a?  successful  as  any  other 
method.  Success  was  merely  a  question  of  technique  of  the  operator. 
The  last  Tuesday  evening  he  had  reported  twenty-one  cases  before  the 
neurological  section,  treated  by  alcohol  injection.  Twelve  had  been 
successful  and  nine  cases  unsuccessful.  In  each  one  of  the  nine  unsuc- 
cessful cases  he  did  not  get  'the  nerve.  His  experience  had  lasted  over 
three  years  and  he  had  not  had  a  single  recurrence  in  a  case  where  he 
was  certain  he  had  got  within  the  nerve  sheath.  A  good  many  of  these 
cases  came  to  him  after  they  had  already  received  alcohol  injections. 
The  cases  at  first  were  a  little  discouraging  but  with  improved  tech- 
nique, results  were  better. 

Dr.  Faulkner  said  the  technique  was  to  inject  alcohol  into  the  sheath 
of  the  nerve.  In  putting  in  the  needle  the  landmarks  were  not  always 
followed,  but  if  they  knew  the  anatomy  on  cadaver  they  would  determine 
the  route  by  the  sense  of  touch  on  the  point  of  the  needle.  A  one  per 
cent  cocain  solution  was  put  in  the  skin  and  the  needle  then  pressed  in 
the  direction  of  the  nerve.  The  patient  would  tell  the  operator  if  he  got 
the  nerve.  If  so,  inject  a  few  drops  of  cocain  in  the  nerve.  About  three 
minims  of  a  one  per  cent  solution  of  cocain  was  usually  injected.  And 
if  in  the  nerve,  anesthesia  occurs  in  a  few  seconds.  In  some  cases  the 
nerve  could  be  gotten  at  the  first  attempt,  but  not  very  often.  In  one 
patient  he  had  been  unsuccessful  three  times,  but  at  the  fourth  time  he 
got  the  nerve.  The  second  division  seemed  to  be  the  one  most  commonly 
affected. 

Dr.  Faulkner  thought  that  with  a  more  perfect  knowledge  of  anatomy 
and  experience  on  the  cadaver  it  would  he  possible  to  get  nine  out  cf  ten 
successful  cases.  He  said  this  method  should  go  before  the  operative, 
but  if  one  could  not  get  the  nerve,  the  operation  which  Dr.  Curtis  de- 
scribed was  a  justifiable  procedure. 

Dr.  MacKenty  said  that  the  Section  was  indebted  to  Dr.  Curtis  for  his 
very  able  description  of  the  operation. 
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In  regard  to  Dr.  Faulkner's  results,  he  could  speak  with  conviction, 
as  he  had  observed  the  work  and  the  results.  He  considered  the  work  of 
nerve  injection  a  one-man  job.  Few  had  the  anatomical  knowledge  pos- 
sessed by  Dr.  Faulkner  or  had  spent  the  time  to  acquire  the  technique. 
The  poor  work  done  by  many  was  due  to  lack  of  the  qualities  possessed 
by  Dr.  Faulkner.  Personally,  he  would  not  attempt  it,  knowing  how 
difficult  it  is  to  one  doing  it  only  occasionally. 

Dr.  WiLSOx  asked  whether  he  understood  the  doctor  to  say  that  such 
cases  had  not  returned  in  a  number  of  years.  It  had  been  his  experience 
that  most  of  these  cases  returned  after  injection  in  a  year  or  year  and  a 
half.  The  cases  that  returned  earliest  were  cases  with  arterio-sclerosis, 
which  had  been  his  observation.  He  believed,  however,  that  this  operation 
had  a  place  because  there  were  times  when  they  could  not  make  a  diagno- 
sis of  what  was  causing  the  tic  douloureux.  In  regard  to  the  remark  that 
they  should  go  to  the  root  of  this  thing,  Dr.  Wilson  said  the  root  could 
not  always  be  found. 

Dr.  H.  Holcrook  Cirti.s  said  he  had  looked  up  the  literature  on  the 
subject,  extending  at  least  over  fifty  years  and  the  best  article  written 
was  by  an  old-fashioned  physician,  who  stated  that  no  focal  lesion  could 
be  discovered.  This  patient  had  no  focal  lesion  so  far  as  the  speaker  could 
see. 

Dr.  Willtam  H.  Haskix  said  that  he  had  never  seen  a  case  in  which 
he  could  not  find  the  cause  for  the  pain,  that  he  had  never  seen  a  true  case 
of  tic  douloureux.  He  had  several  specimens  of  bones  where  the  floor  of 
the  sphenoid  sinus  was  a  mass  of  osteomas.  These  undoubtedly  caused 
pressure  on  the  nerve,  which  must  have  caused  pain  during  the  patient's 
lifetime.  He  had  seen  the  same  condition  in  the  antrum  of  highmore,  the 
exostoses  growing  on  the  lateral  walls  of  the  sinus.  He  had  two  speci- 
mens with  distinct  exostoses  over  the  canal  of  the  nerve  as  it  ran  along 
the  outer  wall  of  the  antrum  of  Highmore.  It  was  almost  impossible  to 
find  these  exostoses  in  a  living  patient,  but  they  do  exist  and  in  cadavers 
can  be  found  in  a  large  number  of  specimens.  He  believed  that  there  was 
a  distinct  disease  of  tic  douloureux,  but  that  it  was  a  very  rare  disease; 
and  he  did  not  think  that  avulsion  of  the  first,  second,  or  third  branch  of 
the  nerve  would  actually  cure  the  trouble.  The  only  cases  he  had  heard 
of  that  had  been  cured  were  treated  by  the  removal  of  the  superior 
cervical  canglion  of  the  sympathetic.  Dr.  Fermier  in  Lyons,  France,  had 
reported  a  great  deal  of  Avork  on  this  neurological  condition.  His  cases 
had  been  treated  with  alcohol  injections  and  avulsions,  and  even  resections 
of  the  Gasserian  ganglion,  and  had  finally  been  relieved  by  resection  of 
the  superior  cervical  ganglion  of  the  sympathetic.  It  was  not  an  operation 
to  be  desired  if  it  could  be  avoided,  because  of  its  atrophic  effect  upon  the 
face,  eyes,  and  various  other  tissues. 

Laryngectomy  and  Resection  of  the  Upper  End  of  the  Esophagus.  Dk. 
JoHX  E.  MacKenty. 
The  patient  presented  is  a  male  adult,  age  46.  Cancer  of  the  larynx 
and  esophagus.  The  growth  involved  the  posterior  part  of  the  larynx  on 
both  sides,  extending  about  three-quarters  of  the  way  around  the  mouth 
of  the  esophagus.  The  larynx  was  removed  with  the  esophagus  as  far 
down  as  the  opening  into  the  thorax.     The  operation  was  done  on  July  16. 
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So  far  there  has  been  no  recurrence,  but  this  would  undoubtedly  occur. 
It  seemed  better  to  remove  the  esophagus  than  to  do  a  gastrostomy, 
which  would  surely  have  been  required  in  a  short  time.  The  man's  con- 
dition was  good  and  he  had  gained  weight  since  the  operation. 

In  esophageal  cancer,  pains  in  the  region  of  the  ears  and  over  the  top 
of  the  head  are  generally  present.  In  this  case  they  were  so  severe  as  to 
require  morphine.  Since  the  operation  this  symptom  has  not  been  com- 
plained of. 

Vincent's  Angina.    Dr..  Joseph  H.  Abraham. 

The  patient  was  a  young  man  who  had  no  family  history  of  syphilis  or 
any  malignant  growth,  but  gives  the  following  history.  He  had  the  usual 
diseases  of  childhood.  At  ihe  age  of  seven  he  had  scarlet  fever,  at  ten 
an  attack  of  inflammatory  rheumatism  lasting  three  days,  at  twelve 
another  attack  and  at  the  age  of  fourteen  years  an  attack  lasting  four 
months.  He  also  had  nervous  prostration  at  sixteen.  On  September  25, 
1914,  he  had  an  attack  of  tonsillitis,  lasting  two  weeks,  followed  by 
quinsy  and  sore  throat  lasting  three  weeks.  Then  an  attack  of  rheu- 
matism lasting  one  week  and  another  lasting  two  weeks.  On  December 
28,  the  patient  had  sore  throat  and  developed  a  diphtheritic  ulcer  on 
January  8.  The  throat  cleared  up  by  January  29  and  he  recovered  very 
slowly.  In  September,  1915,  he  had  his  tonsils  removed,  and  in  January, 
1916,  an  attack  of  pneumonia  lasting  three  weeks.  In  July,  1916,  the  pa- 
tient noticed  three  canker  sores.  He  consulted  Dr.  Smith,  of  Jeanett,  Pa., 
who  treated  him  with  silver  nitrate  sticks  and  the  throat  cleared  up  in 
five  days. 

On  September  4,  1916,  the  patient  noticed  three  small  canker  sores,  one 
on  both  sides  of  the  tongue  and  one  on  left  cheek;  he  used  a  gargle  and 
the  sores  did  not  respond  to  this  treatment.  On  September  8,  the  patient 
consulted  Dr.  Mulholl&nd,  who  treated  him  for  several  days.  He  had  very 
little  pain  at  this  time  and  no  swelling,  only  slight  difficulty  in  swallowing. 
The  sores  on  the  right  side  of  the  cheek  and  tongue  disappeared  under 
the  doctor's  treatment,  but  at  the  end  of  twelve  days  the  sore  on  the  left 
side  of  the  tongue  began  to  increase  in  size.  The  patient  was  unable  to 
sleep  at  night.  He  was  referred  to  Dr.  Stammers,  who  examined  the 
patient  and  gave  a  mouth  wash.  On  September  21,  he  was  referred  to 
Dr.  Grausman.  The  patient  first  noticed  a  foul-smelling  discharge  from 
the  sore  about  September  20.  About  September  22,  Dr.  Grausman  asked 
Dr.  Abraham  to  see  the  case  and  on  looking  at  the  patient  the  speaker 
was  suspicious  immediately  of  Vincent's  angina.  They  thought  it  was  a 
case  of  actinomycosis  and  Dr.  Kalisky  pronounced  it  so  at  the  laboratory 
of  Mount  Sinai  Hospital,  but  also  stated  he  found  the  fusiform  and  spi- 
rillae.  Dr.  Abraham  did  not  agree  with  that  diagnosis  and  had  some 
slides  sent  to  Dr.  Jeffries,  who  examined  them  and  reported  the  pure  cul- 
ture of  fusiform  and  spirillae.  The  speaker  began  treatment  on  the  pa- 
tient, treating  him  as  an  outdoor  case,  but  he  seemed  to  get  along  so 
poorly,  the  suffering  was  intense  and  there  was  a  rise  in  temperature.  He 
was  put  in  the  Polyclinic  Hospital  on  September  25.  The  patient  then  had 
a  large  ulcer  on  the  left  side  of  the  tongue,  about  one  and  one-quarter 
inches  in  circumference.  A  considerable  portion  was  eaten  away  and  the 
ulcer  extended  below  the  tongue  and  down  the  neck.     There  was  a  foul 
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smelling  discharge  when  he  passed  a  cotton-tipped  applicator  down  into 
the  neck.  The  glands  were  swollen  up  enormously  on  the  left  side.  The 
patient  could  hardly  open  his  mouth,  the  ulcer  also  involved  the  remains 
of  the  left  tonsil  and  anterior  faucial  pillar,  then  to  the  periosteum  cov- 
ering the  lower  jaw  to  the  extent  of  the  last  two  molar  teeth,  on  the  inner 
surface  and  exposed  the  bone  from  the  last  molar  along  the  anterior  bor- 
der the  ramus;  passing  the  inferior  maxillae  it  skipped  to  the  upper 
jaw,  denuding  it  of  the  periosteum  posterior  and  above  the  last  molar. 
The  temperature  was  10.3  degrees. 

When  Dr.  Abrahams  first  saw  the  case  he  noted  the  peculiar  odor.  He 
said  that  one  familiar  with  it  could  hardly  mistake  it  from  the  odor  of 
necrosis,  syphilis  or  any  other  disease.  Smears  were  taken  during  treat- 
ment and  after  the  first  treatment  in  the  hospital,  the  number  of  bac- 
teria seemed  to  decrease  markedly  after  each  treatment.  They  had  it 
under  control  in  about  four  or  five  days  and  kept  the  patient  in  the  hospital 
until  October  10th,  before  he  was  allowed  to  leave  healed.  The  patient  was 
fed  with  a  tube  every  three  hours  through  the  nose  and  allowed  no  food 
by  mouth. 

The  treatment  consisted  in  the  application  of  pure  carbolic  acid  used 
on  a  cotton-tipped  applicator.  When  dealing  with  marked  necrosis  it  was 
imperative  that  the  necrotic  area  be  removed  with  curved  scissors  so  the 
acid  could  penetrate,  prying  the  mouth  open  with  some  form  of  opener, 
while  the  nurse  holds  it.  The  necrotic  periosteum  was  hanging  in  shreds. 
The  applicator  was  pressed  into  the  ulcerated  area  until  the  carbolic  acid 
ran  over  the  surface,  which  was  allowed  to  remain  there  for  one  minute 
and  then  was  neutralized  with  alcohol.  It  had  been  impossible  to  make 
all  the  applications  at  once  as  he  had  to  let  the  patient  wash  out  the  saliva. 
He  protected  the  whole  side  of  the  face  with  vaseline.  After  the  first 
application  there  was  slight  pain,  but  after  that  there  was  anesthesia,  the 
applications  being  made  without  cocain.  He  sent  the  patient  down  to  Dr. 
Hasbrook,  who  removed  the  last  molar  tooth,  which  was  entirely  denuded 
of  the  periosteum  and  asked  him  if  the  bone  there  was  free  to  also  take  it 
out.  A  sequestrum  was  removed,  which  Dr.  Abraham  presented  to  the 
section. 

DISCVSSIOX. 

Dr.  Hubert  Arrowsmith  said  he  did  not  see  exactly  why  Dr.  Abraham 
used  such  an  agent  as  carbolic  acid.  The  result  was  excellent,  but  he  had 
never  seen  a  case  which  did  net  respond  quickly  to  the  local  application  of 
salvarsan — a  five  per  cent  solution  in  glycerine.  It  is  rapidly  efficacious 
in  every  instance,  and  is  much  less  disagreeable  and  painful  to  the  patient. 
In  earlier  days  these  cases  had  been  treated  with  very  indiffrent  success 
by  the  tri-chlor-acetic  acid,  methylene  blue,  nitrate  of  silver  and  other 
agents.  When  we  have  in  salvarsan  a  certain  and  not  unpleasant  specific, 
why  search  further? 

Dr.  Frax<  is  .J.  QrixLAx  said  it  seemed  to  him  that  there  was  always 
some  allied  condition  in  Vincent's  angina  and  syphilis  like  lupus  and 
tuberculosis.  He  did  not  know  about  discussing  this  relation,  but  as  Dr. 
Arrowsmith  had  said,  salvarsan  cleared  these  cases  up.  In  regard  to 
putting  this  man  through  the  torture  he  underwent,  it  seemed  to  the 
speaker,  in  the  present  light  of  progressive  medicine,  that  we  ought  to 
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anticipate  sucli  heroic  measures.  Carbolic  acid  was  a  severe  measure, 
with  its  sloughing,  and  the  cicatrices  which  were  found  in  this  patient. 
It  seemed  to  him  in  a  case  of  this  severity,  with  such  ulceration  and 
sloughing,  that  something  more  than  a  local  agent  would  be  justifiable, 
although  salvarsan  locally  seemed  to  clear  up  these  conditions. 

Dh.  Joseph  H.  Abuaham  said  he  was  familiar  with  the  salvarsan  treat- 
ment for  several  years  but  had  not  used  it  because  it  was  so  expensive 
and  everyone  had  carbolic  acid,  and  furthermore,  carbolic  acid  has  proved 
a  specific  in  his  hands.  In  many  cases  two  applications,  one  a.  m.  and  one 
p.  m.,  were  sufficient.  They  must  find  the  fusiform  bacillus  and  spirillae 
in  these  cases.  In  the  cases  treated  there  had  been  slight  pain  for  the 
first  second,  but  after  that  anesthesia.  In  cases  localized  over  the  tonsil 
alone  he  referred  his  cases  to  the  pathologist  first  for  examination.  If 
Vincent's  was  present,  the  acid  treatment  was  applied  immediately.  He 
cleaned  out  the  tonsils,  using  two  applications  every  twenty-four  hours. 
After  every  application  in  the  morning  he  sent  the  patient  back  to  the 
pathologist  and  if  he  did  not  find  any  more  fusiform  bacilli,  the  speaker 
considered  the  case  cured.  He  did  not  doubt  that  salvarsan  cured  these 
cases,  but  if  they  were  cured  by  a  simple  remedy,  as  carbolic,  in  so  short 
a  time,  he  was  in  favor  of  it  because  every  physician  had  carbolic  acid, 
and  in  his  hands  it  has  proven  a  specific. 

Dr.  MacKenty  said  that  salvarsan  gave  such  good  results  that  the  ap- 
plication of  pure  carbolic  acid  as  outlined  by  Dr.  Abraham  did  not  seem 
justifiable.  He  felt  that  the  contraction  observed  in  this  case  might  be  due 
to  the  treatment. 

Dr.  Joseph  H.  Aukahaji  said  that  he  was  surprised  at  the  criticisms  of 
Dr.  MacKenty,  especially  after  so  full  a  report  of  the  history  had  been 
given,  and  that  it  had  been  distinctly  stated  that  the  patient  was  under 
the  care  of  various  physicians,  all  of  whom  had  made  various  applications 
to  the  ulcerated  area.  When  he  saw  the  patient,  the  periosteum  was  de- 
nuded on  the  inner  surface  of  the  lower  jaw  in  the  region  extending  from 
the  last  two  molar  teeth  backward  and  upward  along  the  anterior  border 
of  the  ramus  of  the  lower  jaw,  exposing  the  bone.  Also,  the  periosteum 
covering  the  last  molar  of  the  upper  jaw  was  necrosed  and  bone  was  ex- 
posed. With  such  an  extensive  ulcer  of  the  periosteum  covering  so  large 
an  area,  the  patient  was  bound  to  have  a  slight  stenosis.  In  the  healing 
process  following  such  an  extensive  necrotic  area,  scar  tissue  was  bound 
to  follow,  and  the  slight  stenosis  that  is  present  is  due  to  the  large  amount 
of  cicatricial  tissue.  This  was  bound  to  follow  if  the  acid  had  not  been 
applied.  Therefore,  he  could  not  agree  with  the  Doctor  that  the  acid  was 
the  cause  of  the  stenosis,  but  rather  that  the  pathological  changes  and 
Nature's  method  of  healing  was  the  direct  cause. 
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REPORT  OF  CASE  OF  BILATERAL,  CONGENITAL,  OSSEOUS 
ATRESIA    OF    THE    EXTERNAL    AUDITORY  CANAL, 
WITH  AN  EXCEPTIONALLY  GOOD  FUNCTIONAL 
RESULT  FOLLOWING  OPERATION.* 

Dr.  L.  W.  Dean  and  Dr.  T.  R.  Gittins,  Iowa  City,  Iowa. 

Occurrence:  According  to  Bezold  and  Siebenmann^  this  condi- 
tion occurs  once  in  every  2,000  cases,  and  one  out  of  every  six 
cases  is  bilateral. 

In  1909,  Forsyth-  made  the  statement  that  but  two  cases  had  been 
reported  of  bilateral  atresia  in  which  there  was  hearing  and  under- 
standing of  speech. 

T.  K.  Francis,'  in  1910,  reported  one  case  of  unilateral  osseous 
atresia  in  10,000  cases  examined. 

Pomeroy,*  in  his  book,  "Diseases  of  the  Ear,"  1886,  makes  no 
mention  of  congenital  osseous  atresia  of  the  ear  canal.  Likewise, 
Politzer's^  work,  translated  by  Sir  W'm.  Dalby  in  1894,  refers  only 
to  acquired  atresia,  not  even  noting  a  congenital  form. 

Pathology:  The  pathological  picture  of  a  typical  case  of  con- 
genital osseous  atresia  as  described  by  Bezold  and  Siebenmann,^  is 
as  follows : 

"A  small,  irregularly  formed  rudiment  of  cartilage  which  is  cov- 
ered with  skin,  is  on  the  outside  in  place  of  the  auricle.  There  is 
no  entrance  into  the  meatus.  The  mastoid  process  usually  starts 
directly  behind  the  glenoid  process  of  the  lower  jaw.  Usually,  there 
are  rudiments  of  two  ossicles  and  no  drumhead  is  present.  The 
antrum  of  the  mastoid  is  most  often  quite  well  developed." 

♦Read  before  the  Middle  Section  of  the  American  Laryng-ological,  Rhino- 
loRical   and    Otolog-ical   Society,    at   Columbus,    Ohio,    Feb.    26,    1917. 
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These  writers  give  an  account  of  the  work  of  Joel''  in  lSi)4:,  at 
which  time  he  compiled  records  from  cases  at  post-mortem.  He 
found  aplasia  of  the  tympanum  and  also  the  drum-membrane.  The 
labyrinth  and  its  windows,  together  with  the  stapes,  were  nearly 
always  found  intact.  In  almost  all  of  the  cases,  the  osseous  portion 
of  the  canal  was  represented  by  a  mass  of  compact  or  cancellous 
tissue ;  occasionally  a  small  defect  in  the  bone  could  be  observed, 
or  occasionally  a  narrow  fissure  leading  to  the  tympanum.  Usually 
the  tympanum  was  narrowed  or  replaced,  while  the  Eustachian  tube 
was  sometimes  abnormally  wide. 

There  has  been  much  discussion  as  to  the  probable  pathology  in 
atresia.  Some  writers  base  their  arguments  on  clinical  observa- 
tions, others  on  their  studies  of  the  embryological  development  of 
the  ear.  One  group  claims  that  when  the  meatus  is  deformed,  that 
is,  congenitally  occluded  with  bone,  the  internal  ear  is  also  affected ; 
the  other  group  holds  that  the  external  ear  can  be  and  usually  is 
deformed  without  the  inner  ear  being  affected. 

The  work  of  Page,'  in  1914,  presents  the  most  complete  review 
of  this  subject. 

Giving  Politzer  and  Kerrison  as  his  authorities,  he  says  that  the 
bone  meatus  is  not  associated  with  the  development  of  the  essential 
organ  of  hearing.  The  greater  part  of  the  tympanum  itself,  includ- 
ing the  osseous  portion  of  the  Eustachian  tube,  except  a  small  part 
of  the  anterior  tympanic  wall  and  roof,  develops  with  the  essential 
organ  of  hearing  in  the  petromastoid  portion,  and  is  not  associated 
with  the  development  of  the  meatus  and  auricle  in  any  way.  He 
goes  on  to  say  that  according  to  Politzer,  the  stapes  develops  from 
the  labyrinthine  capsule  and  a  ring-shaped  deposit  situated  laterally 
to  the  labyrinthine  capsule,  thus  explaining  the  fact  that  the  stapes 
is  rarely  found  missing  in  these  atresia  cases,  while  the  other  ossicles 
may  be  absent. 

On  the  authority  of  Cassels,**  writing  in  the  Glasgow  Medical 
Journal,  in  1876,  Page  says :  "Even  in  cases  where  there  is  total 
absence  of  the  Eustachian  tube,  accompanied  by  absence  of  an  ex- 
ternal auditory  meatus  and  tympanic  cavity,  a  normal  labyrinth  will 
usually  be  fovmd,  and  in  all  probability  a  stapes." 

Quoting  Alexander,"  he  says :  "Conclusions  were  reached  after 
many  autopsies  by  this  writer,  that  in  the  vast  majority  of  cases 
a  deformity  of  the  ear  was  limited  to  either  the  conducting  appa- 
ratus or  the  perceiving  apparatus  alone." 

Page"  also    quotes    Costex    and    Berruyer,    who    in    turn    credit 
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Alexander  with  the  observation  that  a  malformation  of  the  laby- 
rinth always  affects  the  facial  nerve  and  auditory  nerve  at  the  same 
time,  and  that  one  may  conclude  from  this  that  all  malformations 
of  the  external  ear  coexistent  with  facial  paralysis,  indicate  alter- 
ation in  the  labyrinth. 

In  concluding  his  discussion,  Page  gives  as  his  own  opinion  that 
it  can  definitely  be  stated  that  cases  of  defective  development  of 
the  internal  ear  are  rarely,  if  ever,  found  associated  with  atresia  of 
the  external  ear  in  otherwise  well-developed  infants. 

The  development  of  the  ear  as  given  by  Dr.  Prentiss,  head  of 
the  Department  of  Anatomy,  University  of  Iowa,  agrees  with  the 
above  conclusions.  He  describes  the  middle  ear  as  an  uppushing 
of  the  first  visceral  cleft,  the  malleus  and  incus  as  formed  from  the 
upper  extremity  of  Meckel's  cartilage.  The  external  auditory  canal 
and  drumliead  are  evidence  of  the  inpushing  of  ectoderm  from  with- 
out, the  uppushing  of  entoderm  from  within  and  the  overgrowth  out- 
ward of  the  skull  to  accommodate  the  growth  of  the  brain.  The 
internal  ear  he  describes  as  derived  from  the  otic  vesicle,  which 
pushes  in  from  the  ectoderm,  then  becomes  entirely  separated  from 
the  exterior. 

The  following  represents  opinions  contrary  to  these  just 
expressed : 

1.  S.  J.  Kopetzky^"  makes  the  statement  that  the  graver 
forms  of  atresia  are  usually  associated  with  maldevelopment  of  the 
middle  and  internal  ears,  it  being  rare  to  find  a  well-developed 
concha.  He  gives  as  his  authority  Link,  Jacobson,  Blau,  L.  ^^'olfil: 
and  Brieger.  He  also  quotes  Schwartze  as  saying  that  invariably 
with  grave  one-sided  atresia,  a  maldeveloped  labyrinth  also  exists 
on  the  affected  side,  and  substantiates  his  observations  by  the  fact 
that  a  test  fork  on  the  middle  of  the  top  of  the  head  is  heard  only 
in  the  normal  ear. 

2.  F.  A.  Forsyth-  states,  that  congenital  atresia  is  usually  asso- 
ciated with  malformation  of  the  auricle  and  in  most  cases  with  mal- 
formation of  the  middle  and  internal  ear. 

Prognosis:  In  going  over  the  literature  on  this  subject,  one  is 
forcibly  impressed  that  the  general  trend  of  opinion  of  the  best  men 
has  been  and  still  is  against  operative  interference. 

Dench^'-  discourages  any  operative  work  in  osseous  atresia  cases, 
saying  that  results  do  not  warrant  attempt  at  interference. 

T.  Mark  HovelP-  says  that  prognosis  is  bad  because  of  the 
chance  of  trouble  in  the  inner  ear.       He  advises  against  interfer- 
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ence  in  unilateral  cases  and  considers  no  operation  is  practicable  in 
cases  where  an  osseous  mass  occupies  the  place  of  the  external  audi- 
tory meatus. 

Kopetzky'"  states  that  results  of  operation  are  usually  bad  if 
functionating  apparatus  seems  to  be  at  all  afit'ected. 

W.  A.  Phillips^^  gives  as  his  opinion  that  congenital  atresia  of 
the  extended  auditory  canal  should  be  let  alone  because  of  the  bad 
results. 

J.  C.  Ceck^*  says  not  to  operate  for  the  same  reason. 

Ballenger^'^  advises  against  operative  interference  in  these  cases. 

Andrews'*'  gives  a  fair  prognosis  based  on  a  case  in  which  the 
mastoid  route  was  taken  and  hearing  was  somewhat  improved. 

HersheP'  says  that  prognosis  is  very  bad,  basing  his  opinion  on 
one  case  of  his  own  and  four  cases  which  he  found  in  the  literature. 

Bishop/-  in  discussing  imperforate  auditory  canals  wdiere  there 
is  osseous  occlusion,  advises  against  operation  and  states  that 
the  best  authorities  w^ere  at  this  time  against  operative  interference 
unless  there  was  only  a  thin  bony  septum.  He  mentions  that  Politzer 
advised  against  operation  unless  this  condition  were  present. 

Alilligan^''  advises  only  to  operate  when  one  can  palpate  the  an- 
nulus  and  can  demonstrate  a  passage  of  air  to  the  middle  ear 
through  the  Eustachian  tube. 

Page'  in  his  work  of  1934  is  practically  the  only  writer  who 
gives  at  all  a  favorable  prognosis  in  these  osseous  atresia  cases. 
He  says  that  "operation  is  warranted  in  practically  txery  case  of 
bilateral  congenital  microtia  with  total  osseous  atresia  which  occurs 
in  an  otherwise  well-formed  infant."  In  his  writing  he  gives  the 
following  as  the  most  prevalent  reasons  given  as  a  basis  of  non- 
interference : 

1.  That  where  the  external  auditory  canal  is  deformed  and  the 
meatus  congenitally  occluded,  there  invariably  exists  such  extensive 
defect  either  in  the  conducting  mechanism,  or  in  the  perceptive 
apparatus,  or  both,  that  operation  is  unwarranted. 

As  an  argument  against  this  theory,  he  refers  to  the  developmental 
facts  and  post-mortem  findings  referred  to  in  this  paper  under  the 
discussion  of  the  patholog}'. 

2.  That  the  operation  should  not  be  performed  unless  tuning 
forks  and  bone  conduction  tests  are  found  to  indicate  a  functionat- 
ing mechanism. 

3.  That  it  is  practically  impossible  to  prevent  closure  of  an 
artificial  canal  after  it  has  been  made. 

This  last  reason  he  disposes  of  by  referring  to  the  method  of 
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doing  a  mastoidectomy,  then  skin-grafting  the  cavity,  as  was  done  in 
his  case. 

Treatment:     The   following  operations   I  have   found  described: 

1.  Bezold  and  Siebenmann/  in  1908,  describe  an  operation  sug- 
gested and  tried  by  Schriebe.  This  operator  opened  into  the  antrum 
from  the  mastoid,  made  a  wide  canal  by  lining  the  mastoid  cavity 
with  Thiersch  grafts. 

2.  Kopetzky,^"  in  1908,  cites  an  operation  of  Jaeger,  in  which  the 
mastoid  was  opened  down  to  the  antrum  and  then  left  open  pos- 
teriorly, thus  allowing  sound  waves  to  reach  the  middle  ear  through 
the  mastoid  cavity  and  aditus. 

3.  Andrews^''  gives  record  of  a  case  operated  upon  by  the  mas- 
toid route.    Skin  flaps  were  made  and  turned  down  into  the  wound. 

4.  HersheF'  suggests  a  radical  mastoid  operation,  but  indicates 
a  bad  prognosis. 

5.  Dench,^^  in  1900,  describes  an  operation  in  which  the  canal 
is  made  in  the  usual  site,  then  kept  open  by  means  of  a  rubber  or 
metal  tube  until  cicatrization  takes  place. 

().  Alexander,"  in  1908,  gives  the  history  of  one  case  in  which  a 
mastoidectomy  was  done,  and  skin  flaps  were  made  from  the  pos- 
terior part  of  the  wound.     The  meatus  thus  formed  was  packed. 

7.  DuaP^  describes  a  case  in  which  both  mastoids  were  opened 
and  the  cells  cleaned  out.  Skin  grafts  were  used  in  the  wounds  to 
form  the  meatus,  but  without  result  as  the  wounds  were  closed,  with 
no  improvement  in  hearing. 

8.  Beren's-^  case.  This  case,  operated  by  Beren,  was  described 
by  Dual.  A  radical  mastoid  operation  was  done  on  each  side,  then 
the  cavity  was  dermatized  with  flaps. 

9.  Page.'  The  mastoid  cavity  was  opened,  and  the  cells  cleaned 
out  down  to  the  tympanum.  An  opening  was  made  in  the  auricle, 
then  the  mastoid  incision  was  closed.  Ten  days  later  a  skin  graft 
in  the  mastoid  wound,  through  the  artificial  meatus,  was  made. 

Reports  of  cases : 

1.     Alexander's  case  :'-•  Reported  by  Page." 

This  was  a  case  of  a  boy  eleven  years  of  age.  with  a  normal  left 
ear  and  congenital  microtia  with  total  bony  atresia  in  the  right. 
Operation  was  performed  for  mastoiditis. 

He  found  the  absence  of  a  bony  canal,  pus  in  the  mastoid  cells 
and  ossicles  present.  The  drumhead  was  absent,  a  bony  plate  being 
in  its  place. 
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The  operation  was  completed  by  tucking  in  skin  flaps  from  the 
posterior  part  of  the  wound.  The  meatus  thus  formed  was  packed. 
Eight  months  after  the  operation,  the  meatus  was  4  mm.  wide. 

As  a  result,  he  gives  an  improvement  in  hearing,  from  1  meter 
through  a  tube  before  operation,  to  4  or  5  meters  after  operation. 

2.  Blumenthal's  case :--  Mention  was  made  of  two  cases  in  which 
results  of  operation  were  very  unsatisfactory.  This  writer  argues 
against  operation,  saying  that  one  should  keep  what  hearing  was 
already  present. 

3.  Dual's  case :-"  This  case  was  a  girl  twelve  years  of  age,  with 
a  bilateral  total  osseous  occlusion  of  the  ear  canals. 

Both  mastoids  were  operated,  then-  skin-grafts  were  applied  in 
the  wounds.  The  wounds  failed  to  keep  open  and  there  was  no 
improvement  in  hearing. 

4.  Dahmer's  case  :-^  In  this  instance  the  patient  was  three  years 
old  and  had  a  bilateral  osseous  atresia. 

Operation  was  performed  on  each  side  a  bony  canal  being  made 
to  the  tympanum.  Drumheads  were  not  present.  The  stapes  was 
present  on  each  side. 

The  author  reports  that  the  hearing  was  much  improved. 

5.  Morris'  case:"*  This  was  a  case  of  a  boy  ten  years  of  age, 
with  a  bilateral  bony  atresia.  The  patient  could  hear  loud  voice. 
The  mastoids  were  opened.  The  author  does  not  give  results  nor 
describe  operation. 

6.  Braun's  case:'  Page  reports  this  case,  saying  it  was  unpub- 
lished at  the  time  of  his  work. 

The  findings  at  operation  were  that  the  jaw  encroached  on  the 
line  of  the  canal,  annulus  was  present,  but  no  drumhead  was  found. 
Ossicles  were  found  in  a  practically  normal  t}^mpanum. 

The  author  gives  as  a  result  a  marked  improvement  in  hearing. 

7.  Cheatles'  case  :-^  This  author  reports  a  case  of  congenital 
malformation  of  the  auricle  and  meatus,  with  unilateral  osseous 
atresia.  There  was  a  fairly  well-formed  auricle  without  a  meatus 
opening.  Some  hearing  was  present  and  vestibular  reactions  were 
positive.  The  x-ray  picture  showed  mastoid  cells  and  middle  ear 
tract.  The  jaw  appeared  to  articulate  with  the  posterior  meatal 
wall. 

At  the  time  of  the  operation  no  mastoid  cells  and  no  tympanic 
plate  was  found.   After  finding  no  meatus,  the  operator  stopped. 

8.  Beren's  case:'  This  case  was  reported  by  Page,  who  said 
that  up  to  the  time  of  his  work  it  had  not  been  reported. 
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The  patient  was  five  years  of  age.  He  had  a  bilateral  osseous 
atresia  of  the  ear  canals.  Both  sides  showed  articulation  of  the  jaw 
with  the  anterior  wall  of  the  mastoid. 

A  radical  mastoid  operation  was  done  on  each  side.  Xo  drum- 
heads were  found.  On  one  side  a  rudimentary  malleus  and  incus 
were  found :  on  the  other,  a  rudimentary  malleus,  while  the  stapes 
was  present  on  each  side. 

The  mastoid  cavity  was  dermatized  with  skin  flaps. 

A  good  result  was  reported. 

9.  Hershel's  case  •}'  In  1909  this  writer  reports  a  case  of  con- 
genital atresia  of  the  auditor}-  meatus  in  which  the  auricle  was  nor- 
mally developed. 

The  patient,  an  old  lady,  was  the  offspring  of  blood-relations. 
The  hearing  was  10  cm.  for  whispered  voice. 

The  meatus  was  found  occluded  by  a  plate  of  bone.  The  Eus- 
tachian tube  was  found  to  be  patent. 

On  post-mortem  (no  operation  was  performed)  no  drum  mem- 
brane was  present. 

10.  Page's  case:'  The  patient  was  two  years  of  age,  with  a  bi- 
lateral osseous  atresia. 

One  ear  was  operated  at  this  time.  The  mastoid  was  opened 
(mucopurulent  material  found).  The  antrum  was  located,  small 
aditus  and  contracted  middle  ear  were  exposed. 

There  was  no  fibrous  canal,  drumhead  or  annulus  found,  likewise 
no  ossicles.    The  Eustachian  tube  was  open. 

An  opening  was  made  in  the  auricle,  then  the  posterior  incision 
was  closed.  After  ten  days'  time,  a  skin  graft  was  done.  Caloric 
test  was  positive. 

Two  years  later  the  meatus  was  5  mm.  in  diameter,  the  cavity  was 
clean  and  the  hearing  was  improved. 

Later  the  other  ear  was  operated.  Xo  meatus  or  bony  canal  was 
found,  likewise  no  ossicles.  An  indefinite  drumhead  and  poorly- 
formed  malleus  were  present,  while  the  incus  was  quite  well-formed. 
The  stapes  was  present,  as  was  afterwards  demonstrated. 

An  artificial  meatus  was  -  formed,  then  Thiersch  grafts  were 
applied  ten  days  later. 

Caloric  test  was  positive. 

Three  years  after  the  first  operation,  the  mother  of  the  patient 
says  child  can  hear  natural  tone  of  voice. 

After  a  study  of  his  case  and  those  reported  in  the  literature. 
Page'  makes  the  following:  conclusions : 
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1.  Operation  is  warranted  in  practically  every  case  of  bilateral 
congenital  microtia  with  total  osseous  atresia  which  occurs  in  an 
otherwise  well- formed  infant. 

2.  After  a  child  with  this  deformity  has  reached  two  years  of 
age,  x-rays  should  be  taken,  then  the  mastoid  opened.  If  a  drum- 
head is  not  found,  the  contents  of  the  tympanum,  with  the  exception 
of  the  stapes,  should  be  removed. 

3.  Injury  to  the  jaw  can  be  avoided  by  keeping  well  posteriorly. 

4.  It  is  best  to  allow  a  large  cavity,  then  line  it  with  skin  grafts. 

5.  The  operation  should  be  done  early,  to  allow  the  development 
of  speech. 

Author's  case:    Patient,  L.  McC.     Male.     Age  15.     White. 

The  patient  came  to  the  University  Hospital,  June  21,  1916,  com- 
plaining of  poor  hearing. 

The  patient's  hearing  had  been  poor  since  birth.  When  two  years 
of  age  he  began  learning  to  talk. 

The  patient  says  his  hearing  has  been  failing  more  rapidly  during 
the  past  year.  There  is  some  tinnitus  at  times.  He  says  he  hears 
best  when  on  a  train  or  anywhere  where  there  are  loud  noises. 
There  has  been  some  dizziness  at  times,  never  marked.  At  one 
time  such  a  dizzy  spell  was  associated  with  staggering  and  vomit- 
ing.   This  was  about  six  years  ago. 

The  patient  is  in  the  seventh  grade ;  has  always  seemed  quite 
backward.    Parents  think  he  does  not  talk  as  plainly  as  he  should. 

The  child  was  born  at  full-term,  after  a  normal  labor.  He  is  the 
third  child  in  a  family  of  nine.  There  are  no  other  deformities  in 
the  family.  There  are  no  children  dead.  There  is  no  history  of 
miscarriages.  No  history  of  consanguinity  can  be  obtained.  Patient 
has  had  measles  and  mumps  ;  has  not  had  scarlet  fever  or  dipli- 
theria. 

Examination — Ears :  Right  Ear.  Auricle  appears  normal  in  size 
and  position.  Where  the  external  meatus  should  be  is  a  concavity 
3  mm.  deep.    Probing  shows  it  to  be  bone  covered  with  skin. 

Hearing  with  alarm,  forced.  Whispered  voice,  three  inches. 
Spoken  voice,  five  feet. 

Hearing  without  alarm.     Same. 

Rinne.  Negative.  Bone  conduction  slightly  less  than  normal. 
Air  conductions  much  cut  down. 

Weber's  test.     Localizes  to  the  left. 

Low  notes  are  markedly  cut  down.  Hears  C  1  fork  only  at 
marked  intensity. 
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High  notes  are  cut  down,  but  are  heard  better  than  lower  ones. 
Hears  C  4  fork  at  high  intensity. 

Left  ear:  Tlie  left  ear  is  similar  to  the  right,  excejit  that  the  ex- 
ternal auditory  canal  extends  inward  about  one-half  cm.  Probe 
again  comes  against  epidermis,  covering  over  what  is  apparently 
solid  bone. 

Hearing  with  alarm.  Forced  whispered  voice,  two  inches.  Spoken 
voice,  three  feet. 

\'estibular  test. 

1.  Rotation  test.  Patient  was  rotated  from  left  to  right  ten 
turns  in  twenty  seconds.  Nystagmus,  almost  wholly  horizontal  in 
type  was  present  on  looking  to  the  left,  and  lasted  thirty-five 
seconds. 

After  rotating  from  right  to  left,  nystagmus  was  present  on  look- 
ing to  the  right  for  forty  seconds.  Patient  became  quite  nauseated 
and  vomited  profusely  ten  minutes  after  completion  of  the  rotation 
tests. 

2.  Caloric  test.  Water  at  GS  degrees  was  applied  to  each  rem- 
nant of  ear  canal  for  six  minutes.  No  nystagmus,  vertigo  or  nausea 
resulted.  Ice  water  was  applied  in  the  same  way  for  six  minutes. 
No  nystagmus,  vertigo  or  nausea  resulted. 

Nasophar}nx.  Orifice  of  each  Eustachian  tube  appeared  smaller 
than  normal,  but  appeared  to  be  patent.  The  tissues  surrounding 
the  orifice  appeared  to  be  atrophied. 

\\'assermann  on  blood  is  negative. 

N-rays  of  mastoids.  Mastoid  cells  on  both  sides  apparently  nor- 
mal. 

An  area  is  made  out  in  each  plate,  which  is  apparently  tympanic 
cavity. 

On  June  2(),  lOKi,  the  left  ear  was  operated  upon  with  the  hope 
of  establishing  a  meatus,  the  supposition  being  that  the  perceiving 
apparatus  was  intact  and  functionating. 

Operation.  The  left  mastoid  was  opened  and  a  simple  mastoid- 
ectomy was  done  in  the  usual  manner.  Cells  seemed  to  be  normal. 
The  antrum  of  the  mastoid  w^as  -found,  aditus  was  approached  and 
enlarged  until  the  incus  w^as  well  exposed.  The  incus  appeared 
normal  and  movable. 

Taking  the  floor  of  the  aditus  as  a  guide  for  the  facial,  the  bone 
external  to  the  tympanic  cavity  was  attacked.  Solid  bone  about 
one-third  the  thickness  of  a  normal  canal,  was  found  between  the 
mastoid  cells  and  glenoid  fossa.  This  was  removed,  with  the  burr 
working  outwards  to  the  concave  area  representing  the  external 
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meatus.  No  annulus  could  be  detected.  Just  external  to  the  proper 
position  for  the  annulus,  a  small  cavity  3  mm.  in  diameter,  was 
found.  This  communicated  with  the  tympanic  cavity  by  means  of 
a  very  small  opening  into  which  a  mastoid  seeker  fitted  tightly.  Xo 
evidence  of  a  drum  head  was  to  be  seen.  A  seeker  introduced  from 
without  into  this  aperture  caused  a  movement  of  the  incus.  The 
external  wall  of  the  tympanum  was  so  constricted  in  the  antero- 
posterior direction  that  it  was  not  considered  advisable  to  attempt 
the  enlargement  of  this  opening.  The  solid  bone  was  removed 
externally  to  the  concave  depression  in  the  concha.  A  large  opening 
was  made  in  the  concha.  The  mastoid  cavity  was  lined 
with  Thiersch  grafts,  and  the  wound  closed  posteriorly.  The  grafts 
were  held  with  the  usual  cotton  pledgets,  dipped  in  aristole  powder, 
the  last  of  the  packing  being  done  through  the  opening  in  the 
concha. 

This  operation  resembled  a  meato-mastoid  operation  with  priman,- 
skin-graft. 

On  the  third  day  following  the  operation,  the  cotton  pledgets 
were  removed.  There  was  practically  no  odor,  graft  seemed  to  be 
holding  perfectly.  There  was  no  pus  and  a  very  small  amount  of 
discharge.  A  light  iodosal  drain  was  put  in  the  wound  ver}-  loosely. 

Facial,  all  right. 

July  1,  1916.  Graft  holding  very  well.  Practically  no  odor. 
Dressing  just  moistened  with  discharge.  Hearing  without 
alarm,  whispered  voice,  twelve  feet ;  spoken  voice,  forty-five  feet. 

July  6,  1916.  Graft  has  held  best  in  the  region  of  the  aditus. 
There  has  been  a  small  amount  of  discharge  each  day.  Apparently 
no  pus. 

July  16,  1916.  ]\Iost  of  the  superficial  epidermis  of  the  graft  has 
sloughed.  Holding  well  in  the  region  of  the  aditus,  slight  bulging 
posteriorly.  Pack  of  loose  gauze  saturated  with  discharge.  Xo 
bad  odor.  Hearing  with  alarm,  whispered  voice,  three  feet :  spoken 
voice,  nine  feet.  Hearing  without  alarm,  whispered  voice,  ten  feet : 
spoken  voice,  forty  feet. 

July  21,  1916.  Graft  continues  to  look  fine.  There  is  quite  a  free 
discharge.    The  hearing  is  the  same  as  on  July  16,  1916. 

August  10,  1916.  The  wound  is  covered  with  healthy  looking 
epidermis,  except  in  one  small  area  posteriorly.  The  hearing  is  the 
same  as  on  July  16,  1916. 

August  26,  1916.  The  wound  has  been  gradually  healing  and  the 
discharge  has  almost  ceased.  There  is  a  smooth  epidermal  layer 
over  the  region  of  the  aditus.     Hearing    with    alarm,    whispered 
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voice,  three  feet;  spoken  voice,  ten  feet.  Hearing  without  alarm, 
whispered  voice,  twelve  feet ;  spoken  voice,  forty-eight  feet. 

The  ca^al  is  about  1  cm.  in  diameter  at  the  smallest  place. 

Spetember  3,  1916.  The  right  ear  was  operated.  A  simple  mas- 
toidectomy was  performed.  All  of  the  cells  were  removed.  The 
antrum  was  entered,  and  the  aditus  exposed.  The  horizontal  semi- 
circular canal  and  long  process  of  the  incus  were  exposed.  The 
incus  was  movable,  but  was  not  nearly  so  free  as  it  should  be.  It 
seemed  somewhat  deformed  and  fixed  at  the  lower  joint. 

No  trace  of  any  cavity  external  to  the  position  of  the  annulus  on 
this  side  was  discovered.  A  thick  wall  of  bone  between  the  mastoid 
cells  and  the  glenoid  fossa  was  reamed  out,  using  the  burr.  The 
soft  tissues  of  the  fossa  were  accidently  exposed.  From  this  there 
was  no  disturbance  in  the  temporomandibular  articulation  at  any 
time.  Xo  annulus  or  drumhead  was  seen.  The  bone  external  to 
the  tympanum  was  not  removed. 

The  lateral  sinus  and  dura  in  the  middle  fossa  were  exposed  and 
so  primary  skin-grafting  was  not  attempted. 

Just  internal  to  the  concave  depression  representing  to  us  the 
position  of  the  external  auditory  meatus  was  a  little  cartilage.  This 
did  not  penetrate  the  bone,  but  fused  with  the  tissues  of  the  glenoid 
fossa. 

An  opening  was  made  in  the  concha,  the  posterior  wound  closed, 
and  the  mastoid  packed  through  the  opening  in  the  concha. 

The  facial  was  all  right  after  the  patient  regained  consciousness. 

September  7,  1916.  The  dressings  were  removed.  Hearing  with 
alarm,  right  ear,  whispered  voice,  two  feet ;  spoken  voice,  eight  feet. 
Hearing  without  alarm,  left  ear,  whispered  voice,  fifteen  feet; 
spoken  voice,  forty-eight  feet. 

September  15,  1916.  The  wound  is  granulating  nicely.  Hearing 
with  alarm,  right  ear,  whispered  voice,  two  and  one-half  feet ; 
spoken  voice,  nine  feet.  Hearing  without  alarm,  left  ear,  whispered 
voice,  eighteen  feet;  spoken  voice,  fifty-four  feet. 

September  20,  1916,  The  wound  on  the  right  side  is  still  open 
posteriorly.    This  is  being  packed  daily. 

A  light  pack  is  placed  in  the  left  ear  each  day.  A  small  area  near 
the  external  meatus  has  not  epidermized  as  yet. 

September  22,  1916.  The  wound  on  the  right  side  was  grafted 
to-day.  The  original  mastoid  incision  was  opened  throughout  its 
extent  again,  exuberant  granulations  were  curetted,  Thiersch  graft 
from  the  leg  was  placed  in  the  wound,  covering  over  smoothly  the 
region  of  the  aditus.    The  wound  was  closed,  posteriorly  and  cotton 
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pledgets  packed  in  through  the  meatus  to  hold  the  graft  in  position. 
The  facial  was  all  right  after  the  patient  regained  consciousness. 

September  2G,  1916.  The  cotton  pledgets  were  removed.  The 
graft  appears  clean  and  white.  A  plain  linen  pack  was  put  in  loose- 
ly.   No  bad  odor.    There  is  quite  a  free  discharge. 

October  1,  1916.  The  dressings  in  each  ear  are  being  changed 
daily.  The  graft  in  the  right  ear  is  holding  very  well.  There  is  a 
small  amount  of  discharge  on  the  pack  each  day. 

The  meatus  in  each  ear  is  about  1  cm.  in  diameter. 

October  5,  1916.  On  this  date  the  left  ear,  which  was  operated 
first,  presents  a  meatal  opening  of  from  8  to  10  mm.  in  diameter. 
The  canal  from  the  meatus  down  to  the  region  of  the  aditus  is  con- 
siderably larger  in  diameter  and  covered  with  healthy  looking  epi- 
dermis, except  for  one  small  area  posteriorly.  The  graft  in  the 
right  ear  is  holding  very  well.  There  is  less  discharge  each  day 
and  the  meatus  is  about  10  mm.  in  diameter. 

A  review  of  the  literature  has  brought  out  no  case  with  such  im- 
provement in  hearing  and  satisfactory  meatal  opening  and  canal 
as  has  this  case.  The  case  reported  by  Page  is  the  best  result  so 
far  reported  and  the  improvement  in  this  instance  in  the  hearing 
was  not  accurately  determined  so  that  no  definite  statement  could 
be  made. 

The  findings  on  February  1,  1917  :  Seven  months  after  the  oper- 
ation on  the  left  mastoid  the  hearing  in  the  left  ear  was,  whispered 
voice,  forty  feet,  without  alarm.  The  right  ear  was  not  tested  be- 
cause of  an  acute  middle  ear  otitis  which  was  present  at  this  time. 
A  few  days  before  the  membrane  covering  the  aditus  bulged  and 
ruptured.  Now  there  is  a  suppurative  discharge  from  its  perforation. 

Examination  of  the  left  ear:  The  external  meatus  is  1  cm.  in 
diameter.  The  mastoid  cavity  is  completely  covered  with  white,  dry 
skin.  There  is  nothing  that  looks  like  an  external  canal.  At  the 
bottom  of  this  cavity  the  aditus  cannot  be  seen.  The  site  of  the 
aditus  is  a  perfectly  smooth,  concave  wall.  The  small  space  external 
to  the  annulus  mentioned  in  the  early  description  has  been  filled  in 
and  disappeared.  The  external  wall  of  the  tympanum  cannot  be 
seen  as  such.  The  aditus  is  closed  over  by  what  seems  to  be  a  tough 
fibrous  membrane,  which  is  undoubtedly  acting  as  a  tympanic 
membrane. 

Examination  of  the  right  ear :  Four  weeks  ago  this  ear  was 
seen.  At  that  time  the  interior  of  the  ear  was  the  same  as  the  left. 
The  hearing  in  the  right  ear  was  not  so  good  as  the  left. 
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A  peculiar  thing  in  connection  with  this  case  in  testing  the  hear- 
ing has  always  been  the  way  in  which  the  hearing  was  cut  down  by 
using  the  alarm  apparatus.  This  has  always  interfered  with  the 
testing  of  the  exact  amount  of  hearing  in  the  poor  ear. 

About  two  weeks  ago  the  patient  complained  of  an  earache  in  the 
right  ear.  On  examination  this  fibrous  membrane  and  skin  cover- 
ing the  aditus  in  the  right  ear  was  found  to  be  bulging.  The  next 
day  the  bulging  skin  ruptured,  and  up  to  the  time  of  examination, 
February  2,  there  has  been  a  suppurative  discharge  from  the  tym- 
panum. The  membrane  covering  it  is  perforated  and  looks  very 
much  like  a  perforated  normal  tympanum. 

Our  expectation  is  that  with  treatment  of  the  suppurative  middle 
ear  otitis  this  membrane  covering  the  aditus  will  heal  the  same  as 
the  tympanic  membrane  does. 

At  this  time  the  discharge  from  the  right  ear  has  ceased  and  the 
membrane  covering  the  aditus  has  healed  in  a  manner  similar  to  the 
healing  of  a  perforated  drumhead. 
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ON  LUNG  ABSCESS  AS  A  SEQUEL  TO  TONSILLECTOMY.* 

Dr.  Ira  Frank,  Chicago. 

The  consideration  of  those  elements  which  add  hazard  to  our 
daily  routine,  any  analysis  of  the  dangers  through  which  our 
patients  are  lead  in  even  very  ordinary  procedures,  is  always  im- 
portantly apropos.  The  necessity  of  such  consideration  is  not 
lessened  by  the  comparative  rarity  of  any  type  of  complications  or 
sequellae :  the  very  nature  of  our  calling  demands  a  constant  at- 
tention to  all  details  which  tend,  however  rarely  or  remotely,  -to 
prevent  catastrophes  in  any  branches  of  our  field.  The  inability 
of  preventive  medicine  to  cope  with  more  than  a  relatively  few 
problems  of  our  time  strongly  emphasizes  the  surgeon's  responsibil- 
ity in  the  prevention,  when  it  is  in  his  power,  of  what  niay  prove 
to  be  serious  or  even  fatal  complications  following  operative  work. 

I  shall  refer  in  this  communication  to  the  occurrence  of  lung 
abscess  following  the  removal  of  tonsils,  two  instances  of  which 
were  recently  brought  to  my  attention.  These  two  cases  are  ad- 
mirable, though  pitiful,  examples  of  what  can  be  produced  and  what 
can  probably  be  averted  in  the  routine  technique  of  tonsillectomy. 
The  months  of  pain  and  utter  misery,  the  constant  shadow  of  im- 
pending death,  the  evolution  of  living  skin-covered  skeletons  from 
healthy  and  normal  individuals  as  shown  in  both  cases, — ^these  con- 
cepts are  indelibly  written  in  my  memory  and  are  responsible  for 
my  present  effort  to  provoke  discussion. 

The  possibility  of  such  terrifying  sequellae  to  the  most  popular 
of  modern  surgical  operations  is  certainly  worthy  of  profound 
thought,  and  when  one  considers  the  anatomy  involved,  the  nature 
of  the  operation  and  the  stupendous  number  of  operations  per- 
formed day  after  day  by  specialists,  surgeons,  general  practitioners, 
and  students,  it  would  seem  that  it  is  only  by  the  grace  of  God  that 
grave  complications  follow  tonsil  operations  as  infrequently  as 
they  do. 

We  are  indeed  most  fortunate  in  this  infrequency,  and  that  many 
of  us  escape  familiarity  with  it.  There  are  many  men  performing 
large  numbers  of  tonsillectomies  year  after  year  who  have  never 

*Read  before  the  Southern  Section  of  the  American  Laryngological, 
Rhinological  and  Otological    Society,   March    24th,    1917,    in   Memphis,    Tenn. 
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seen  a  case  thus  complicated,  and  there  are  very  few  of  them  re- 
ported in  the  Hterature, — yet  a  study  of  the  composite  experience 
of  a  large  group  of  men  reveals  facts  of  sufficient  importance  to 
awaken  sincere  interest  in  anyone  performing  the  operation. 

Bassim,  in  France,  reported  in  1913,  nineteen  cases  of  broncho- 
pulmonary complications  following  tonsillectomies,  of  which  two 
were  lung  abscesses.  In  sixteen  cases  reported  by  Scudder  during 
a  period  of  eight  years  at  the  Massachusetts  General  Hospital,  one 
followed  a  septum  resection,  and,  to  use  the  writer's  own  words, 
"several  followed  tonsillectomies."  Yankauer  has  mentioned  four 
cases  in  his  experience.  The  report  of  Manges,  recently  published, 
emphasizes  keenly  the  possible  frequence  of  this  much-to-be-dreaded 
complication  :  there  are  nine  cases  in  his  series,  six  of  which  oc- 
curred in  a  period  of  six  months  at  Mt.  Sinai  Hospital.  The  x-ray 
department  of  this  institution  reports  that  20  per  cent  of  all  lung 
abscesses  examined  by  them  are  post-tonsillectomy  in  origin. 

A  search  through  the  records  of  the  Michael  Reese  Hospital  Li- 
brary covering  a  period  of  ten  years  shows  that  in  this  time  thirty- 
seven  diagnoses  of  lung  abscess  were  made,  three  of  which  appeared 
a  short  time  after  tonsil  operations  under  general  anesthesia.  Two 
of  these  three  cases  were  in  the  hospital  at  the  same  time,  and  I 
was  fortunate  to  have  the  privileges  of  a  consultant  in  both.  The 
third  case  occurred  some  time  ago,  and  I  am  indebted  to  my  col- 
leagues at  the  hospital  for  permission  to  mention  it. 

A  marked  similarity  will  be  noted  in  the  following  histories,  which 
is  fairly  typical  of  all  the  reported  cases : 

Case  i:  S.  S.,  a  Russian  male,  twenty-two  years  of  age,  was 
admitted,  complaining  of  chest  pains,  cough,  profuse  foetid  sputum, 
and  a  marked  progressive  loss  in  weight  and  strength.  The  onset  of 
his  trouble,  he  stated,  occurred  five  days  after  the  removal  of  his 
tonsils  under  ether  anesthesia,  six  weeks  previous  to  his  admission. 
He  had  been  very  miserable  after  the  operation,  and  bled  intermit- 
tently for  twenty-four  hours.  His  discomfort  culminated  on  the 
fifth  day  with  the  symptoms  of  his. present  complaint.  He  described 
the  pain  as  dull,  pulling,  in  character,  over  the  left  chest  and  back 
of  the  left  shoulder.  The  pain  at  times  was  very  severe,  and  was 
relieved  when  at  its  worst  by  paroxysms  of  coughing  which  pro- 
duced large  quantities  of  thick,  greenish-yellow  pus.  The  sputum 
was  occasionally  blood  tinged,  and  at  all  times  had  an  extremely 
offensive  odor.  His  personal  and  family  histor}'  were  negative  as 
far  as  points  bearing  on  his  present  complaint  were  concerned. 
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He  entered  the  hospital  with  a  temperature  of  ^0'),  pulse  132, 
respirations  28,  and  appeared  seriously  ill.  On  examination  of  the 
fauces,  the  scars  of  a  recent  tonsillectomy  were  apparent.  There 
was  a  large  piece  of  tonsil  tissue  high  on  the  left  posterior  pillar. 
Both  anterior  pillars  were  amputated,  and  the  uvula  hung  on  the 
right  side  of  the  midline.  Chest  examination  showed  dullness  and 
large  moist  rales  posteriorly  on  the  left  chest  in  an  area  extending 
from  the  third  to  the  seventh  ribs,  and  from  a  line  drawn  through 
the  center  of  the  scapula  to  the  paravertebral  line.  X-rays,  by  plate 
and  flouroscopic  methods,^  revealed  a  shadow,  oval  in  outline,  cor- 
responding to  this  area  of  dullness. 

The  abscess  was  opened  and  drained,  following  which  the  patient 
made  a  protracted,  but  uneventful  recovery. 

Case  2:  H.  P.,  a  Russian  male,  married,  twenty-seven  years  of 
age,  was  admitted,  complaining  of  continuous  and  at  times  excruci- 
ating pain  in  the  right  chest,  together  with  chills,  fever,  night- 
.sweats,  and  spells  of  intense  coughing,  with  the  production  of  large 
quantities  of  thick,  greenish,  foul-smelling  sputum.  He  stated  that 
fourteen  days  previous  his  tonsils  had  been  removed  under  a  gen- 
eral anesthetic.  Nine  days  following  the  operation,  during  which 
time  he  suffered  with  malaise,  a  slight  cough,  and  a  gradually  in- 
creasing pain  in  the  right  chest,  he  was  suddenly  attacked  with  a 
paroxysm  of  coughing  and  gagging,  and  expectorated  an  immense 
quantity  of  thick,  green  sputum.  Two  days  later  a  similar  attack 
occurred.  He  said  he  had  experienced  chills  every  night  for  a  week, 
following  which  his  temperature  frequently  reached  104.  In  this 
condition  he  presented  himself  at  the  hospital. 

Under  examination  the  pillars  of  the  fauces  showed  irregular 
scars  of  the  recent  operation,  covering  masses  of  tonsillar  tissue  on 
both  sides.  Both  pillars  had  been  torn  and  partly  removed.  The 
left  lung  was  negative.  Expansion  was  impaired  on  the  right  side. 
and  diminution  of  resonance  with  reduced  tactile  fremitus  and 
breath  sounds,  was  noted  in  the  right  inter-scapular  region.  There 
w^as  dullness  over  the  lower  right  lobe  posteriorly,  with  many  moist 
rales  in  this  area.  Here  the  tactile  fremitus  was  diminished  and 
the  vocal  fremitus  increased.  Between  the  two  areas  of  dullness 
was  a  belt  of  hyper-resonance  wdth  increased  tactile  fremitus  and 
numerous  small,  moist  rales.  By  flouroscopic  x-ray  examination 
an  abscess  was  located  casting  a  large  and  definite  shadow  in  the 
•  right  lower  lobe. 

The  patient  remained  in  the  hospital  for  four  weeks,  during  which 
time  he  ran  a  constant  temperature  varying  between  102  and  104.6. 
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with  frequent  attacks  of  coughing,  producing  large  amounts  of 
fetid  sputum.  He  was  treated  medically  during  this  time,  and  when 
it  was  found  advisable  to  secure  surgical  intervention,  the  patient 
left  the  institution  to  be  operated  on  by  the  surgeon  of  his  choice. 
The  abscess  was  subsequently  opened  and  drained,  and  he  is  now 
spending  the  greater  part  of  a  year  in  the  South,  in  an  effort  to 
regain  his   former  strength  and  health. 

Case  J?.'  D.  B.,  a  Polish  male,  single,  twenty-three  years  of  age, 
was  admitted  to  the  hospital  complaining  of  sharp  spasmodic  pain 
in  the  right  chest,  a  severe  cough  with  intensely  malodorous  sputum, 
and  a  variable  fever  with  frequent  chilly  sensations.  He  stated  that 
three  weeks  previous  his  tonsils  had  been  removed  under  ether  an- 
esthesia, after  which  he  had  been  confined  to  bed  because  of  a  con- 
tinuous though  moderate  hemorrhage.  He  began  to  cough  eight 
days  after  the  operation,  and  within  twenty-four  hours  began  pro- 
ducing, at  intervals,  large  quantities  of  fetid  sputum,  which  relieved 
to  a  great  extent  much  of  his  pain. 

He  entered  with  a  temperature  of  101.4,  pulse  1'20,  and  respira- 
tion 24.  Examination  of  the  mouth  showed  complete  removal  of 
the  tonsils,  and  a  very  apparent  amputation  of  the  left  pillar,  with 
the  uvula  retracted  to  the  right  side.  The  chest  findings  disclosed 
an  area  of  impaired  resonance  over  the  lower  right  lobe  posteriorly, 
without  bronchial  breathing  or  increased  tactile  fremitus,  especially 
marked  at  the  costal  angle.  Flouroscopic  and  stereoscopic  x-ray 
views  located  an  abscess  at  the  level  of  the  cardio-phrenic  angle  in 
the  lower  lobe  extending  from  the  fifth  to  the  eighth  rib. 

With  rest  and  symptomatic  treatment  the  temperature,  which 
reached  103  in  the  first  twenty-four  hours,  gradually  subsided  to- 
gether with  the  cough  and  sputum  production,  and  the  patient  was 
discharged  after  five  weeks,  to  begin  a  long  and  tedious  conva- 
lescence. 

The  histories  here  presented  are  given  merely  to  show  the  marked 
similarity  between  them,  which  is  typical  also  of  the  cases  reported 
in  the  literature.  They  are  useless  in  any  determination  of  the  eti- 
olog}-  of  the  complication,  since  the  details  of  technique  and  acci- 
dent cannot  be  secured  from  the  patient.  It  was,  however,  not  dif- 
ficult to  determine  in  two  of  the  above  cases  that  tonsillectomy 
had  been  crudely  performed  and  that  in  consequence  of  the  destruc- 
tion of  faucial  tissue  there  was  doubtless  aspiration  of  blood  flowing 
from  the  injured  muscle  tissue  during  narcosis. 
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The  number  of  cases  reported  in  the  literature  being  remarkably 
small,  considering  the  ix)ssibilities  of  such  an  occurrence  in  the 
hands  of  even  the  best  operators,  I  determined  some  time  ago  to 
find  out  by  personal  investigation,  if  the  number  of  cases  published 
was  a  correct  gauge  of  the  number  of  such  cases  actually  occurring 
in  the  practice  of,  or  coming  to  the  attention  of,  my  colleagues. 
Realizing  that  most  cases  of  tonsillectomy  are  lost  track  of  by  the 
operating  laryngologist  in  routine  hospital  service,  I  included  in  my 
investigation  some  internists  and  surgeons,  in  whose  wards  such 
cases  are  likely  to  be  found  when  the  patient  returns  to  the  hospital 
with  lung  symptoms.  I  therefore  addressed  a  circular  letter  to  fifty 
internists,  surgeons,  and  laryngologists,  selected  at  random  through- 
out the  country.  I  was  in  this  way  informed  of  at  least  fifteen  addi- 
tional cases,  with  hints  of  many  more.  These  additional  cases,  in- 
formally reported,  serve  to  indicate  that  more  instances  of  lung 
abscess  complicating  tonsillectomy  occure  than  we  perhaps  individu- 
ally imagine. 

A.  S.  \\'arthin.  pathologist  at  the  University  of  ^Michigan,  writes, 
for  example,  of  three  autopsy  cases  on  students  ''in  which  metastatic 
abscesses  of  the  lungs,  and  (secondarily)  of  liver,  followed  tonsil- 
lectomy." He  is  uncertain  as  to  the  anesthetic  used,  but  believes 
they  were  all  local.  He  considers  them  to  be  examples  of  metastic 
infection:'  post-operative  pyemias.  The  lesions  in  all  three  cases, 
and  in  a  fourth  student,  who  very  narrowly  escaped  the  autopsy 
table,  were  situated  in  the  right  lower  lobe. 

Jacob  Geiger,  of  St.  Joseph,  Mo.,  has  seen  two  cases  in  his  experi- 
ence, neither  of  which  was  fatal.  One  case  occurred  after  local 
anesthesia,  and  showed  an  irregularly  scarred  operative  field.  The 
lesions  were  both  on  the  right  side,  one  in  the  upper  lobe  and  one 
in  the  lower.  Dr.  Geiger  believes  the  upper  lobe  infection  to  be 
due  to  sepsis,  and  the  lower  to  aspiration. 

Lung  abscess  in  a  child  of  one  year  and  nine  months,  following 
operation  under  ether,  is  reported  by  Dr.  N.  L.  A\'ilson,  of  Elizabeth, 
N.  J.,  who  writes  that  symptoms  began  on  the  third  day,  with  a 
lesion  located  in  the  left  lower  lobe.  The  patient  made  a  slow  re- 
covery without  operation.  Dr.  Wilson  attributes  the  complication 
to  aspiration. 

Dr.  Janjes  B.  Herrick  has  acted  as  consultant  in  a  case  of  lung 
abscess  in  a  patient  thirty-seven  years  of  age,  following  removal  of 
the  tonsils  under  general  anesthetic.  The  lesion  was  located  in  the 
right  lower  lobe.     Symptoms  began  on  the  fifth  day.     Dr.  Herrick 
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suggests  that  the  lesion  was  embohc  in  origin  but  adds  that  he  cannot 
be  certain. 

Dr.  Henry  Christian,  writing  from  the  Peter  Brent  Brigham  Hos- 
pital, in  Boston,  reports  two  cases  of  lung  abscess,  both  in  women, 
fifteen  and  twenty-five  years  of  age.  They  were  both  operated  in  out- 
patient clinics,  and  it  is  not  known  whether  general  anesthesia  was 
used,  though  this  is  highly  probable,  especially  in  the  younger  case. 
Symptoms  were  apparent  early,  and  the  coughing  began  on  the  fifth 
and  seventh  days.  Of  these  cases  one  had  a  focus  in  the  left  upper 
lobe  and  the  other  in  the  right  lower. 

During  the  past  year  Dr.  Frank  Billings  has  seen  three  patients 
suffering  with  lung  abscess  following  tonsillectomies  done  under 
ether.  All  the  patients  were  adults  between  the  ages  of  twenty-five 
and  thirty-five  years.  The  symptoms  in  the  three  cases  began  prac- 
tically at  once  and  the  lesions  were  located  low  on  the  right  side  of 
the  chest.  The  cases  were  treated  surgically  and  all  recovered.  Dr. 
Billings  asserts  that  without  doubt  these  cases  were  aspiratory. 

From  the  ^Manhattan  Eye,  Ear  and  Throat  Hospital  clinics.  Dr. 
T.  A.  McKenty  writes:  "Cases  have  been  reported  which  have 
been  done  in  our  hospital.  In  hospitals  such  as  ours,  where  from 
twenty  to  thirty  cases  are  operated  daily,  the  work  is  rapid  and 
not  sufficient  time  is  taken  to  control  bleeding  before  the  patient  is 
sent  back  to  bed.  Aspiration  accounts,  I  believe  for  the  majority 
of  these  cases." 

Dr.  Samuel  Robinson,  in  charge  of  thoracic  surgery  at  the  Mayo 
Clinic,  has  seen  one  case  of  lung  abscess  following  a  tonsillectomy 
done  elsewhere,  and  is  corresponding  with  two  physicians  regarding 
two  other  cases,  neither  of  which  he  has  as  yet  seen.  The  one  case 
operated  was  thirty  years  of  age.  with  an  abscess  in  the  right  upper 
lobe,  symptoms  of  which  began  about  the  second  day. 

Dr.  ]\Ianges  has  had  a  tenth  case  added  to  his  series  since  the 
publication  of  his  paper  in  March  of  last  year :  an  adult  of  thirty- 
five  years,  with  symptoms  beginning  on  the  tenth  day.  The  abscess 
was  single  and  located  in  the  right  lower  lobe. 

The  mechanism  by  which  pulmonary  abscess  is  produced  during 
or  following  tonsillectomy  is  readily  apparent.  The  process  is 
either  the  result  of  the  aspiration  of  blood  or  infected  material,  or  of 
septic  embolism.  There  are,  according  to  the  replies  to  my  circu- 
lars, adherents  to  both  theories.  Earnest  study  of  the  cases  brought 
to  my  attention,  however,  convince  me  that  it  is  impossible  to  dog- 
maticallv   state  that  all   lung  abscesses   are  caused  bv   one   or  the 
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other  process.  Manges  suggests  five  possible  exciting  causes : 
(1)  Anesthesia;  (2)  aspiration;  (3)  embolism;  (4)  special  infective 
agents;  (5)  local  or  general  antecedent  causes  (i.  e.,  tuberculosis, 
diabetes).     He  lays  particular  stress  on  aspiration. 

I  have  personally  come  to  believe  that  these  abscesses  may  be 
said  to  result  from  post-operative  pneumonias  of  lobar,  bronchial, 
or  focal  type,  which  result  directly  from  the  anesthetic,  from  aspira- 
tion, or  from  pulmonary  embolism. 

Anesthesia,  per  sc,  may  be  dismissed  with  but  a  word.  General 
anesthetics  used  in  surgery  for  operations  on  the  body  remote  from 
the  nose  and  throat  fields  practically  never  produce  lung  complica- 
tions more  serious  than  pneumonia. 

There  are  many  considerations  which  make  it  probable  that  post- 
tonsillectomy  lung  abscesses  are  directly  the  result  of  aspiration. 
In  the  first  place,  let  us  consider  the  location  of  the  complicating 
lesion.  A  definite  majority  of  reported  cases  show  the  abscess  to  be 
single,  and  to  be  located  in  the  right  lung.  Most  of  these,  too,  are 
found  to  be  situated  in  the  middle  and  lower  lobes.  This  naturally 
supports  the  aspiration  theor)',  since  the  oft'ending  material  would 
appear  to  localize  in  the  same  positions  in  the  bronchi  as  foreign 
bodies  of  any  type.  In  the  second  place,  the  ease  of  aspiration, 
during  the  average  tonsil  operation  under  ether,  of  pyogenic  and 
saprophytic  organisms  expressed  from  the  crypts  of  diseased  tonsils, 
together  with  the  mess  of  blood  and  secretions  which  is  too  fre- 
quently permitted  by  the  rapid  or  careless  operator,  cannot  bt 
denied.  Thirdly,  the  fact  that  the  lesions  are  usually  single,  favors 
aspiration,  since  embolism  would  lead  us  to  expect  more  or  less 
showers  of  infected  material  to  attack  numerous  portions  of  the 
lungs  and  other  organs  of  the  body.  Fourth,  a  curious  fact,  well 
authenticated  by  the  cases  at  hand,  is  that  such  cases  rarely  occur 
in  private  practice.  In  other  words,  the  degree  of  care  which  is 
given  to  private  patients  over  that  given  the  patients  in  the  wards 
of  the  dispensaries  and  free  clinics  is  as  a  rule  sufticient  to  give 
the  former  protection  against  this  grave  complication.  Manges  is 
emphatic  on  this  point:  "Abscesses  of  the  lungs  should  never  occur 
if  the  patient  has  been  properly  treated."  He  refers  to  the  practice 
of  operating  twenty  or  thirty  cases  in  a  period  of  two  or  three 
hours,  with  frequent  injury  to  tissue  and  consequent  hemorrhage, 
with  little  care  of  asepsis,  and  absolute  neglect  of  the  blood-filled 
mouth  of  the  unconscious  patient.  The  final  bit  of  evidence  in  favor 
of   the   aspiration   theory    is   the   number   of   analagous   conditions 
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which  certainly  cause  lung  abscess  in  this  way.  Cohn's  case  of 
lung  abscess  following  the  opening  of  a  tonsillar  abscess  is  an  ex- 
ample. A  case  of  abscess  following  the  extraction  of  a  tooth, 
reported  by  Davies,  and  a  similar  case  reported  by  King  will  also 
serve. 

On  the  other  hand,  it  is  impossible  to  deny  the  embolic  origin  of 
some  of  the  cases,  or  at  least  to  deny  the  possibility  of  such  a 
mechanism.  Brief  consideration  of  the  vascular  anatomy  of  the 
field,  and  a  realization  that  every  tonsillectomy  is  what  may  be 
called,  from  a  surgical  point  of  view,  an  unclean  case,  should  make 
us  wonder  why  serious  hematogenous  complications  are  so 
infrequent. 

Metastatic  pulmonary  infection- must,  when  it  occurs,  follow  cer- 
tain well-defined  and  easily  traced  routes.  The  plexus  tonsillaris 
and  plexus  pharyngeus, — complicated  venous  networks,  cover  the 
outer  walls  of  the  pharynx  and  tonsil  cavities,  and  receive  blood 
returning  from  the  tonsils,  pillars,  and  lateral  pharyngeal  walls. 
These  vessels  are  exposed  and  always  more  or  less  injured  in  even 
the  gentlest  operative  work,  and  this,  too,  in  a  field  which  it  is  im- 
possible to  keep  entirely  free  from  germ-carrying  saliva  and  pus. 

An  infected  embolus  dislodging  from  a  thrombus  in  the  pharyn- 
geal plexus,  is  carried  through  the  variable  pharyngeal  veins  into 
the  internal  jugular,  and  through  the  right  heart  into  the  pulmonary 
system.  Here  we  assume  that  infection  of  lung  tissue  results,  either 
by  direct  contiguity  or  infarction,  and  the  usual  pathological  se- 
quence of  abscess  formation  begins. 

Doubtless  some  lung  abscesses  must  be  produced  in  this  way. 
There  are  cases  known  to  most  of  us,  and  recorded  in  the  literature, 
of  any  number  of  metastatic  infections  following  tonsillectomy, 
such  as  mediastinal  abscess,  endocarditis,  brain  abscess,  purulent 
joint  foci,  etc.,  many  of  which  can  be  seen  at  a  glance  to  be  hema- 
togenous, and  not  lymphatic  in  distribution.  Why  not  then,  may 
embolism  be  the  cause  of  many  lung  abscesses,  since  the  blood  stream 
returning  from  the  tonsil  site  passes  through  the  lungs  before  visit- 
ing again  the  peripheral  vessels  ? 

The  diagnosis  of  aspiration  and  metastatic  infection  as  the  cause 
of  the  reported  cases,  ha."?  not,  so  far  as  I  have  been  able  to  find, 
been  differentiated.  There  is  of  course  little  to  be  said  on  this  sub- 
ject as  the  whole  matter  rests  on  uncertain  theor}%  but  I  venture 
to  make  a  suggestion.  It  was  quite  evident  to  me  in  studying  the 
material  collected  for  this  exposition,  that  the  cases  at  hand  readily 
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divided  themselves  into  two  groups  when  considered  from  the  stand- 
point of  the  day  of  onset  of  the  symptoms.  In  a  great  majority  of 
the  cases  untoward  signs  and  symptoms  were  noted  in  the  first 
thirty-six  hours.  The  remaining  smaller  groups  showed,  so  far 
as  the  histories  are  obtainable,  more  or  less  freedom  from  trouble 
for  periods  varjung  from  four  days  to  two  weeks.  It  is  not  illogical 
to  assume,  basing  our  assumption  on  well-known  facts  regarding 
the  period  of  time  required  for  the  pathological  processes  involved, 
that  the  majority  of  early  cases  may  be  due  to  aspiration,  and  that 
the  later  cases  result  from  septic  emboli. 

It  is  quite  evident  in  reading  replies  to  my  circular  letters,  that 
many  operators  are  aware  of  the  dangers  of  this  complication,  and 
have  taken  steps  to  eliminate  the  danger  in  routine  technique.  Thus, 
Seymour  Oppenheimer  says :  "My  idea  is  that  it  is  entirely  a  ques- 
tion of  the  operator  and  his  methods,  the  posture  of  the  patient,  and 
the  anesthetic.  Anesthesia,  in  my  opinion,  in  these  cases  should 
never  be  given  by  any  other  than  a  trained  assistant  who  employs  a 
suction  apparatus  to  keep  the  throat  free  of  blood  and  secretions. 
I  doubt  very  much  the  embolic  nature  of  the  lesions." 

Similarly,  Albert  Ochsner  writes :  "I  believe  that  the  reason  we 
do  not  have  lung  abscesses  following  tonsillectomy  is  due  to  the 
fact  that  we  practically  never  operate  under  general  anesthesia.  .  .  . 
We  never  permit  our  patients  to  lie  on  their  backs  after  operation, 
so  as  to  make  the  aspiration  of  blood  and  mucus  difficult." 

L.  \\  .  Dean  explains  his  freedom  from  the  complication  as  pos- 
sibly due  to  the  fact  that  all  his  patients  taking  general  anesthetics 
are  "operated  on  their  sides,  with  the  mouth  lower  than  the  phar}'nx, 
and  the  buccal  cavity  lower  than  the  larjaix."  All  adults  are  oper- 
ated under  local  anesthesia  in  Dr.  Dean's  clinic. 

Dr.  ]\Ianges  believes  that  the  number  of  lung  complications  would 
be  materially  diminished  if  the  tonsil  crypts  were  emptied  of  their 
plugs  before  operation. 

Dr.  Robert  Levy's  practice  is  to  have  the  patient  as  nearly  hori- 
zontal on  the  table  as  possible.  He  uses  suction,  the  assistant  sponges 
thoroughly,  and  the  moment  there  is  any  indication  of  blood  in  the 
laryngo-pharynx,  the  patient's  head  is  lowered. 

At  the  laryngological  clinic  of  the  University  of  Minnesota  ^ledi- 
cal  School,  Dr.  F.  C.  Todd  uses  "the  cleft-palate  or  so-called  Rose 
position  for  tonsillectomies  under  narcosis.  In  this  position  the 
head  is  over  the  edge  of  the  table,  and  the  blood  runs  out  of  the 
nose  and  from  the  roof  of  the  mouth.  The  patient  is  not  allowed  in 
a  level  position  until  his  reflexes  are  restored." 
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Dr.  J.  C.  Beck  believes  that  the  cases  reported  in  the  hterature 
are  overdrawn  and  exaggerated,  but  nevertheless  adds  that  abscess 
may  be  prevented  by  the  use  of  the  suction  apparatus  and  the  im- 
mediate stoppage  of  all  bleeding  points  during  the  operation. 

The  conclusions  to  be  drawn  from  the  experience  of  many  are 
more  to  be  valued  than  those  of  an  individual,  and  so,  in  closing,  I 
take  the  liberty  of  presenting  composite  deductions  from  the  cases 
of  others  as  well  as  my  own.  This  is  especially  necessary  in  an 
exposition  of  the  subject  we  have  discussed,  since  the  relative  rarity 
of  the  lesion  would  otherwise  detract  from  its  importance. 
These  deductions,  briefly  stated,  follow : 

Lung  abscess  may  complicate  tonsillectomy.  The  occurrence 
of  this  lesion  is  rare,  but  it  is  an  ever-present  menace  to  the 
surgeon,  with  results  so  harrowing  that  every  effort  must  be 
made  to  insure,  if  possible,  its  prevention. 

The  great  majority  of  the  cases  occur  after  operations  done 
under  general  anesthetics,  in  young  adults  of  twenty  to  thirty- 
five  years. 

In  the  three  cases  reported  by  me,  examination  of  the  fauces 
revealed  incomplete  or  destructive  operative  results.  Two  of 
the  cases  give  distinct  history  of  post-operative  bleeding. 

The  majority  of  the  lesions  are  aspiratory  in  origin,  as  evi- 
denced by  the  location,  the  ease  of  aspiration,  the  occurrence 
of  single  abscesses  in  practically  every  case,  the  predominance 
of  the  complications  in  the  free  clinics  and  charity  hospitals, 
and,  finally,  the  number  of  analagous  conditions  which  can 
cause  lung  abscess  in  no  other  way. 

Lung  abscesses  are  the  result  of  pneumonia  of  lobar,  bron- 
chial, or  focal  type,  induced  by  either  the  anesthetic,  aspiration, 
or  septic  embolism.  The  greater  number  are  doubtless  due  to 
the  second  factor  and  are  therefore  largely  preventable. 

It  is  apparent  that  a  more  general  use  of  local  anesthesia  for 
tonsil  surgery,  with  the  abolishment  of  the  rapid,  tissue-destroy- 
ing operative  methods,  and  a  respectful  attitude  toward  hemor- 
rhage and  the  secretions  of  the  operative  field  will  do  much 
to  relieve  the  surgeon  of  serious  liability. 
104  S.  Michigan  Ave. 


EXTENSIVE  CARCINOMATOUS  INVOLVEMENT  OF   THE  AC- 
CESSORY   SINUSES    OF    THE    NOSE    WITH  INTRA- 
CRANIAL INVASION.     CURED  FIVE  YEARS. 

Dr.  Margarkt  A.  W'arluw,  Philadelphia,  Pa. 

The  following  case  is  of  interest  because  of  the  apparent  hopeless 
condition  of  the  patient  at  the  time  of  operation. 

Mrs.  K.,  age  59  years,  presented  herself  at  my  office  in  Novem- 
ber, 1910,  complaining  of  pain  in  the  right  side  of  the  face,  head, 
neck  and  in  the  right  eye.  The  pain  was  very  severe,  being  worse 
at  night. 

On  examination,  I  found  tenderness  on  pressure  over  the  right 
maxillary  sinus.  The  right  nasal  fossa  w^as  obstructed  by  a  large 
inferior  turbinal,  and  a  firm  mass  filled  the  superior  and  middle 
meati.  On  contracting  the  tissues,  the  middle  turbinal  could  not  be 
outlined,  and  it  occurred  to  me  that  there  was  some  involvement, 
probably  a  gumma,  of  the  antrum  of  Highmore,  pressing  the  naso- 
antral  wall  inward. 

\^ision  was  apparently  unimpaired.  The  teeth  were  in  very  poor 
condition. 

I  suggested  to  the  patient  that  she  go  to  the  hospital  for  further 
investigation  of  the  condition.  I  did  not  hear  from  her  again  until 
May  1,  1911,  when  I  was  called  to  the  house  to  visit  her.  I  found 
her  ver}'  ill  and  practically  insane  with  pain  in  the  head,  which  was 
uninfluenced  by  large  doses  of  morphin. 

From  her  family  I  gathered  the  following  history  of  the  case 
from  the  time  when  1  had  seen  lier  in  November : 

After  leaving  me,  she  had  had  seven  teeth  extracted  without 
relief.  The  pain  continued  to  grow  worse  and  she  was  treated  by 
her  family  physician  for  neuralgia  for  about  three  months.  In  Feb- 
ruary, 1911,  she  entered  the  Methodist  Hospital,  where  she  had  an 
operation,  evidently  on  the  accessory  sinuses.  The  surgeon  in  charge 
of  the  case  informed  the  family  that  a  second  and  more  extensive 
operation  was  necessary,  as  she  had  cancer.  As  he  could  not  prom- 
ise a  cure  and  said  that  the  operation  would  be  ver\'  disfiguring,  they 
decided  to  take  her  home.  She  was  again  under  the  care  of  her 
family  physician  and  her  people  were  under  the  impression  that  she 
would  live  only  a  few  months. 

4S4 
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On  examination,  May  1,  H'll,  I  found  the  following  condition: 

Tenderness  over  the  right  maxillaiy  sinus ;  exophthalmos 
of  the  right  eye  and  vision  almost  gone  ;  eye  sensitive  to  light ;  the 
left  naris  unobstructed.  There  was  a  large  opening  through  the  ca- 
nine fossa  into  the  maxillary  sinus,  the  result  of  operative  procedure. 
Pus  was  discharging  freely  through  this  opening  into  the  mouth. 
The  right  inferior  turbinal  had  been  removed  and  all  of  the  nasal 
chamber  above  was  filled  with  a  pinkish  grumous  mass  of  tissue. 

The  patient  entered  the  A\'oman's  Hospital,  May  30,  1911,  where 
she  was  seen  by  Dr.  Margaret  F.  Butler  in  consultation  with  me. 
On  transillumination,  we  found  the  right  maxillan,'  sinus  darker 
than  the  left.  A  probe  passed  through  the  opening  in  the  canine 
fossa  easily  entered  the  sphenoidal  sinus  to  a  distance  beyond  13 
cm.  without  meeting  resistance.  The  direction  was  through  the 
floor  of  the  sella,  and  as  we  did  not  then  have  x-ray  facilities  at 
hand,  we  did  not  dare  to  probe  further  in  that  direction.  We  cur- 
etted a  considerable  mass  of  soft  tissue  from  the  ethmoidal  region, 
but  the  bleeding  was  so  great  that  we  were  compelled  to  desist 
from  further  interference. 

The  following  is  a  report  of  the  microscopical  examination  of 
the  tissue,  as  found  in  the  Woman's  Hospital : 

"A  large  amount  of  glandular  tissue  without  malignant  degen- 
eration :  connective  tissue  increase  and  thickening  of  vessel  walls. 
Xot  malignant :  may  be  simple  hyperplasia  of  glandular  tissue  due  to 
regeneration  after  an  inflammatory  process,  or  an  absolute  increase 
of  glandular  elements,  i.  e.,  adenoma." 

We  wrote  to  the  ^lethodist  Hospital  for  a  report  of  the  case.  The 
reply  was  as  follows : 

"There  was  no  history  kept  of  Mrs.  K.'s  case :  her  diagnosis  was 
carcinoma  of  right  antrum  of  Highmore." 

Dr.  ^Miriam  Butts'  report  of  the  examination  of  the  eyes  was : 

"Xo  vision  in  right  eye:  no  reaction  to  light.  Pupils  are  equal. 
Left  pupil  reacts  to  light  and  accommodation.  Right  eye  shows 
a  very  marked  projection  of  the.  vessels  at  the  mascular  region  and 
below  in  the  peripher\-  of  the  retina.  Right  optic  nerve  does  not 
look  very  different  from  the  left,  although  it  is  rather  paler. 
I  believe  the  eye  is  blind,  either  from  temporarv'  pressure  on  the 
optic  nerve  posterior  to  the  eye,  or  to  post-neuritic  atrophy  of  the 
optic  nerve  of  recent  date." 

Blood  examination :  Hemoglobin,  65  per  cent ;  red  blood  cells, 
3,140,000 :  white  blood  cells,  21,400. 
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The  mental  condition  grew  worse,  the  patient  becoming  maniacal 
and  suffering  so  intensely  that  it  was  necessary  to  keep  her  tied  to 
the  bed.     Opiates  and  other  hypnotics  gave  her  no  relief. 

As  the  case  seemed  desperate,  on  June  20,  1911,  under  ether 
anesthesia.  Dr.  P>utler  ligated  the  common  carotid  artery  and  then 
made  a  thorough  exenteration  of  the  ethmoidal  and  sphenoidal  sin- 
uses. The  growth  had  destroyed  the  roof  of  the  sphenoidal  sinus 
and  invaded  the  cerebral  cavity.  The  soft  tissue  was  cleared  away 
in  this  region. 

It  is  to  be  regretted  that  x-ray  studies  were  not  made  in  this 
case,  as  we  never  kne\v  exactly  the  extent  of  the  intracranial  in- 
volvement. As  the  patient  w^as  in  extremis  when  she  came  to  us, 
less  study  was  done  than  should  have  been.  Consultation  with  a 
neurologist  would  also  have  been  an  advantage. 

After  operation,  the  patient  was  immediately  relieved  of  pain. 
The  circulation  in  the  carotid  was  restored  within  a  week.  Her 
temperature  ranged  from  96.8°  to  99.8°  ;  pulse,  9(i-108.  Her  rav- 
ing ceased,  and  she  left  the  hospital  July  o  very  much  improved. 

Microscopical  report  of  the  second  scrapings  showed  malignant 
degeneration. 

Present  condition  of  patient:  General  health  excellent.  She  has 
gained  forty-five  pounds.  Right  eye  blind.  Sinus  in  mouth  is  closed. 
Right  naris  is  healthy,  no  obstruction,  tissue  firm,  no  tenderness  on 
pressure.  Occasional  headache.  She  has  not  had  severe  pain  since 
her  last  operation.  She  has  delusions  and  thinks  people  are  talking 
about  her.  She  cannot  remember,  is  irritable  and  her  mental  con- 
dition is  Door,  but  she  has  been  able  to  do  her  housework  most  of 
the  time  since  her  operation. 

1831  Chestnut  Street. 


Epithelioma  of  the  Nose  Apparently  Caused  by   Irritation   from 
Tortoise  Shell  Spectacles.    Lucius  F.  Herz,  Medical  Record, 
March  3,  1917. 
Patient,  56  years  old,  presented  a  growth  on  the  right  upper  por- 
tion of  his  nose,  one  centimeter  in  diameter,  of  nine  months'  dura- 
tion, corresponding  to  that  portion  of  the  nose  where  his  spectacles 
rested.     Growth  excised  and  histological  examination  showed  it  to 
be  epithelioma  of  the  basal  cell  type.  Ed. 


REPORT  OF  A  CASE  OF  SAFETY=PIN  IN  THE    ESOPHAGUS 

DISPLACED  DURING  ANESTHESIA  AND  LODGING 

IN  THE  POST=NASAL  SPACE. 

Dr.  a.  Spencer  Kaufmax,  Philadelphia. 

It  takes  very  little  imaginative  power  to  think  of  the  amount 
of  damage  that  an  operator  would  inflict  in  attempting  to  turn 
an  open  safety  pin  in  the  esophagus,  but  this  is  what  apparently 
happened  during  expulsive  efiforts,  with  no  more  injury  than  a 
few  scratches  on  the  mucous  membrane  in  the  case  I  am  about 
to  relate. 

I  was  called  to  see  Miss  \V.,  aged  19,  at  the  Samaritan  Hos- 
pital. She  had  swallowed  an  open  safety  pin,  which  was  located 
by  x-ra}-  about  four  and  one-half  inches  down  the  esophagus. 


Fig-.    1.  Fig.   2. 

She  was  given  ether,  which  caused  some  retching  and  vomit- 
ing, but  not  any  more  than  is  frequently  seen  in  a  person  not 
prepared  for  anesthesia.  The  esophagoscope  was  introduced,  but 
the  only  evidence  of  the  pin  was  a  few  punctate  hemorrhages  in 
the  mucous  membrane  corresponding  to  the  location  of  the  for- 
eign body,  as  indicated  by  the  -radiograph.  The  esophagus  was 
searched  throughout  its  length  without  result,  and  the  natural 
conclusion  was  that  it  had  descended  to  the  stomach,  and  the 
patient  was  returned  to  her  room  with  orders  to  have  her  stomach 
x-rayed,  as  well  as  a  re-examination  of  the  esophagus.  This  was 
done  the  next  morning,  but  no  trace  of  the  pin  was  found  in  either 
structure,  so  Dr.  G.  C.  Bird,  the  skiagrapher,  made  an  examina- 
tion of  the  head,  and  it  was  due  to  this  example  of  his  thorough- 
ness that  the  pin  was  found  lodged  in  the  post-nasal  space,  point 
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down.    Acting-  under  instructions  from  the  family  physician,  who 
first  got  this  report,  Dr.  Bird  looked  into  the  throat,  and  with 


Fig.    :>.. 

very  little  difficulty,  grasped  the  pin  with  a  pair  of  curved 
hemostats,  and  removed  it. 

I  am  indebted  to  Dr.  J.  L.  Alanasses  for  having  seen  this  in- 
teresting case. 

254  South  Sixteenth  Street. 


REPORT  OF  A  CASE  OF  MEMBRANOUS  INFECTION  OF  THE 
NOSE  AND  ANTRUM,  RESULTING  FATALLY. 

Dr.  a.  Spexcer  Kaufman,  Philadelphia. 

This  case  was  seen  in  consultation  with  Dr.  Broadtield,  of 
Llenerch,  Pa.,  December  2G,  1914,  from  whom  the  following  his- 
tory was  obtained : 

H.  W.,  \vhite,  male,  30  years  old,  had  an  attack  of  what  seemed 
to  be  influenza  about  December  1,  from  the  effects  of  which  he 
was  quite  ill.  About  the  middle  of  the  month  the  patient  had 
obstructed  nasal  breathing  on  the  left  side,  due  to  a  pseudo- 
membrane  fdling  up  that  nostril.  Diphtheria  was  immediately 
thought  of,  and  cultures  made,  with  negative  results.  The  mem- 
brane was  very  tough  and  would  re-form  in  a  short  time  after 
removal.  A  few  days  later,  severe  pain  and  edema  developed 
over  the  left  maxillary  sinus,  and  it  was  at  this  time  that  I  was 
asked  to  see  him. 

Transillumination  showed  complete  density  of  the  antrum  af- 
fected, and  under  cocaine  a  trocar  was  introduced,  but  no  fluid 
obtained,  although  for  a  day  or  two  there  was  some  relief. 

The  existing  symptoms  became  more  severe  five  days  later 
and,   in   addition,   his   temperature   became    septic    in    type,   and 
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there  was  some  paralysis  of  the  muscles  of  the  left  side  of  the 
face.    An  operation  was  decided  upon. 

The  patient  was  removed  to  the  Jefferson  Hospital  on  Decem- 
ber 31. 

Dr.  Manges  gave  the  following  x-ray  report :  Empyema  of  left 
maxillary  sinus,  and  considerable  thickening  of  left  ethmoid. 

Urinalysis  showed  albumen,  some  pus,  many  granular  and  a 
few  leukocA'tic  casts. 

Operation  under  local  anesthesia  was  refused,  so  he  was  given 
ether  and  the  pre-turbinal  opening  into  the  antrum  was  made. 
The  cavity  was  found  to  be  completely  filled  with  the  same  sort 
of  pseudo-membrane  that  blocked  the  nostril.  It  was  impossible 
to  remove  this  debris  through  the  nasal  opening,  so  a  counter 
opening  was  made  through  the  canine  fossa,  which  permitted  a 
thorough  cleaning  of  the  antrum. 

The  tissue  removed  was  sent  to  the  laboratory,  and  the  fol- 
lowing report  given :  Histological  examination  showed  necrotic 
tissue  consisting  of  poorly  stained  masses  of  fibrin,  cells  and 
granular  debris.  The  cells  were  composed  of  erthrocytes  and 
polynuclean  leukocytes.  Cultures  of  pneumococci  were  obtained. 
After  operation  there  was  considerable  cellulitis  of  the  face, 
lasting  for  several  days. 

The  septic  temperature,  ranging  from  97.3°  to  101.1°,  continued 
after  operation,  and  myocarditis  developed. 

Sixteen  days  after  operation,  a  swelling  became  pronounced  on 
the  left  side  of  the  neck.  Fluctuation  called  for  incision  three 
days  later,  and  a  quantity  of  pus  was  evacuated.  \^accines,  both 
stock  and  autogenous,  were  given  without  reaction  or  results, 
and  the  heart  continued  giving  a  great  deal  of  trouble. 

The  patient  became  dissatisfied  at  the  hospital  and  wished  to 
be  taken  home,  which  was  granted  on  the  twenty-first  day,  he 
being  taken  out  in  the  ambulance. 

At  home,  his  general  condition  remained  about  the  same,  and 
an  abscess  developed  on  the  right  side  of  the  neck,  which  was 
opened  on  February  10,  forty-one  days  after  operation. 

The  facial  paralysis  did  not  clear  up,  and,  in  addition,  the 
muscles  of  deglutition  became  involved,  rendering  swallowing 
impossible,  and  necessitating  feeding  through  a  tube. 

Death  occurred  February  17,  or  forty-eight  days  after  opera- 
tion.   Unfortunately,  no  necropsy  was  obtainable. 
251:  South  Sixteenth  Street. 


THE  REMOVAL  OF  TONSILS  AS  A    PROPHYLACTIC 

MEASURE  IN  ALL  CHILDREN  OF 

FOUR  YEARS  OF  AGE.* 

Dr.  Richard  W.  Perry,  Seattle,  Wash. 

In  advising"  the  remo\'al  of  every  tonsil  in  children,  as  a 
prophylactic  measure,  I  am  aware  that  I  am  taking  a  some- 
what advanced  position,  yet  I  feel  that  it  is  not  that  the  facts  of 
the  case  do  not  support  my  contention,  but  that  the  subject  has 
been  so  befogged  by  misconception  that  it  is  very  difficult  to 
face  it  free  from  its  mythical  past. 

When  we  discarded  the  ring  tonsillotome  for  the  more  rational 
method  of  tonsil  enucleation  we  failed,  at  the  same  time,  to  dis- 
card our  mistaken  ideas  of  tonsil  life,  history  and  function.  I 
know  of  no  subject  where  anatomists,  physiologists,  pathologists, 
and,  I  am  sorry  to  say,  laryngologists,  seem  to  have  so  combined, 
without  fact  or  reason,  to  dignify  pathological  tissue  into  an 
organ  and  to  invent  imaginary  functions  for  the  same.  This 
phase  of  the  subject,  however,  is  showing  rapid  improvements. 

What,  then,  is  the  tonsil?  The  tonsil  is  a  lymphatic  gland  with 
a  hair-lip.  It  is  not  unreasonable  to  assume  that  this  gland, 
like  all  other  lymphatic  glands,  was  originally  completely  en- 
closed in  its  capsule  and  so  protected  by  it  from  the  many  infec- 
tions to  which  it  now  becomes  the  victim  ;  that  during  the  pro- 
cess of  evolution  the  pillars  of  the  fauces  separated,  and  with 
them  the  capsule  of  the  tonsil  to  which  they  were  attached  be- 
came split,  and  through  this  split  an  internal  organ  became 
exposed  to  external  contamination. 

The  exposure  of  the  gland  with  retention  of  its  power  of 
absorption,  together  with  its  profuse  and  intricate  lymphatic 
connection  with  the  heart,  would  strongly  suggest  a  develop- 
mental defect.  Nature,  originally,  made  no  such  great  mistake 
as  this.  It  is  the  open  door  to  disease,  and,  just  as  the  inguinal 
canal  is  developmentally  a  weak  spot  in  the  wall  of  the  abdominal 
cavity,  so  the  tonsil  is  a  breach  in  the  defensive  armor  of  the 
body.  It  is  a  series  of  culture  tubes  in  an  ideal  thermostat — 
and  investigation  has  proven  it  almost  constantly  septic.     If  a 

*Read  before  the  Pacific  Coast  Oto-Ophthalmological  Society,  San  Fran- 
cisco, June,  1915.  Demonstrated  before  the  Clinical  Congress  of  Surg-eons, 
Philadelphia.  October,  1916. 
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city  sewer  is  turned  into  the  water  main  you  have  the  same  con- 
dition that  the  tonsil  presents  in  respect  to  the  body,  and  its 
effect  is  not  less  fatal. 

The  tonsil  is  an  irritati\e  hyperplasia  of  a  lymphatic  gland. 
The  first  result  of  the  irritation  is  a  swelling-  of  the  gland  and 
the  passing  of  some  of  the  swollen  tissue  through  the  rent  in 
the  capsule  and  into  the  pharynx.  The  rent  in  the  capsule  may 
be  too  small  to  permit  the  presenting  of  much  tissue  through  it, 
so  the  tonsil  is  forced  to  enlarge  outward  and  form  what  is  called 
the  sunken  tonsil.  So  that  we  have  three  types  of  tonsil,  depend- 
ing on  the  length  of  the  rent  in  the  capsule:  the  sunken  tonsil, 
the  semi-extracapsular  tonsil  and  the  extracapsular  tonsil. 

To  those  who  object  to  tonsil  removal  I  would  draw  attention 
to  the  fact  that  Nature  herself  is  the  great  tonsil  operator.  Her 
methods  are  unfortunately  slow  and  incomplete.  We  have  first 
the  SAvelling  of  the  gland  element  and  consequent  formation  of 
the  tonsil ;  following  this,  the  next  stage  in  the  process  is  the 
atrophy  of  the  gland  elements  and  the  replacing  of  them  by  con- 
nective tissue ;  in  the  end,  the  tonsil  is  replaced  by  a  mass  of 
scar  tissue,  when  Nature's  operation  is  completed.  It  is 
unfortunate  that  Nature  takes  many  years  to  perform  this  oper- 
ation, and  in  only  a  small  percentage  of  the  cases  is  the  tonsil 
completely  destroyed,  but  remains  on  in  adult  life  a  source  of 
infection  and  trouble. 

What  do  we  hold  against  the  tonsil  that  we  should  so  demand 
its  removal?  In  covering  recent  medical  literature,  we  find  the 
tonsil  blamed  for  many  ailments.  I  will  enumerate  some  of  them 
as  follows :  rheumatism,  tubercular  glands  of  the  neck,  chronic 
tonsilitis.  quinsy,  aural  catarrh,  laryngitis,  glandular  fever,  ap- 
pendicitis, osteomyelitis,  ulcer  of  the  stomach,  general  sepsis, 
meningitis,  anemia,  iritis,  pleurisy,  endocarditis,  pneumonia, 
nephritis,  orchitis,  goiter,  St.  Vitus  dance,  acute  infectious  dis- 
eases of  children — diphtheria,  scarlet  fever,  cerebro-spinal  men- 
ingitis ;  and,  in  fact,  there  is  scarcely  an  ailment  produced  by 
either  acute  or  chronic  infection-  where  the  poison  may  not  find 
its  entrance  through  this  channel. 

The  streptococcus,  in  its  many  forms,  is  a  normal  habitat  of 
the  mouth.  It  is  on  account  of  the  virulence  and  activity  of  this 
germ  that  the  prevention  of  a  solution  in  the  continuity  of  any 
of  the  tissues  of  the  mouth  is  one  of  the  most  important  prin- 
ciples of  prophylactic  medicine.  After  the  sixth  month  from  the 
time  of  the  opening  of  the  plica  tonsillaris  the  tonsil  becomes  a 
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solution  in  the  continuity  of  the  tissues  of  the  mouth.  This  e\er 
present  germ  breeds  constantly  in  the  crypts  of  the  tonsil,  passing 
outward,  and  infecting  not  only  the  mucous  membrane  and 
sinuses  of  the  carrier  but  all  other  members  of  the  family  as 
well.  It  passes  inward  through  the  lymphatic  system  to  the 
blood  stream  and  causes  many  of  the  ailments  enumerated  above. 
The  physician  who  advises  the  removal  of  the  tonsil  only 
when  he  finds  it  diseased  is  hopelessly  out  of  date.  We  must 
learn  to  diagnose  tonsil  conditions  by  systemic  manifestations, 
not  by  local  appearances.  Iritis,  enlarged  thyroids,  chronic  joint 
aflfections,  the  growing  pains  and  extreme  nervousness  in  chil- 
dren are  samples  only  of  many  conditions  which  may  be  tonsil- 
lar in  origin,  yet  impossible  to  diagnose  by  any  local  examina- 
tion. Is  not  scarlet  fever  an  acute  infection  of  the  tonsil  by 
haemolitic  streptococcus?  Is  not  St.  \itus'  dance  a  rheumatic 
manifestation  of  the  same  germ?  Glandular  fever  and  acute 
nephritis  are  also  similar  products ;  but  this  arraignment  could 
be  continued  indefinitely. 

In  this  connection  I  would  like  to  quote  Dr.  Brown,  superin- 
tendent of  the  school  clinic  in  our  city,  where  8500  children  are 
examined  annually.  He  says  "One  child  in  every  twenty  that 
"vve  examine  has  albumin  in  the  urine.  This  albumin  can  usually 
be  traced  to  a  tonsillar  origin  and  clears  up  on  tonsillar  enuclea- 
tion. One  child  in  every  thirty  has  heart  lesions,  which,  in  every 
■case,  can  be  traced  to  previous  tonsillitis.  Four  in  every  hun- 
dred of  the  older  boys  are  excluded  from  strenuous  games  on 
account  of  valvular  lesions  of  the  heart,  all  of  which  cases  give  a 
history  of  sore  throat.  Last  year  the  superintendent  reported  a 
three  per  cent  increase  in  general  efficiency  of  the  school  chil- 
dren, due,  I  believe,  to  our  campaign  of  tonsil  enucleation.  It 
would  be  impossible  to  overdraw  for  me  the  picture  of  tonsil 
perfidy." 

Our  city  doctors  in  charge  of  the  isolation  department  tell  me 
that  they  have  never  found  a  case  of  diphtheria  in  a  patient  who 
has  had  the  tonsils  enucleated,  and  that  diphtheria  and  scarlet 
fever  are  not  found  in  such  patients.  Dr.  Cullen  ^^'elty,  of  San 
Francisco,  says,  in  regard  to  diphtheria  at  the  isolation  hospital : 
"We, have  not  had  a  single  case  of  diphtheria  where  the  tonsils 
have  been  completely  enucleated."  Dr.  ^^'ilson  Johnston  de- 
clares that  universal  tonsil  enucleation  would  put  half  the  laryng- 
ologists  and  children's  specialists  out  of  work. 
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One  word  to  pendulum  swingers :  We  are  constantly  con- 
fronted with  the  statement  that  the  pendulum  of  tonsil  enuclea- 
tion will  soon  begin  to  swing  back.  To  these  I  would  like  to 
draw  attention  to  the  fact  that  the  present  improved  status  of 
the  tonsil  question  is  due  to  two  causes:  first,  more  accurate  and 
more  conclusi\'e  scientific  and  clinical  data  as  to  the  tonsil's 
lack  of  useful  function  and  to  its  pernicious  power  of  germ  breed- 
ing and  aseptic  absorption  ;  second,  to  the  improvement  in  our 
surgical  technique,  which  is  making  the  numerous  unfortunate 
fatalities  and  frequent  muscle  lacerations  a  thing  of  the  past. 
The.  pendulum,  in  this  connection,  has  been  "up  in  the  air"  long 
enough  and  will  not  reach  the  perpendicular  until  we  arrive  at 
the  time  of  universal  tonsil  enucleation. 

\\'hat,  then,  is  the  tonsil's  credit  that  it  should  be  retained? 
What  about  its  developmental  function  ?  Its  sexual  function  ? 
Its  voice  function?  Its  protective  function?  Or  the  many  other 
mythical  functions  that  have  been  invented  as  an  excuse  for  the 
existence  of  this  pathological  lymphatic  gland?  There  is  no 
direct  evidence  that  it  has  any  function,  and  if  we  used  our  micro- 
scopes more  and  our  imaginations  less  we  never  would  have 
looked  for  the  gland  to  have  a  function  beyond  that  of  any  ordi- 
nary lymphatic  gland.  The  enlarged  tonsil  is,  histologicaliy 
speaking,  identical  with  the  enlarged  gland  of  the  coal  miner, 
minus  the  coal  dust  deposit.  Recently,  in  the  query  column  of 
the  Journal  of  the  American  Medical  Association,  we  found  the 
following  answer:  "There  is  no  reliable  evidence  that  the  re- 
moval of  the  tonsils  has  any  deleterious  efifect  on  the  general 
system,  but  there  is  abundant  proof  that  the  results  are  in  many 
ways  decidedly  beneficial."  IC  the  tonsil  is  the  open  door  for 
the  entrance  of  infection,  then  it  is  our  first  duty  to  close  tliis 
door  at  the  earliest  possible  moment  and  to  put  upon  it  the  seal 
of  scar  tissue. 

I  advise  early  removal  of  the  tonsils  for  two  reasons :  first,  the 
early  protection  that  it  gives  against  infectious  diseases,  acute 
and  chronic;  secondly,  because  the  operation  is  simple  in  direct 
proportion  to  the  youth  of  the  patient,  and  safe  in  direct  pro- 
portion to  its  simplicity.  I  have  said  the  younger  the  patient 
the  safer  the  operation,  and  on  this  hangs  the  crux  of  the  wjiole 
matter.  The  capsule  and  tonsil  attachments  in  the  adult  are 
different  from  those  in  the  child,  and  our  ability  to  make  the 
tonsil  extracapsular  from  the  semi-extracapsular  or  sunken  tonsil 
comes  to  the  vanishing  point  as  the  patient  gets  older  and  the 
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free  head  of  the  tonsil  becomes  attaclied  to  the  surrounding 
tissues. 

Let  us  take,  then,  the  three  types  of  tonsil:  the  extracapsular, 
the  semi-extracapsular  and  the  sunken.  Now,  if  we  imagine 
the  tonsil  as  a  lymphatic  gland  with  a  split  in  the  capsule,  and 
that  split  may  extend  for  the  whole  length,  two-thirds  length  or 
one-third  length  of  the  gland,  we  have  an  explanation  for  the 
three  types  of  tonsil  above  mentioned :  first,  the  extracapsular, 
in  which  the  tonsil  capsule  has  been  split  throughout  its  entire, 
length ;  second,  the  semi-extracapsular  or  ordinary,  in  which  the 
tonsil  is  partly  extracapsular  and  partly  intracapsular ;  and  third» 
the  sunken,  in  which  the  tonsil  is  almost  completely  within  the 
capsule.  It  will  readily  be  seen  that  the  extracapsular  type  of 
tonsil  can  be  removed  by  the  cold  snare  without  any  further  dis- 
section or  manipulation,  and  the  first  aim  of  the  surgeon  must 
be  to  make  the  second  and  third  type  of  tonsil  extracapsular, 
when  they  can  be  as  readily  removed  as  the  first  type. 

The  operation  is  performed  in  detail  as  follows : 

Ether  is  always  used  as  anesthetic,  chloroform  never.  Apart 
from  any  scientific  reasons,  the  history  of  the  past  few  years 
shows  ample  evidence  that  chloroform  should  never  be  used  in 
this  operation. 

"Head  down"  is  the  sheet-anchor  of  safety  in  all  tonsil  work. 
So-called  ether  pneumonias  are  operation  pneumonias  and  should 
be  called  anesthetist  pneumonias ;  and  can  be  avoided  if  gravity 
is  given  a  chance  and  a  proper  suction  pump  used.  These  pa- 
tients should  never  be  allowed  to  smother  in  their  own  secre- 
tions. The  table  used  is  one  that  can  be  lowered  at  a  moment's 
notice.  A  double  half-hitch  is  taken  around  the  ankle  and  firmly 
attached  to  the  table,  so  that  the  head  may  be  lowered  or  raised 
without  disturbing  the  position  of  the  patient.  A  small  amount 
of  secretion,  when  churned  to  a  froth  in  the  small  larynx  of  a 
child,  will  readily  cause  sufficient  obstruction  to  endanger  life. 
A  suction  apparatus  is  invaluable  and  should  be  in  the  hands 
of  every  laryngologist.  A  Green  gag  is  used  with  which  the 
lower  jaw  can  be  held  forward  in  a  semi-suspension  position. 

The  great  handicap  to  rational  tonsil  surgery,  in  the  past  has 
been  the  lack  of  a  proper  tenaculum.  By  a  proper  tenaculum  I 
mean  one  that  can  be  passed  to  the  top  of  the  intrascapular  ton- 
sil in  all  cases  without  including  in  its  grip  any  part  of  the  cap- 
sule or  pillars  and  without  destroying  the  normal  cohesion  of 
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the  tonsil  tissue.  In  my  mind,  the  only  instrument  at  present 
on  the  American  market  that  answers  these  requirements  is  the 
Lewis  tonsil  tenaculum  as  made  by  Mueller  of  Chicago.  The 
forceps  tenacula  used  almost  exclusively  at  present  is  entirely 
inadequate  for  this  work.  It  usually  takes  in  its  grip  only  the 
extracapsular  portion  of  the  toi>sil,  and  from  the  surgeon's  point 
of  view  the  extracapsular  portion  should  always  be  disregarded. 
If  it  grips  farther  it  is  apt  to  include  in  its  grip  the  edges  of  the 
pillars,  and  this  is  fatal  to  the  performance  of  a  scientific  opera- 
tion. If  passed  within  the  tonsil  it  must  be  opened  before  it  can 
close,  and  in  the  opening  breaks  up  the  normal  tonsillar  resist- 
ance on  which  the  operator  must  depend  in  making  the  tonsil 
extracapsular.  The  desire  of  the  surgeon  should  be  to  make  the 
peculiar  anatomy  of  the  tonsil  assist  him  as  far  as  possible  so 
that,  in  place  of  a  tedious  mutilation,  he  gets  a  simple  eversion. 
With  this  end  in  view,  no  incision  is  made  and  no  dissection, 
either  sharp  or  blunt,  permitted. 

The  screw  tenaculum  is  inserted  with  a  reverse  motion  until 
the  pillars  are  passed,  then  screwed  up  until  firmly  attached  to 
the  upper  and  most  distant  part  of  the  intrascapular  tonsil.  The 
shank  prevents  too  deep  an  attachment,  so  there  is  no  danger 
of  passing  through  the  capsule  and  into  the  superior  constrictor 
muscle  of  the  pharynx.  I  now  draw  the  tonsil  toward  the  throat 
and,  with  a  Hurd  pillar  retractor,  turn  the  upper  margin  of  the 
pillars  back  over  the  tonsil  equator.  This  turns  the  capsule 
inside  out,  the  entire  tonsil  having  passed  through  the  rent  in 
its  own  capsule,  when  a  snare  readily  removes  the  tonsil  and 
capsule  entire.  If  the  space  behind  the  anterior  pillar  is  seen 
to  bulge,  the  tonsil  is  not  completely  through,  but  with  slight 
pressure  over  the  bulging  portion  it  will  soon  pass  through  and 
the  space  behind  the  pillar  become  vacant.  I  use  the  largest 
piano  wire  that  the  snare  will  conveniently  handle. 

A  clear  field  and  perfect  illumination  are  necessary,  ^^'indow 
illumination  is  not  good  enough  for  this  work.  If  a  screw  snare 
is  used  and  sufficient  time  given,  the  operation  can  be  made  al- 
most bloodless. 

The  advantages  of  this  operation  are  its  simplicity  of  execu- 
tion and  its  freedom  from  hemorrhage.  Bleeding  in  tonsil  opera- 
tions, if  immediate  and  severe,  is  usually  from  a  large  super- 
numerary vessel  often  seen  lying  like  a  snake  at  the  bottpm  of 
the  wound  on  the  superior  constrictor  muscle.     In  this  method 
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the  operator  works  away  from  trouble  instead  of  pressing-  the 
dangerous  tissues  into  the  instrument,  and  bleeding  from  this 
source  is  impossible. 

In  conclusion,  then,  I  wish  to  go  on  record  as  advising  the 
removal  of  every  tonsil  at  four  years  of  age,  irrespective  of  its 
condition,  or  as  much  younger  as  infection  may  indicate.  In 
view  of  the  tonsil's  lack  of  any  proven  function,  its  ease  and 
safety  of  removal  and  its  baneful  efifect  on  the  economy,  I  do 
not  see  how  any  system  of  scientific  reasoning  can  arrive  at  any 
different  conclusion. 

American  Bank  Building. 


Some  Surgical  Considerations  Concerning  the  Operation  for 
Goiter.  H.  B.  Epstein,  Amer.  Jour.  Surg.,  Jan.,  1917. 
1.  The  collar  incision  should  be  of  sufficient  length  to  permit  a 
free  dissection,  the  ample  space  giving  the  surgeon  better  exposure 
and  making  the  procedure  safe.  2.  The  choice  of  alert  assistants, 
for  rapid  hemostasis  is  essential.  This  together  with  speed  saves 
the  patient  from  unnecessarily  long  anesthesia,  too  much  handling, 
and  shock.  3.  After  separating  the  fibers  of  the  sternothyroid 
muscle,  keep  close  to  the  gland  throughout  the  separation.  If  neces- 
sary, the  sternocleidomastoid  muscle  may  be  cut  across  to  give 
better  exposure  to  the  parts,  the  ends  being  sutured  after  the 
gland  is  removed.  Care  should  be  exercised  to  avoid  the  spinal 
accessory  nerve.  4.  Careful  dissection  of  the  posterior  and  lateral 
borders  in  order  to  avoid  injur}-  to  the  carotid  sheath  or  the  in- 
ferior laryngeal  nerves.  T).  Be  sure  to  expose  freely  the  upper 
pole  of  the  gland  so  that  a  safe  ligation  may  be  performed  with  a 
generous  pedicle.  If  necessary,  cut  the  transverse  layer  of  the  deep 
cervical  fascia.  Ed. 


A  CASE  OF  A   RARE  FOREIGN   BODY  IN  THE  ORAL  CAVITY. 

Dr.   John  L.  Lougke,  Boston,  Mass. 

Joseph  T.,  aged  six  years,  came  to  the  Xose  and  Throat  De- 
partment of  the  Carney  Hospital,  April  1,  11)14.  The  following 
history  was  obtained  from  his  mother :  When  about  two  years 
old  the  child  was  seized  with  a  violent  attack  of  coughing.  The 
mother  knowing  his  tendency  for  putting  small  articles  in  his 
mouth,  suspected  this  to  be  the  cause  of  the  sudden  paroxysm 
and  made  careful  search  but  found  nothing.  The  family  physi- 
cian was  then  called  but  an  examination  failed  to  discover  any 
abnormal  condition.  The  boy  was  then  taken  to  a  local  hospital 
where  several  radiographs  of  .the  chest  and  stomach  were  made 
but  they  failed  to  reveal  the  presence  of  a  foreign  body.  During 
the  following  five  weeks  the  child's  mouth  was  extrcnielv  sore 


No.    1.      Cutting-    edges    of    ring.  No.    2.      Rounded    surface    of   ring. 

and  for  several  days  he  refused  to  eat.  Saliva,  stained  with  blood, 
dribbled  from  his  mouth  almost  constantly.  At  the  end  of  this  time 
he  seemed  to  regain  his  normal  appetite  and  health  but  the  cause 
of  the  attack,  with  its  train  of  symptoms,  was  still  unexplained. 
Nothing  further  was  done  until  about  two  years  later,  when  the 
patient  was  taken  to  one  of  the  larger  hospitals  on  account  of  an 
impediment  of  speech  and  a  foul  odor  of  the  breath.  Here,  after 
examination,  the  mother  was  told  that  there  was  no  apparent 
cause  for  this  condition  and  being  in  a  measure  reassured,  no 
further  attention  was  given  the  matter. 

However,  about  two  years  later,  on  April  1,  1914,  as  the  odor  of 
the  breath  and  the  speech  defect  still  persisted  the  patient  was 
taken  to  the  Carney  Hospital,  where  he  was  seen  by  the  writer. 
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When  the  boy  was  asked  to  protrude  his  tongue  its  unnatural  mo- 
bihty  was  plainly  noticeable  in  that  he  was  able,  with  apparent  ease, 
to  touch  the  tip  of  the  nose,  and  to  extend  the  organ  two  inches  to 
either  side  of  the  angle  of  the  mouth.  This  was  found  to  be  due 
to  the  fact  that  the  frenum,  with  its  vessels,  had  been  completely 
severed.  A  necrotic  area  of  about  the  size  of  a  dime  was  found  in 
the  floor  of  the  mouth  just  in  front  of  the  root  of  the  tongue.  On 
examination  with  a  probe,  a  metallic  substance  was  felt.  The  fol- 
lowing day  the  child  was  given  ether,  the  tip  of  the  tongue  was 
grasped  with  a  tenaculum  and  drawn  to  one  side.  Examination 
with  the  index  finger  discovered  the  metal  object  to  be  a  ring  which 
encircled  the  tongue,  making  a  deep  depression,  the  tissues  overlap- 
ping and  completely  hiding  it  from  view. 

After  cutting  the  ring,  beneath  the  tongue,  with  scissors,  it  was 
spread  and  removed  without  difficulty,  very  little  bleeding  following. 
The  necrotic  area  was  swabbed  with  tincture  of  iodin  and  the  pa- 
tient was  allowed  to  leave  the  hospital  on  the  third  day  after  oper- 
ation. He  was  subsequently  attended  in  the  out-patient  department. 
The  wound  healed  rapidly  and  when  the  boy  was  discharged  three 
months  later,  his  speech  defect  had  entirely  disappeared. 

51-1-  Commonwealth  Avenue. 


End  Results  of  Treatment  of  Chronic  Suppurative  Otitis  Media. 

John  F.  Barnhill^  Jour.  Anier.  Med.  Assn.,  Jan.  6,  1917. 
The  end  results  will  depend  upon  the  age  of  the  patient,  condi- 
tion of  .the  nose,  nasopharynx  and  phar\'nx,  nature  and  severity  of 
the  original  aural  infection,  the  presence  of  complications,  the  per- 
iod of  the  disease  in  which  the  attempt  to  cure  is  made,  the  general 
physical  condition  of  the  patient,  the  efficiency  of  after-treatment. 
The  author  states  that  suppuration  is  cured  in  probably  90  per  cent 
of  cases.  The  effect  on  hearing  of  middle  ear  operation  is  good. 
Where  bone  necrosis  occurs  the  patient's  life  is  in  danger  and  sur- 
gical treatment  is  the  best  recourse.  Ed. 


FIBROMA  OF  THE  LEFT  NASAL  CHAMBER,  WITH  EXTEN- 
SION INTO  THE  POST=NASAL  FOSSA. 
REPORT  OF  A  CASE,* 

Dr.  Thomas  Chew  ^^'0RTHI^-GT0X,  Baltimore,  Md. 

Little  is  known  as  to  the  etiology  of  nasal  fibroma.  This  par- 
ticular form  of  nasal  or  naso-pharyngeal  tumor  is  more  frequent 
among  males.  With  comparatively  few  exceptions  it  is  confined 
to  youth  and  early  adult  life.  As  the  name  implies,  fibroma  is  "a 
tumor  composed  mainly  of  fibrous  or  fully  developed  connective 
tissue."     (Borland.) 

Bosworth^  states:  "Perhaps  no  form  of  neoplasm  develops  and 
spreads  with  a  more  unrelenting  progress  than  a  fibroma  ;  neither 
tissue,  cartilage,  nor  bone  seems  to  offer  the  slightest  hindrance  to 
its  growth.  .  .  .  On  account  of  its  location  and  its  nearness  to  vital 
parts,  a  fibroma  of  the  nose  will  eventually  prove  fatal,  tmless  sub- 
jected to  successful  operative  interference." 

According  to  Price-Brown-  of  Toronto :  "The  relentless  growth 
of  fibroma  is  one  of  its  characteristics,  and  in  this  it  resembles  sar- 
coma. The  more  irregular  contour  with  the  presence  of  greater  pain 
and  a  larger  amount  of  surface  sloughing  should  distinguish  the 
latter ;  but  it  will  require  microscopical  examination  to  complete  the 
diagnosis.  Without  successful  operation  the  result  will  always  be 
unfavorable ;  a  fatal  result  is  inevitable." 

Parker'  of  London,  states :  "The  symptoms  are,  gradually  increas- 
ing nasal  obstruction,  muco-purulent  and  later  purulent  and  blood- 
stained discharge,  attacks  of  severe  epistaxis,  a  slowly  progressing 
deformity  of  the  nose  and  face,  headache,  anosmia,  and  deafness. 
In  appearance  the  surface  of  the  growth  is  smooth  and  red,  but 
often  coarsely  lobulated.  It  is  hard  and  immovable  and  highly 
resistent  to  pressure  with  a  probe.  If  left  alone  it  causes  death 
by  exhaustion,  or  encroachment  on  vital  structures.  The  only  suc- 
cessful treatment  is  the  complete  removal  of  the  growth,  the  exact 
method  of  accomplishing  which  will  depend  on  its  size  and  attach- 
ments." 

In  the  recent  work  of  \Vright  and  Smith*  we  find  the  following: 
"Personally  Dr.  Wright  has  seen  only  two  or  three  growths  in 

*Reacl  at  the  meeting  of  the  Eastern  Section  of  the  American  Laryn- 
g-ological,  Rhinolog-ical  and  Otological  Society,  at  Philadelphia,  March  3, 
1917. 
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twenty  years'  experience  largely  devoted  to  histological  work  wiiich 
he  has  been  disposed  to  call  fibroma  of  the  nasal  chamber  proper. 
Such  purely  intra-nasal  growths  as  show  little  or  nothing  but  dense, 
wavy  fibers  of  connective  tissue  with  sparse  nuclei  or  cellular  ele- 
ments, and  scanty  blood  vessels  are  exceedingly  rare ;  round,  smooth, 
hard,  their  density  is  such  as  to  distinguish  them  from  the  usual 
nasal  growth.  Their  base  of  attachment  is  usually  a  more  or  less 
constricted  one.  Their  removal  is  usually  not  followed  by  recur- 
rence." 

J.  Bland-Sutton^  says :  "Fibromata  or  tumors  composed  of  fibrous 
tissue  were  regarded  as  common,  but  careful  histological  research 
has  shown  them  to  be  very  rare." 


1.     June    17,   1!Mj2,  before  operation. 


The  abstracts  which  I  have  just  read  have  been  taken  from  well- 
known  authors  and  definitely  indicate  the  following  tjpmions :  that 
true  fibroma  is  a  rare  form  of  nasal  growth  and  that  sooner  or  later 
nasal  or  naso-pharyngeal  fibroma  will  become  incompatible  with 
life,  either  from  pressure  on  important  structures,  or  from  the 
exhaustion  of  hemorrhage  incident  to  this  disease.  It  is  a  clinically 
established  fact  that  with  few  exceptions  fibroma  of  the  nose,  the 
naso-pharynx,  or  of  both  is  sessile ;  its  base  of  attachment  is  broad ; 
when  pedunculated  the  question  as  to  whether  it  is  true  fibroma  is  in 
doubt  until  verified  by  the  microscope.  The  treatment  of  nasal 
'ibroma  is  surgical,  whether  by  the  knife,  forceps,  snare,  cautery, 
or  by  the  injection  of  destructive  chemicals.  The  application  of 
radium  and  of  the  x-ray  have  as  yet  been  limited.     The  position  of 
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the  tumor  near  important  structures,  its  density,  broad  attachments 
and  vascular  environment  make  strong  efforts  at  evulsion  dangerous 
in  the  extreme,  yet  this  danger  is  not  nearly  so  great  as  that  re- 
sulting from  the  severe  and  exhausting  hemorrhages  which  sooner 
or  later  will  occur,  but  which  rapidly  supervene  on  surgical  inter- 
ference with  these  fibrous  tumors.  The  prognosis  is  bad  in  pro- 
portion to  the  size  and  attachments  of  the  tumor.  That  the  in- 
genuity of  the  surgeon  is  often  severely  taxed,  I  found  to  be  true 
in  the  case  which  I  now  desire  to  report. 

R.  D.,  white,  aged  16  )'ears,  was  referred  by  Dr.  J.  E.  Bromwell 
of  Mt.  Airy,  Md.,  June  17,  1902. 

History.  The  patient  does  not  remember  ever  having  breathed 
well  through  his  nose.     For  about  one  year  the  left   side   of   the 


Fig.    2.     After    Sept.    IS,    1902. 

nose  had  been  entirely  closed ;  very  little  air  passes  through  the 
right  side  and  then  only  at  times.  There  is  difficulty  in  swallowing. 
There  is  a  confused  feeling  in  the  head.    He  cannot  think  well. 

Examination  at  office:  Present  conditions  and  description  of  the 
nasal  groivth.  The  right  nasal  chamber  is  very  narrow ;  this  is 
caused  by  pressure  on  the  septum  from  the  mass  in  the  left  nasal 
chamber.  Anteriorly  the  fibroma  fills  the  left  nasal  chamber  com- 
pletely and  protrudes  from  the  vestibule  of  the  nose.  The  external 
nasal  wall  and  the  septum  are  eroded.  The  inferior  turbinal  body 
has  been  destroyed.  The  appearance  of  the  growth  is  a  grayish 
pink ;  it  is  firm  to  the  touch  and  immovable.  Xo  air  passes  through 
the  left  side  of  the  nose  even  with  the  greatest  eft'ort,  and  very  little 
air  passes  through  the  right  side.     Posteriorly  the  left  choanal  open- 
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ing  is  sealed;  the  growth  extends  from  the  roof  of  the  post-nasal 
fossa  of  the  left  side  to  the  palatal  floor  and  across  to  the  right  side. 
In  a  pyramidal  form  it  arises  from  the  floor  of  the  fossa  and  partly 
closes  the  right  choanal  opening. 

Subsequent  operative  measures  showed  that  the  fibroma  was  at- 
tached to  the  body  of  the  sphenoid,  including  the  sphenoidal  sinus 
which  had  been  completely  obliterated  and  that  the  ethmoidal  laby- 
rinth had  been  greatly  destroyed. 

The  following  examinations  and  subsequent  operations  were  made 
at  the  Baltimore  Eye,  Ear  and  Throat  Hospital : 

June  i8,  ipo2.  Examination  under  cocaine  and  adrenalin.  No 
impression  could  be  made  on  the  growth  either  anteriorly  or  pos- 
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3.     Jan.    20,    1904. 


teriorly.     Even  with  slight  effort  at  examination,  bleeding  was  pro- 
fuse but  was  easily  controlled. 

July  12,  ipo2.  First  operation  under  general  anesthesia.  In 
order  to  guard  against  excessive  hemorrhage  incident  to  operation. 
I  made  use  of  Bernays'  large  aseptic  sponge  in  the  following  man- 
ner :  Linen  tape  was  fastened  to  the  sponge  through  two  openings 
made  in  the  center  of  the  disc,  and  after  the  patient  was  asleep  the 
ends  of  the  tape  were  carried  up  through  the  right  side  of  the  nose 
and  given  in  charge  of  an  assistant.  The  Bernays  sponge  was  kept 
well  out  of  the  mouth  and  protected  by  the  assistant.  The  instant  it 
became  necessary  to  stop  the  hemorrhage,  the  sponge  was  pushed  up 
into  the  post-nasal  fossa  and  by  drawing  forcibly  on  the  tape  the 
fossa  was  tightly  closed.     The  pressure  was  equalized  by  the  swell- 
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ing  of  the  sponge,  thus  immediately  checking  all  bleeding  posteriorly. 
Anteriorly  the  hemorrhage  was  controlled  by  the  usual  methods. 
There  was  no  post-operative  hemorrhage  at  any  time. 

The  snare  could  not  be  used  either  anteriorly  or  posteriorly.  Cut- 
ting or  evulsion  forceps  made  no  impression  on  the  growth.  I  made 
use  of  Asch's  gouge  within  the  nose  in  the  eftort  to  break  through  or 
to  loosen  the  growth  from  its  attachments,  apparently  with  some 
effect,  but  even  in  a  few  minutes  much  blood  was  lost  and  it  quickly 
became  necessary  to  tampon  tightly. 

July  20,  ipo2.  A  stream  of  water  could  be  forced  through  the 
left  nasal  cavity,  but  no  air  could  be  forced  through  the  nose  by  the 
patient.     The  growth  in  the  nasal  passage  was  apparently  smaller 


Fig.    4.      Specimen. 

than  at  the  time  of  the  operation  on  July  12.  The  growth  was  not 
so  full  in  appearance,  and,  viewed  in  the  post-nasal  mirror,  several 
irregular  openings  could  be  seen.  At  this  examination,  July  20,  a 
partially  detached  piece  of  the  fibroma  was  removed  by  evulsion 
through  the  post-nasal  fossa.  A  microscopical  section  of  this  piece 
was  made.  The  boy's  breathing  was  still  so  unsatisfactory  that  he 
was  anxious  for  another  operation. 

July  2g,  igo2.  Second  operation  under  general  anesthesia.  The 
growth  was  still  so  adherent  and  unyielding  that  I  hesitated  to  use 
the  force  necessary  for  evulsion.  \\'ith  long,  specially  made,  trans- 
fixing needles  I  endeavored  to  engage  a  part  of  the  growth  with  the 
snare  but  with  no  success. 

A  Bos  worth  saw  was  then  forced  through  the  left  side  of  the  nose 
and  into  the  post-nasal  fossa  and  with  a  finger  in  the  fossa  as  a  guide. 
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I  endeavored  to  saw  through  or  ream  out  the  growth  ;  but  on  account 
of  profuse  bleeding  it  was  again  necessary  to  tampon  as  before. 
After  the  tampon  was  removed  and  in  order  to  retain  the  opening 
made,  and  for  the  purpose  of  exerting  pressure  on  the  growth,  a 
rubber  obturator  fashioned  from  a  piece  of  thick  gray  rubber  was 
now  passed  forcibly  through  the  nose,  and  well  back  into  the  naso- 
pharynx ;  this  was  worn  for  two  weeks.  It  was  removed  only  for 
cleansing  purposes  during  this  time. 

September  ly,  ipo2.  There  was  less  growth  in  the  nasal  chamber, 
except  about  the  sphenoidal  region  where  the  fibroma  was  still 
prominent :  the  size  of  the  growth  in  the  post-nasal  fossa  was  also 
less,  and  the  mirror  showed  several  large  openings  into  the  nose. 

September  i8,  igo2.  Third  operation  under  general  anesthesia. 
Again  the  snare  could  not  be  made  use  of,  the  toughness  and  smooth- 
ness of  the  growth  were  such  that  no  piece  could  be  caught  and 
held  within  the  loop  of  wire;  therefore,  alternating  with  Beckman's 
scissors  and  Seller's  knife  passed  in  through  the  nose,  I  endeavored 
to  destroy  the  growth  within  the  nose  and  around  the  choanal  open- 
ing as  much  and  as  quickly  as  possible ;  this  was  followed  by  rapid 
evulsion  with  forceps  used  both  anteriorly  and  posteriorly.  By  this 
method  several  large  pieces  of  the  growth  were  removed.  This  re- 
quired only  a  few  moments,  but  bleeding  was  severe  and  the  nose 
and  naso-pharynx  were  again  tamponed  tightly. 

After  the  third  operation  the  nasal  breathing  was  clear.  About 
the  outer  margin  of  the  left  choana  and  around  the  floor  only  an 
irregular  rim  of  the  growth  could  be  seen ;  the  growth  in  the  lower 
part  of  the  right  choana  was  also  much  smaller ;  the  sphenoidal  body 
was  yet  well  covered  with  the  growth  but  to  a  much  less  extent  than 
before  the  last  operation. 

On  December  3,  1902,  I  noticed  a  slight  increase  in  size  of  the 
growth  about  the  sphenoidal  body  extending  to  the  outer  wall  of 
the  left  nasal  chamber.  The  patient  had  lost  much  blood  and  he  was 
very  anemic  ;  he  was  in  no  condition  for  further  operative  measures 
at  this  time.  On  this  date  I  therefore  made  two  injections  into  the 
growth  of  a  saturated  solution  of  zinc  chloride  (10  m.  each)  ;  this 
produced  a  slough,  and  for  a  week  or  more  caused  severe  pain.  This 
treatment  seemed  to  have  impaired  the  nutrition  of  the  growth  tem- 
porarily, but  in  size  it  soon  assumed  the  same  proportions  as  before 
the  injections. 

Between  January,  liiO.'i.  and  ]\Iarch,  1903,  I  made  several  injec- 
tions into  the  growth,  alternating  with  trichloracetic  acid,  and  with 
crystallized  carbolic  cicid.     The  reaction  from  these  injections  in- 
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eluding  pain,  stiffness  of  the  jaws  and  neck,  and  with  an  oft'ensive 
slough,  was  out  of  proportion  to  the  diminution  in  the  size  of  the 
growth.  On  August  18,  11)03,  there  was  a  marked  increase  in  the 
size  of  the  growth  about  the  sphenoidal  body  and  downward  into 
the  nose.  The  patient  had  not  yet  recovered  his  strength  from  pre- 
vious operations.  Dr.  Christian  Deetjen,  by  my  request,  now  used 
the  x-ray  on  the  growth,  applying  the  ray  through  a  tube  in  the  nose. 
After  four  exposures  the  growth  was  not  so  plump  or  full  as  before, 
and  it  was  much  paler.  Under  the  continuation  of  this  treatment 
the  fibroma  gradually  disappeared  and  on  January-  20,  1904,  no 
growth  was  perceptible  in  the  nose  or  in  the  post-nasal  fossa.  A 
year  later,  the  patient  was  again  examined  and  showed  no  sign  of 
the  growth  ;  he  was  then  in  robust  health. 

After  a  period  of  ten  years  from  the  time  of  disappearance  of  the 
growth  (March,  1U14),  the  patient  came  to  see  me.  The  nose  was 
still  clear  and  there  was  no  evidence  of  the  fibroma ;  but  he  was  ill : 
his  legs  were  edematous ;  he  had  recently  contracted  syphilis  and 
had  been  a  very  heavy  drinker  for  several  years.  A  few  weeks 
later  his  mother  informed  me  that  her  son  had  died  from  disease  of 
the  kidneys,  at  the  age  of  28. 

Dr.  Standish  McCleary,  Professor  of  Patholog}-  in  the  University 
of  Maryland,  has  kindly  prepared  the  following  description  of  the 
section,  made  of  a  mass  of  tissue  removed  from  the  post-nasal  fossa, 
after  the  second  operation  on  July  20,  1902: 

''Part  of  the  surface  is  covered  by  a  mucous  membrane  composed 
of  stratified  ciliated  epithelium,  resting  on  a  tunica  propria  containing 
mucous  glands.  The  bulk  of  the  section  consists  of  closely  packed 
bundles  of  dense,  fibrous  tissue ;  between  the  bundles  are  the  char- 
acteristic cells  of  this  form  of  connective  tissue ;  some  of  the  bundles 
are  hyaline,  but  nowhere  is  there  any  tendency  to  myxomatous 
change ;  the  blood  vessels  are  abundant  and  of  considerable  size. 
Attached  to  one  margin  of  the  section  is  some  cartilage  containing 
quite  an  amount  of  fibrous  tissue  in  the  matrix.  The  growth  is  a 
particularly  pure  form  of  fibroma  durum,  hard  fibroma." 

In  summarizing,  I  would  call'attention  to  the  following: 

(1)  Only  the  most  radical  treatment  could  have  impaired  the 
vitality  of  this  growth. 

(2)  Notwithstanding  that  the  fibroma  had  been  nearly  destroyed, 
it  suddenly  showed  evidence  of  re-growth  about  the  sphenoid,  and 
after  treatment  by  the  x-ray  its  absorption  became  complete. 

(3)  Until  the  young  man's  death  ten  years  later  there  was  no 
return  of  the  fibroma. 
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(4)  In  the  case  here  reported,  the  fibroma  showed  every  evi- 
dence of  endonasal  origin  in  the  sphenoidal  body,  subsequently  in- 
vading the  post-nasal  fossa  by  extension. 

In  conclusion  I  would  point  out  that  few  cases  of  nasal  fibroma 
are  reported  as  such,  although  there  has  been  a  steady  increase  in  the 
number  of  cases  reported  of  naso-pharyngeal  fibroma. 

In  The  lyARYNGOSCOPE)  Index-Medicus  of  Oto-Laryngology  for 
the  years  1909-15  inclusive,  thirty-five  cases  are  reported  of  naso- 
pharyngeal fibroma.  We  find  but  one  case  of  edematous  fibroma  of 
the  nasal  fossa,  one  of  choanal  fibroma,  and  one  case  of  fibroma  of 
the  nose.  This  further  indicates  the  rarity  of  true  nasal  fibroma, 
and  this  as  well  as  the  satisfactory  result  of  treatment  is  my  reason 
for  reporting  the  case. 

The  specimen  shown  in  the  photograph  represents  but  a  small 
portion  of  the  growth  removed.  The  drawings  as  indicated  by  the 
dates,  show  the  various  stages  in  the  disappearance  of  the  tumor.. 
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These   Cases    Exemplifying    Some    Likely    Common    Causes    of 
Cancer   of   the  Throat  and  Some  Facts  About   Treatment 
by    Diathermy.     A\'.    Stuart-Low,    Proc.   Royal    Soc.    Aled., 
Section  Laryngol.,  Jan.,  1917. 
As  regards  contributory  causes  of  cancer  syphilis  has  been  pres- 
ent in  every  case  that  the  author  investigated.    Sepsis  of  the  mouth, 
generally  in  an  aggravated  form,  has  invariably  existed  and  the 
saliva  has  been   found  to   be  quite   acid   in   reaction.      Dental   de- 
ficiency seems  also  to  be  a  contributory  cause.     Diathermy  proved 
to  be  very  helpful  in  these  cases.     It  undoubtedly  relieves  the  pain 
and  it  seems  best  to  repeat  the  application  at  intervals  of  a  few 
days  and  not  to  apply  it  at  one  time  too  extensively  or  too  severely. 
It  should  be  employed  as  early  as  possible.  Ed. 


SINUS  DISEASE  WITH  EXTERNAL  DEFORMITY  CURED 
BY  PARAFFINE  INJECTION.* 

Dr.  S.  G.  Dabxev,  Louisville,  Ky. 

On  August  2d,  191o,  1  was  consulted  by  a  lady  apparently  be- 
tween 25  and  30  years  old  in  regard  to  pain  in  her  head  and  a 
turning  outward  of  her  left  eye.  The  lady's  complexion  was  very 
sallow,  and  her  voice  decidedly  nasal ;  the  left  eye  generally  devia- 
ated '  far  outwards,  though  sometimes  it  would  appear  nearly 
straight;  but  what  struck  me  most  at  first  glance  was  the  odd  way 
in  which  this  lady  wore  her  hair — some  of  it  being  brought  down 
on  the  forehead  nearly  to  the  eyebrow.  When  she  came  from  the 
reception  room  into  my  ofifice  I  found  that  this  hair  concealed  a 
depression  over  an  inch  in  length,  about  half  an  inch  in  width  and 
half  an  inch  in  depth.  She  was  decidedly  tender  to  pressure  over 
the  antrum  of  Highmore  on  the  left  side  and  at  the  upper  inner 
angle  of  the  orbit.  Looking  into  the  nose  I  found  a  large  amount 
of  pus  in  the  region  of  the  middle  turbinate,  the  anterior  end  of 
which  had  been  removed. 

Transillumination  showed  the  antrum  of  Highmore  and  the  re- 
gion of  the  frontal  sinus  on  this  side  both  dark.  After  cleansing 
the  nose  thoroughly  I  had  the  patient  lie  on  the  sofa  with  the  head 
hanging  downwards  and  the  altected  cheek  uppermost.  On  sitting 
in  the  chair  again,  abundant  pus  was  found  oozing  from  the  middle 
turbinate  region.  The  ethmoid  region  was  swollen  and  a  probe  car- 
ried into  it  brought  further  pus. 

I  advised  the  patient  to  have  an  operation  on  her  antrum  oi 
Highmore  and  on  her  ethmoid,  and  also  told  her  I  thought  I  could 
fill  up  tne  cavity  with  paraffine. 

The  history  as  given  below  showed  me  that  the  eye  trouble  was 
due  to  an  entirely  different  cause,  but  I  advised  her  to  have  an  op- 
eration on  the  eye  also  to  straighten  it.     She  accepted  my  advice. 

I  did  an  advancement  of  the  internal  rectus  muscle  on  the  eye  and 
had  the  annoyance,  which  I  have  never  had  before  in  an  advance- 
ment of  producing  an  over-correction,  drawing  the  eye  somewhat 
inward.  However,  I  corrected  this  later  by  advancing  the  external 
again  to  a  moderate  degree,  and  produced  finally  a  straight  eye 
with  good  movement  in  all  directions. 

*Read  before  the  Jefferson  County  Medical  Society  in  Louisville,  Ky., 
November,    1916. 
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For  the  depression  in  tiie  brow,  I  injected  paraffine  (I  have  never 
been  able  to  use  this  cold  as  the  books  often  recommend).  I  made 
three  injections  of  warm  paraftine  at  intervals  of  some  weeks  with 
almost  a  perfect  result  so  that  the  depression  is  practically  obliter- 
ated. 

After  removing  the  anterior  third  of  the  inferior  turbinate,  T 
made  a  large  and  free  opening  into  the  antrum  of  Highmore.  On 
various  occasions  I  curetted  and  removed  parts  of  the  ethmoid 
cells. 

All  the  work  was  done  at  my  office  under  local  anesthesia  ex- 
cept the  two  operations  on  the  eye.  The  result  has  been,  as  the 
lady  herself  describes,  a  straight  eye,  her  hair  worn  in  the  usu^il 
way  with  the  natural  looking  brow^  and  only  slight  discharge  from 
her  nose.  She  still  has  occasional  pain  on  the  affected  side,  still 
carries  out  cleansing  treatment  to  the  nostril,  making  it  a  part  of 
her  toilet  and  not  much  more  trouble  than  cleaning  her  teeth,  and 
now  and  then  visits  me  when  a  little  crust  has  accumulated  in  the 
nose  and  she  suft'ers  some  pain  in  the  eye.  A  simple  easy  remcrval 
of  this  crust  gives  her  prompt  relief. 

I  submit  herewith  the  patient's  history  of  her  case.  It  will  be 
observed  that  she  has  arranged  the  history  according  to  years,  be- 
ginning with  the  first  year  of  her  life  when  the  accident  to  her  eye 
occurred. 

It  will  be  observed,  that  in  the  main  the  symptoms  were  typical 
of  sinus  disease ;  the  profuse  one-sided  discharge,  the  pain  worse  in 
the  morning  and  diagnosed  "sun-pain"  and  treated  as  malaria,  the 
tenderness  to  pressure  all  around  the  left  eye  and  the  inability,  as 
time  went  on,  to  concentrate  her  attention  or  to  hold  things  in  her 
memory. 

In  the  first  place  the  deviation  of  the  eye  had  nothing  to  do  in 
this  case  with  the  sinus  trouble,  nor  do  the  headaches  in  childhood 
appear  to  be  connected  with  it — perhaps  these  headaches  were  re- 
lieved by  the  glasses  ordered  in  1808. 

In  the  second  place,  there  is  a  doubt  in  my  mind  whether  the  se- 
vere nervous  symptoms  that  this  lady  complained  of  were  really 
due  to  the  suppurative  sinus  disease ;  they  occurred  at  the  time 
when  she  was  imder  a  very  great  nervous  strain  from  illness  in  her 
family  and  perhaps  the  sinus  was  only  an  additional  cause  of  these 
symptoms.  The  mental  hebetude  and  inability  to  fix  the  attention 
were  doubtless  due  to  the  sinus  suppuration. 

In  the  third  place,  I  would  note  that  the  result  has  been  what  I 
frequently  find,  namely,  wonderful  relief — perhaps  practical  cure — 
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but  still  occasional  crusty  or  purulent  discharge  requiring  cleansing 
at  home,  and  occasional  visits  to  the  office  to  make  more  perfect 
cleansing  of  the  nose. 

W^hen  the  nose  becomes  obstructed  or  congested  she  has  pain  in 
this  eye  which  is  quickly  relieved  by  nasal  treatment. 

1886 — Age  about  eight  months:  While  creeping  found  a  toy 
with  rusty  wire  protruding.  Wire  caught  in  left  eyelid :  instantly 
jerked  out,  tearing  lid  and  injuring  eye.  Attended  by  physician 
in  my  own  town.  Stitches  repeatedly  pulled  out  leaving  torn  lid. 
The  eye  turned  out  and  the  sight  was  impaired,  but  I  was  able  to 
distinguish  objects  and  light. 

In  childhood  always  subject  to  "blind  headaches" — no  apparent 
cause  of  attacks.  Begun  in  morning  with  queer  sensation  and 
blurred  vision.  After  an  hour  or  so  intense  pain  began  over  left 
eye,  right  eye  or  both.  Slightly  more  frequent  over  left.  Con- 
tinued at  least  a  day  and  night.  Nothing  relieved  pain,  but  more 
bearable  in  dark,  quiet  place. 

i8p8:  Went  to  eye  specialist  for  glasses  to  relieve  headache. 
ipoi:  In  boarding  school.  Building  kept  at  high  temperature; 
drove  out  in  country  for  week  end  on  cold  November  day,  took 
severe  cold ;  left  side  of  head  continued  to  discharge  after  the 
"cold"  was  well.  No  special  pain,  but  great  discomfort  from  ex- 
cessive amount  of  discharge  at  the  same  hour  each  morning.  Nec- 
essary to  leave  classroom. 

igo2:  Another  eye  specialist  changed  glasses.  Examined  nose 
and  remarked  that  I  would  likely  have  trouble  from  conditions  then 
existing  in  left  side  of  head.     Advised  use  of  atomizer. 

1903:  "Blind  headaches"  less  frequent.  Last  attack  in  1903, 
lasting  a  week. 

Autumn :  Daily  headaches  diagnosed  by  local  doctor  as  "sun- 
pain."  Severe  pain  began  about  eight  o'clock.  Pain  grew  less  at 
noon,  but  face  around  left  eye  very  tender  to  touch  and  seemed 
"pufted  up."  By  evening,  free  from  pain  but  the  pain  began  again 
in  the  morning.    Treated  for  malaria.    Little  relief  until  summer 

1904:  In  college.  Expression  teacher  sent  me  to  a  specialisr 
on  account  of  "nasal  tv\"ang  in  speech."  This  physician  treated 
throat  and  head  for  some  months.  \'oice  better  at  times  but  no 
permanent  improvement.  Treated  for  tuberculosis.  Advised  to 
go  to  a  warm,  dry  climate. 

190 J :  No  improvement  in  head.  Average  weip"ht  120  pounds: 
very  sallow.     College  doctor  treated  me  for  "jaundice." 
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190/:  Spent  winter  in  Florida.  Returned  to  Kentucky.  In 
Louisville  for  a  week.  Had  severe  pain  in  face  and  eye  and  con- 
sulted a  specialist  the  day  I  returned  home.  He  said  operation  was 
necessary  for  "sinus  trouble."  Returned  home,  suffered  great  pain 
in  left  side  of  head  and  ear.  In  two  weeks  went  to  a  large  city  in 
Indiana,  where  the  infirmary  and  the  specialist  nearest  my  home 
were.  This  specialist  treated  throat  and  eyes  for  two  weeks, 
changed  glasses  and  said  I  did  not  need  an  operation. 

i()o8:  In  February,  while  in  college  in  Florida  "sun-pain''  re- 
turned. Pus  on  left  side  of  head,  intense  pain  mornings.  Left 
side  of  face  "puffed  out,"  especially  over  left  eye.  Difficulty  in 
new  studies ;  could  not  retain  new  lessons  when  learned.  Local 
physician  ordered  all  new  work  stopped.  Advised  going  to  a  spe- 
cialist as  early  as  possible. 

In  June,  I  went  to  a  specialist  in  a  large  city  in  Florida.  He 
removed  a  piece  of  bone  from  the  nose;  treated  head  six  weeks. 
Greatly  relieved. 

iQop:  Returned  to  Kentucky  in  March.  In  a  short  time  par- 
tially lost  use  of  left  arm;  left  half  of  tongue  and  the  left  side  of 
the  face  under  the  eye  was  numb ;  difficulty  in  speaking.  In  May, 
lost  all  use  of  left  arm  except  when  looking  at  my  hand.  Any  ob- 
ject in  the  hand  fell  if  I  did  not  keep  it  in  mind.  Under  family 
physician's  care ;  father  ill  at  the  same  time  of  apoplexy.  Slightly 
improved  and  returned  to  Florida  in  September. 

i^io:  Spring.  Teaching  normal  class.  Had  to  keep  a  "grip 
on  mind"  or  would  repeat  lesson  assignments  or  explanations. 
Sometimes  conscious  of  this  afterwards,  sometimes  not.  Very 
confusing.     Had  this  trouble  occasionally  the  next  year. 

191 4:  Called  home  from  Florida  in  April  on  account  of  moth- 
er's illness.  During  summer,  pain  in  head  ;  arm  and  other  symp- 
toms returned.  In  autumn,  went  to  an  eastern  hospital.  A  surgeon 
very  distinguished  for  his  brain  surgery  operated  for  "frontal 
sinus"  trouble. 

Xo  more  pain  over  the  left  eye  ;  other  conditions  the  same.  Dis- 
charge continued.  Gained  weight,  felt  very  well.  The  surgeon 
said  when  I  left  the  hospital,  "I  see  no  reason  why  in  time  you 
will  not  get  well,  and  be  able  to  stay  in  any  climate."  In  five  or 
six  weeks  after  operation,  depression  began  to  appear  over  the  left 
eye  reaching  from  eye  to  the  middle  of  forehead ;  grew  worse 
until  it  was  about  one  and  three-fourths  inches  long  and  one-half 
inch  deep,  just  above  the  eye. 
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ipij:  Pain  in  face  below  the  eye.  Difficulty  in  breathing  through 
the  nose.     Great  discomfort  from  discharge.     \  ery  sallow. 

Autumn:  Consulted  Dr.  Dabney.  He  obliterated  the  depression 
over  the  left  eye  and  straightened  the  eye.  Treated  antrum  and 
operated  on  the  nose. 

ipi6:  Depression  tilled.  Antrum  well.  Eye  straight  and  sight 
improved.  General  health  splendid.  Average  weight  135  pounds. 
Slight  discomfort  in  head  ( ethmoid )  but  with  persistent  home 
treatment — warm  water  and  peroxide  with  dropper  and  with  cotton 
on  applicators — able  to  keep  head  fairly  clear  without  irritation. 
Except  occasionally  head  has  a  stopped-up  feeling  and  the  left  eye 
gets  red  and  has  a  burning  sensation.  \'ery  unpleasant  until  head 
clears  again,  usually  after  some  hard  substance  has  been  removed. 

911   Starke  Euildinsf. 


A  NEW  NASAL  SEPTUM  SPLINT. 

Dr.  }iIargaret  F.  Butler,  Philadelphia. 

This  simple  device  for  the  coaptation  of  the  septal  mucous  mem- 
branes after  submucous  resection  has  given  perfect  satisfaction. 
It  consists  of  two  light  plates  of  German  silver.  A  movable  flange 
attached  to  each  plate  projects  from  the  nares,  and  these  are  se- 
cured in  front  of  the  columna  by  a  slide  catch.  The  plates  make 
light  and  uniform  pressure  on  the  septum  and  prevent  the  formation 


Fig.    1.      Septal    splint. 

of  hematoma  and  bleeding.  They  are  comfortable,  the  patient  being 
able  to  breathe  through  the  nose  with  them,  and  they  cause  no  in- 
flammation of  the  tissues  such  as  we  had 'when  we  used  packing  or 
the  Simpson-Berna}'  splints.  The  splints  may  be  removed  at  the  end 
of  twenty-four  hours. 
IS  SI  Chestnut  Street. 


AN  ELECTRICAL  NOISE  APPARATUS, 

Dr.  Max  Lubmax,  New  York. 

I  take  the  liberty  to  present  to  the  profession  a  new  electrical 
noise  apparatus,  which  on  account  of  its  simplicity  and  small  ex- 
pense should  find  a  ready  response.  We  have  now  in  use  several 
contrivances  for  testing  unilateral  deafness,  among  others  Barany's 
and  Newman's.  But  these  latter  devices  are  so  complex  and  ex- 
pensive as  to  render  their  ready  use  prohibitive. 


Fig.  1.     Electrical  noise  apparatus. 

The  proposed  electrical  noise  apparatus  is  composed  of  two  mag- 
netos, two  coils  and  a  vibrator  set  in  a  nickel  case  with  a  fiber  base. 
It  is  operated  by  a  small  vest-pocket  battery,  easily  procurable  at 
any  electrical  supply  store. 

It  may  also  possibly  serve  another  advantage  in  that  by  not  ha\'- 
ing  an  ear-piece  as  Barany's,  it  is  applied  directly  over  the  ear  of 
tlie  patient  and  thereby  excludes  any  transmission  of  sound  through 
the  bone  of  the  ear. 

616  Madison  Avenue. 
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PERORAL  ENDOSCOPY  AND  LARYNGEAL  SURGERY. 


Edited  by 
Dr.  Chevalier  Jacksox,  Philadelphia. 

FOREIGN  BODIES  IN  THE  INSANE. 

It  seems  quite  likely  that  if  routine  radiography  of  the  insane 
were  regularly  carried  out,  man}-  obscure  symptoms  would  be 
found  to  be  of  foreign  body  origin.  Whether  such  routine  radio- 
graphy would  have  a  deleterious  effect  on  the  mental  condition  of 
some  patients  the  writer  is  unable  to  say;  but  it  seems  highly  prob- 
able from  the  literature  that  there  are  many  undiscovered  cases  of 
foreign  bodies  in  the  insane. 

Dr.  T.  McS.  Barrett  (^Jour.  Am.  Med.  Assn.,  Sept.  IS,  ll'loj  re- 
ports one  of  the  most  remarkable  cases  of  laryngeal  toleration  of  a 
foreign  body  that  has  appeared.  The  editor  has  obtained  the  speci- 
men and  has  had  a  radiograph  (Fig.  1 )  made  from  it.  The  report 
of  the  case  is  abstracted  as  follows: 

A  male  negro,  40  years  of  age,  confined  in  the  \\'estern  Pennsyl- 
vania Hospital  for  the  Insane  for  dementia  praecox,  died  of  a  com- 
plication of  diseases  including  chronic  nephritis,  pericarditis,  endo- 
carditis with  valvular  disease.  Acute  gastritis  developed  during  the 
last  three  days  preceding  death  which  seemed  to  be  due  to  exhaus- 
tion. A  post-mortem  by  Dr.  T.  T.  McS.  Barrett  revealed  a  brass  key, 
two  inches  long,  in  the  larynx,  the  ring  end  resting  on  the  cords.  In 
the  right  pyriform  sinus  was  a  screw-eye,  one  and  one-half  inches 
long,  its  screw-end  extending  upward  above  the  glosso-epiglottic 
fold.  There  were  no  signs  of  local  inflammation  except  on  the  epiglot- 
tis which  showed  a  slight  excoriation  of  its  under  surface  where  it 
had  been  subjected  to  pressure  of  the  upper  end  of  the  key  during 
swallowing.  Both  articles  were  wrapped  in  cloth  which  was  very 
pntrid.  Although  evidence  is  lacking  to  fix  the  exact  time  of  the 
lodgment  of  these  foreign  bodies,  the  nature  of  the  circumstances 
as  well  as  of  the  presence  of  the  articles  at  necropsy  seems  to  justify 
the  assumption  that  they  had  been  in  the  throat  for  at  least  three 
weeks.  With  the  exception  of  the  comparatively  mild  vomiting 
which  occurred  only  after  eating,  there  were  no  violent  symptoms 
of  coughing,  gagging  or  choking  such  as  would  be  likely  to  accom- 
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pany  the  presence  of  foreign  bodies  in  the  throat.     The  supposition 
is  that  this  man,  having  found  these  articles  wliile  working  outside, 


Fig.    1.       Radiograph    of    post-mortem    specimen    of    tongue,    larynx    and 
pharynx    of    an    insane    patient,    showing    a    key    and    a    screweye    as    they 

were   found   post-mortem. 


and  recognizing  their  utiHty  for  a  special  purpose  that  he  had  in 
view  and  fearing  to  be  deprived  of  them  during  the  search  to  which 
all  patients  submit  at  bedtime,  sought  to  conceal  them  in  his  throat 
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intending  when  necessary  to  recover  them  by  regurgitation.  Both 
of  the  objects  projecting  upward  into  the  pharynx  would  have  been 
readily  visible  on  indirect  lar}-ngoscopy,  and  could  easily 
have  been  removed.  Xo  examination  was  made  of  the  throat  because 
the  man  had  a  delusion  that  he  was  a  deaf  mute.  It  was  known  that 
he  could  both  hear  and  speak.  It  seemed  quite  certain  that  the  pres- 
ence of  the  foreign  bodies  had  absolutely  nothing  whatever  to  do 
with  the  patient's  death. 


SOCIETY  ELECTIONS. 

At  the  annual  meeting  of  the  American  Otological  Society  held  at 
Atlantic  City,  X.  ].,  May  2d  and  30,  the  following  officers  were 
elected : 

President — Dr.  X'orval  H.  Pierce,  Chicago. 

Vice-president — Dr.  Ewing  W.  Day,  Pittsburg. 

Secretary — Dr.  George  E.  Shambaugh,  Chicago. 

At  the  annual  meeting  of  the  American  Laryngological  Association 
held  at  Atlantic  City,  X.  J.,  May  28,  29  and  30,  the  following  officers 
were  elected : 

President — Dr.  Thomas  H.  Halsted,  Syracuse,  X'.  Y. 

First  Vice-president — Dr.  John  E.  Rhodes,  Chicago. 

Second  Vice-president — Dr.  Crosby  Greene,  Jr.,  Boston. 

Secretary — Dr.  Harmon  Smith,  X'^ew  York  City. 

Treasurer — Dr.  J.  Payson  Clark,  Boston. 

Librarian — Dr.  J.  H.  Bryan,  Washington,  D.  C. 

At  the  annual  meeting  of  the  American  Laryngological,  Rhinolog- 
ical  and  Otological  Society  held  at  Atlantic  City.  X".  J.,  ^lay  31  and 
June  1,  the  following  officers  were  elected: 

President — Dr.  George  L.  Richards,  Fall  River,  ]\Iass. 

Vice-president — Dr.  Crosby  Greene,  Jr.,  Boston,  Mass. 

Vice-president — Dr.  D.  W.  Layman,  Indianapolis,  Ind. 

Vice-president — Dr.  T.  W.  Moore,  Huntington,  W.  \'a. 

Vice-president — Dr.  F.  R.  Spencer,  Boulder,  Colo. 

Vice-president — Dr.  E.  B.  Graham,  San  Erancisco,  Cal. 

Treasurer — Dr.  E.  ^^^  Day,  Pittsburg,  Pa. 

Secretary — Dr.  \\".  H.  Haskin,  Xew  York  City. 


SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE. 

SBCTIOX  OX   LARYNGOLOGY  AND  KIIIXOLOGY. 

Meeting  of  Dec.  20,  1916,  cont'd. 

Report  of  a  Case  of  Pansinusitis  on  One  Side  with  Tic  Douloureux  on  the 
Other  Side.     No   Operation;    Necropsy   with    Unusual    Findings.     Dr. 
William  Ledlie  Cllbeet  and  Dr.  James  G.  Dwyer. 
(To  he  published  in  a  subsequent  issue  of  The  Laryxcw)scope.; 
Discrssiox. 

Dr.  John  Guttmax  said  he  would  like  to  ask  the  roentgenologist  whether 
the  left  antrum  in  that  plate  was  clear.  The  right  one  was  so  absolutely 
obscured  that  one  might  not  suspect  infection  of  the  left  because  the  con- 
trast was  so  great,  but  in  reality  the  left  ethmoid  and  maxillary  sinuses 
appears  to  him  diseased  also.  If  his  conception  is  correct,  the  whole  clin- 
ical picture  will  have  a  different  aspect. 

Dr.  Frederick  M.  Law  said  the  left  antrum  was  not  absolutely  clear 
but  the  contrast  between  the  right  and  the  left  was  so  great  that  in  com- 
paring one  was  very  apt  to  consider  the  left  as  clear.  This  plate  was  made 
some  time  before  the  patient's  death  and  it  was  quite  likely  that  at  the 
time  the  plate  was  made  there  was  less  involvement  on  that  particular 
side  than  at  the  time  of  autopsy.  The  plate  shows  irregularity  on  the  in- 
ner wall  of  the  orbit  and  the  autopsy  findings  showed  a  perforation  into  the 
orbit,  but  one  would  not  have  been  justified  in  making  such  a  statement 
from  the  plates. 

Dr.  William  H.  Haskix  said,  in  regard  to  Dr.  Law's  remarks,  that  it 
was  not  uncommon  to  find  large  dehiscences  in  the  inner  wall  or  ethmoid 
plate  of  the  orbit.  He  had  ten  or  twelve  specimens  with  very  large  de- 
hiscences of  the  inner  plate  of  the  orbit  opening  into  the  nasal  cavity.  In 
this  case  there  was  evidently  some  old  diseased  condition. 

Dk.  Callisox  asked:  As  pus  was  present  in  the  left  mastoid,  did  suc- 
tion increase  the  amount?  ■; 

Reference  to  Dr.  Mayer's  case  at  last  meeting,  claiming  priority  of  total 
removal     of  the  epiglottis  under  suspension  for  cancer. 

Dr.  AuROwsiiiTH  asked  to  be  permitted  to  correct  a  statement  he  had 
made  at  the  last  meeting,  in  the  discussion  of  Dr.  Emil  Mayer's  report  of 
a  case  of  "Carcinoma  of  the  Epiglottis:  Removal  Under  Suspension."  Dr. 
ilayer  claimed  that  this  was  the  first  instance  of  complete  removal  of  the 
epiglottis  under  suspension.  Dr.  Arrowsmith  thought  that  he  had  antici- 
pated Dr.  Mayer  by  complete  removal  of  the  epiglottis  under  suspension 
for  tuberculosis  some  time  previously.  He  found  by  referring  to  his 
records  that  his  operation  was  two  weeks  later  than  Dr.  Mayer's.  He 
would  ]ike,  however,  to  claim  priority  for  the  first  complete  removal  of 
the  epiglottis  under  suspension  for  tuberculosis. 

Cervical   Gangrene   Complicating    Ludwig's  Angina.     Dr.   Irving  X.  VooR- 

HEES. 

(To  be  published  in  a  subsequent  issue  of  The  Laryxgoscope.; 
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January  2.'i,  1917. 

Dk.  Duxcax  Macpheksox,  Chairman. 
Patient    Showing    Result    of    Operation    for    Congenital    Atresia    of    Left 
Choana.    Dr.  Gerhahd  H.  Cocks. 

The  patient,  a  boy  fifteen  years  of  age,  has  never  been  able  to  breathe 
through  the  left  nostril.  At  birth,  the  obstetrician  experienced  consider- 
able difficulty  in  establishing  respiration.  The  nasal  obstruction  is  abso- 
lute.    Fluids  syringed  into  the  left  nostril  fail  to  enter  the  nasopharynx. 

Since  an  attack  of  measles  when  six  years  old,  the  patient  has  had  a 
chronic  discharge  from  the  right  ear,  the  drum  showing  a  small  central 
perforation.     Occasionally  the  discharge  ceases  for  a  time. 

The  boy  first  came  under  observation  in  September,  1916.  He  stated 
that  he  had  visited  a  doctor  six  months  before,  who  removed  the  left 
inferior  turbinate  bone  and  encountered  a  bony  plate  obstructing  the 
left  choana.  Examination  at  the  New  York  Eye  and  Ear  Infirmary 
showed  a  bony  partition  completely  occluding  the  posterior  opening  of  the 
left  nostril.  This  was  easy  to  see  because  the  inferior  turbinate  had 
been  removed  by  the  family  physician.  On  posterior  rhinoscopy,  the  pos- 
terior edge  of  the  left  middle  turbinate  could  be  seen  to  the  upper  and 
outer  side  of  the  bony  plate  which  filled  in  the  remainder  of  the  choana. 
In  addition  there  were  present  hypertrophied  tonsils  and  adenoids,  and 
a  bad  deflection  of  the  septum  to  the  left. 

Under  ether  anesthesia,  with  a  metal  protector  passed  through  the 
mouth  into  the  nasopharynx  to  protect  the  posterior  pharyngeal  wall  and 
Eustachian  tube,  the  bony  septum  was  bored  out  with  a  dental  drill, 
using  a  Myles'  antrum  burr  fitted  with  a  long  shank.  In  order  to  obtain 
more  room,  the  posterior  portion  of  the  vomer  was  removed  with  a 
curved  tonsil  punch,  working  through  the  mouth.  Subsequently  the 
adenoids  and  tonsils  were  operated  upon,  and  later  a  submucous  operation 
was  performed. 

The  post-operative  treatment  consisted  in  keeping  the  nose  clean. 
Bougies  were  not  employed.  For  almost  four  months  the  hole  in  the 
bony  plate  has  remained  open,  and  has  not  contracted  down  nor  filled  in 
with  granulations. 

A  comparison  of  the  breathing  space  in  the  two  nostrils,  made  with 
the  speaker's  metallic  mirror,  is  here  shown.  The  members  of  the  Sec- 
tion will  note  that  the  breathing  is  apparently  as  good  on  the  operated 
side  as  upon  the  sound  side.    At  present  the  ear  is  dry. 

DISCUSSIOX. 

Dr.  Haemox  Smith,  referring  to  Dr.  Cocks'  case,  said  that  he  has  seen 
three  cases  of  congenital  atresia  of  the  nasopharynx.  The  first  of 
them  a  number  of  years  ago.  In  this  case  the  patient  was  a  boy,  and  the 
entire  right  nostril  was  filled  with  bony  tissue.  By  operating  he  was 
enabled  to  give  the  boy  breathing  space  in  his  nose.  The  patient  has 
since  married  and  has  two  children,  but  suffers  with  bronchial  asthma 
and  that  side  of  the  nose  operated  upon  still  fills  up  with  scabby  secre- 
tions. 

The  second  case  was  seen  in  consultation  with  Dr.  Mackenty.  Dr. 
^Nlackenty  followed  up  this  case  for  some  years,  but  the  ultimate  contrac- 
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tion  brought  it  down  to  the  point  where  there  was  about  the  same 
breathing  space  left,  as  is  shown  in  Dr.  Cocks'  case  at  the  present 
moment. 

The  third  case  was  that  of  a  little  girl  who  came  to  the  Manhattan 
Eye  and  Ear  Hospital  a  few  years  ago  with  an  obstruction,  partly  bony 
and  partly  membranous.  In  this  case  the  opening  was  cut  through  with  a 
good  result. 

Dr.  Smyth  said  that  he  had  had  a  case  last  summer  with  complete 
congenital  bony  obstruction  of  the  nostril,  which  was  discovered  with  a 
posterior  mirror  examination.  Under  cocain,  and  with  his  finger  in 
the  post-nasal  space  as  a  protection,  he  succeeded  in  getting  a  fair  open- 
ing, about  the  size  ofi  that  shown  in  Dr.  Cocks'  patient.  She  was  told  to 
i-eturn  if  she  did  not  breathe  easily,  but  she  is  still  doing  very  well.  In 
that  case  the  right  nostril  was  improperly  developed,  and  was  not  the 
same  size  as  that  on  the  left. 

Dr.  Coffix  said  that  he  had  treated  a  case  a  short  time  ago,  which 
Dr.  Harris  would  recall,  in  which  there  was  a  complete  bony  occlusion. 
It  was  opened  up  originally  with  a  Myles  antrum  punch.  After  this,  the 
opening  was  enlarged  by  means  of  a  punch  forceps.  It  had  a  great 
tendency  to  close  up,  as  has'  an  opening  through  the  inferior  meatus  into 
the  antrum.  Tampons  were  drawn  into  it  having  a  string  attached," 
which  made  insertion  easy.  This  was  continued  for  some  time.  The  last 
time  he  saw  this  patient,  she  was  breathing  through  the  nose,  but,  as 
Dr.  Smith  had  said  of  his  patient,  she  was  troubled  with  the  nose  filling 
with  secretions. 

Empyema  of  the   Ethmoid   and    Frontal   Sinus,   With    Perforation    Into  the 

Orbit;    Staphylococcus  Aureus    Infection;    Operation;    Recovery.     Dr. 

Thomas  J.  Harris. 

The  patient  is  a  young  man,  sixteen  years  of  age,  and  was  first  seen 

five  weeks  ago.     At  that  time,  his  left  eye  w^as  completely  closed;    there 

was  a  phlegmon  of  the  upper  and  lower  lids,  the  involvement  extending 

to  the  right  eye.     His   temperature  was   102.2  o   at   two   o'clock,   and  at 

four  o'clock  it  had  gone  up  to  105.2 <?.     There  was  a  copious  discharge  of 

pus  from  the  nose,  and   exquisite  tenderness  over  the  left   frontal   bone 

as  far  as  the  median  line  and  down  that  side  of  the  nose.     A  diagnosis 

was  made  of  ethmoidal  and  frontal  empyema,  with  probable  involvement 

of  the  orbit.     There  was  no  exophthalmous  and  no   turning  out   of  the 

eyeball. 

The  patient  was  operated  upon  the  next  day.  The  usual  incision  was 
made  over  the  eyebrow,  and  pus  was  found  under  the  periostum.  The 
frontal  sinus  was  full  of  pus;  the  mucous  membrane  was  entirely  gone. 
The  ethmoidal  sinus  was  exenterated  intra-nasally  and  found  to  be  badly 
diseased.  A  perforation  was  sought  for  and  finally  found  on  the  inner 
wall  of  the  orbit  back  toward  the  sphenoid,  where  was  seen  the  same 
appearance  as  in  the  frontal  bone— distinct  evidence  of  necrosis,  the 
area  being  approximately  a  centimetre  in  each  direction. 

The  diseased  bone  was  removed  and  the  wound  drained  by  gauze  strips 
at  the  first  dressing,  carried  from  the  orbit  out  of  the  nose.  The  boy 
when  first  seen  was  semi-comatose,  and  there  were  suggestions  that  the 
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disease  had  involved  the  meninges,  although  there  were  no  pronounced 
symptoms.  An  x-ray  taken  two  days  afterward  confirmed  the  clinical 
diagnosis,  and  a  specimen  from  the  nose  showed  staphylococcus  aureus; 
the  same  organism  was  found  in  the  nostrils  where  there  was  a  little 
pus,  and  also  in  a  pure  culture  from  the  blood.  On  the  day  of  admission 
there  was  a  leucocytosis  of  33,000  with  84  per  cent  of  polynuclears;  this 
dropped  after  the  operation,  but  stood  high  for  a  number  of  days.  The 
temperature  remained  around  105°  for  fully  a  week.  On  the  third  or 
fourth  day  he  was  given  an  autogenous  vaccine,  repeated  in  three  days, 
and  again  three  days  later.  After  the  first  inoculation,  the  temperature 
dropped,  and  he  steadily  improved,  until  he  attained  the  appearance 
shown  to-night. 

The  frontal  sinus  is  perfectly  clean;  the  large  area  on  the  orbit  has 
filled  in,  and  while  there  is  still  some  secretion  in  the  nose,  the  patient 
says  that  he  blows  it  very  easily  and  very  little,  and  there  is  nothing  to 
be  gotten  out  by  irrigation.  The  case  seemed  to  be  of  interest,  for  while 
a  chronic  perforation  is  very  common,  an  acute  perforation  is  rare. 
Hajak  speaks  of  only  one  case  which  he  had  seen,  in  which  there  was  an 
acute  perforation.  His  explanation  seems  logical, — that  there  has  been 
at  some  previous  time  an  inflammation  of  the  ethmoid  with  a  formation 
of  polypi  and  hypertrophied  tissue,  followed  by  another  infection  and 
discharge,  and  a  breaking  through  into  the  orbit. 

Dr.  Harris  said  he  did  not  wish  to  give  the  impression  that  this  was  an 
acute  ethmoiditis.  It  was  undoul)tedIy  an  acute  exacerbation  of  a  chronic 
case. 

DISCUS  siox. 

Dr.  Cocks  said  that  Dr.  Harris'  patient  showed  the  good  result  of  his 
skill  and  careful  attention.  Dr.  Cocks  felt,  however,  that  the  technique 
employed  for  the  radical  operation  was  neither  the  safest  nor  the  best 
for  use  in  such  a  case.  In  the  first  place,  the  incision  made  by  the  oper- 
ator should  have  been  carried  down  on  the  side  of  the  nose  to  the  level 
of  the  floor  of  the  orbit  in  order  to  exenterate  the  ethmoid  cells.  Dr. 
Cocks  considered  it  both  unsafe  and  unwise  to  attempt  to  remove  the 
ethmoid  labyrinth  by  the  intranasal  method  under  general  anesthesia, 
when  the  same  object  can  be  accomplished  much  more  safely  and  thor- 
oughly by  the  external  route. 

Dr.  Coffin  said  he  had  asked  that  the  patient  wait  for  a  few  moments 
as  he  wished  to  ask  some  questions  that  might  be  mooted.  The  external 
incision  in  Dr.  Harris'  case  did  not  extend  downward  as  far  as  the  inner 
canthus  of  the  eye,  and  that  therefore  he  could  not  understand  how  one 
could  make  out  an  orbital  perforation  "well  back  toward  the  sphenoid." 
He  thought  Dr.  Harris  had  made  a  lapsus  lingua.  Dr.  Harris  had  probably 
saved  the  patient's  life.  Dr.  Coffin  agreed  with  Dr.  Cocks  that  once  the 
patient  was  under  ether  the  exenteration  of  the  ethmoid  could  be  done 
more  thoroughly  and  more  safely.  Apparently  there  has  been  a  consid- 
erable epidemic  of  the  staphylococcus  aureus  infection  recently.  In  the 
Manhattan  Eye,  Ear,  and  Throat  Hospital  there  were  no  less  than  six 
cases  yesterday  of  orbital  cellulitis,  all  due  to  this  same  organism. 

Dr.  Smith  said  that  he  had  a  case  similar  to  Dr.  Harris'  which  he 
intended  to  report  later,  which  emphasized  the  virulence  and  the  rapidity 
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with  which  the  staphylococcus  aureus  acts.  This  organism  is  causing 
considerable  disturbance  this  winter,  more  than  he  had  ever  before  ob- 
served. 

Dr.  McCoy  said  that  at  the  New  York  Eye  and  Ear  Infirmary  the 
majority  of  the  cases  that  he  had  seen  were  of  this  type.  Many  of  them 
come  to  the  eye  service,  but  the  majority  of  them  have  temperature  if 
the  pus  discharge  is  shut  off  from  the  nose.  Polypi  and  granulations 
form  in  the  nose  in  these  cases  and  shut  off  the  discharge,  and  there  is 
always  more  or  less  temperature  reaction. 

Referring  to  Dr.  Harris'  case,  he  said  that  he  had  seen  another  patient 
who  was  operated  in  a  similar  manner.  The  bad  feature  of  that  type  of 
operation  is  that  it  is  difficult  to  remove  'the  ethmoid  cells  completely 
without  taking  away  the  vertical  plate  of  the  maxillary  bone  and  com- 
pletely exenterating  the  cells.  The  case  to  which  he  himself  had  ref'irred 
was  first. seen  by  him  tvv>  or  three  months  after  the  operation.  The 
patient  was  a  boy -ten  years  old.  He  was  still  draining  pus  from  the  nose 
and  had  developed  a  swelling  at  the  hair  margin.  An  incision  was  made 
and  a  probe  passed  down  to  the  dura,  and  passed  into  the  frontal  sinus, 
which  was  still  draining.  The  patient  had  an  epidural  abscess  which 
came  out  on  the  forehead,  and  eventually  he  developed  a  brain  abscess. 
Although  the  patient  which  Dr.  Harris  had  presented  looked  very  well  at 
present,  the  bad  feature  of  this  procedure  is  that  the  ethmoid  cells  are 
not  completely  removed,  that  there  is  not  good  drainage,  and  there  is 
apt  to  be  trouble  later  on. 

Dr.  Harris  said  that  Dr.  Cocks'  criticism  was  a  just  one,  and  that  he 
had  rather  anticipated  that  that  question  would  be  raised.  The  case 
presented  a  number  of  interesting  features,  and  the  point  which  had  been 
chiefly  under  discussion  was  probably  the  most  interesting  one.  His  deci- 
sion, however,  had  been  made  after  due  consideration.  It  goes  without 
saying  that  the  method  referred  to  by  Dr.  Cocks  is  the  usual  procedure 
of  choice  and  the  one  that  permits  the  removal  on  the  anterior  cells  in  the 
best  manner.  In  this  case,  though,  the  boy  was  in  a  critical  state,  and  it 
was  felt  that  every  moment  was  worth  saving  and  the  attempt  was  made 
to  get  good  drainage  as  rapidly  as  possible.  Following  that  line,  the 
frontal  sinus  was  first  cleaned  out,  then  a  hurried  search  was  made  for 
the  perforation,  which  was  not  found;  then  the  ethmoid  cells  were  opened, 
and  then  another  search  was  made  for  the  opening.  One  matter  was  a 
question  of  judgment;  the  other,  the  point  raised  by  Dr.  Coffin,  was  a 
matter  of  fact.  There  was  no  question  but  that  the  perforation  was  there, 
and  that  it  was  seen  as  described.  It  is  only  a  question  of  the  wisdom, 
even  under  the  circumstances  mentioned,  of  not  doing  the  usual  external 
exenteration.  It  might  have  been  wiser  to  have  done  the  operation  that 
way,  but  he  had  stated  his  reasons  for  departing  from  the  usual  pro- 
cedure. Dr.  Harris  said  he  hoped  the  fate  of  his  patient  would  not  be 
that  mentioned  by  Dr.  McCoy;  but  he  would  follow  the  case  and  report 
the  eventual  outcome,  whether  favorable  or  otherwise. 

Dr.  M.vcPiierson  said  that  he  was  present  at  the  operation  and  his 
impression  was  that  the  perforation  was  lower  down  towards  the  nasal 
process  of  the  superior  maxilla.     One  of  the  points  that  he  thought  of 
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was  that  it  had  broken  through,  being  an  acute  case  and  occurring  in  an 
adult;  but  he  could  not  state  exactly  where  the  perforation  was.  The 
rupture  had  taken  place  into  the  orbit. 

Dr.  Harris  said  that  the  perforation  was  verj-  thoroughly  exposed  and 
all  engaged  saw  it.  Retractors  were  put  in,  and  there  was  a  careful  and 
thorough  dissection;  the  eyeball  was  thrown  well  out  of  position,  and 
they  simply  hunted  for  the  perforation  until  it  was  found. 

Dr.  Xoktox  Wilsox  said  that  he  could  not  understand  the  direction 
from  which  the  perforation  was  seen.     Was  it  seen  through  the  orbit? 

Dr.  IMacPhersox,  replying  to  an  inquiry  from  Dr.  Wilson,  said  that  he 
placed  the  perforation  low  down  towards  the  articulation  of  the  nasal 
process  of  the  superior  maxilla  Avith  the  ethmoid. 

Gumma  of  the  Pharynx,  Laryngo-pharynx  and   Epiglottis — Gumma  of  Epi- 
glottis— Gumma  of  Interarytenoid  Space.    Dr.  Harmox  Smith. 
(To  be  published  in  subsequent  issues  of  The  Laryxgo.scope.) 

DISCUSSION. 

Dr.  Ledermax  said  he  had  seen  a  number  of  these  pharyngeal  and 
laryngeal  cases  of  doubtful  diagnosis,  and  that  in  private  practice  it  is 
exceedingly  difficult  at  times  to  reach  a  correct  diagnosis  in  regard  to 
them.  In  one  instance,  a  young  man  about  thirty-five  years  of  age  pre- 
sented himself,  claiming  that  he  was  hoarse  after  using  his  voice  consid- 
erably at  election  time.  He  complained  of  nothing  but  hoarseness,  and  on 
examination  no  lesion  was  observed  in  the  pharynx;  but  on  using  the 
mirror  there  was  noted  a  marked  infiltration  and  ulceration  of  the  epi- 
glottis, resembling  a  tuberculous  condition, — the  peculiar  moth-eaten  ap- 
pearance of  a  tubercular  ulceration.  He  was  closely  questioned,  but 
absolutely  denied  any  specific  history.  Examinations  of  the  sputum  were 
made,  with  negative  results,  and  the  fact  that  in  spite  of  the  extensive 
involvement  he  did  not  complain  of  pain  on  swallowing,  and  that  he 
was  reluctant  in  giving  a  history,  strengthened  the  suspicion  that  the 
condition  was  of  specific  origin.  After  a  number  of  visits,  he  admitted 
that  he  had  been  infected  a  number  of  years  ago,  and  had  received  mer- 
curial inunctions.  The  condition  cleared  up  under  specific  treatment, 
administered  internally  and  locally. 

Another  patient,  male,  fifty-five  years  old,  complained  of  hoarseness 
without  pain;  he  gave  no  definite  history  of  having  had  any  symptoms 
of  specific  disease,  and  doubted  that  he  had  ever  had.  He  was  kept 
under  observation  for  several  weeks.  The  infiltration  involved  the  true 
and  false  cords  on  the  right  side.  The  question  arose  whether  it  was  a 
gumatous  or  a  malignant  growth.-  The  patient  had  received  some  injec- 
tions of  enesol  before  coming  under  observation  and  had  also  had  some 
treatment  internally.  Dr.  Lederman  said  he  was  suspicious  of  the  con- 
dition being  of  specific  origin,  in  spite  of  the  indefinite  history  and  a 
negative  Wassermann.  Two  other  laryngologists  saw  the  patient  and 
they  concluded  that  he  was  suffering  from  epithelioma  of  the  larynx. 
He  was  also  seen  by  a  surgeon  with  considerable  laryngeal  experience,  and 
with  the  history  and  the  report  that  there  was  no  evidence  of  its  being 
of  specific  origin,  either  by  test  or  local  aspect,  he  advised  a  hemilaryn- 
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gectomy.  Jt  was  decided  to  put  the  patient  on  a  mild  treatment  of  iodid 
of  potassium  for  further  observation.  In  si.x  weeks  the  entire  mass  dis- 
appeared and  the  man  is  still  well.  Here  was  a  case  that  almost  had 
part  of  the  larynx  removed,  and,  notwithstanding  the  fact  that  he  had 
had  several  injections  of  an  arsenical  preparation  without  effect,  the 
condition  cleared  up  under  a  mild  iodid  treatment.  This  e.xperience 
emphasized  the  difficulty  that  is  confronted  in  reaching  a  diagnosis  in 
these  doubtful  conditions. 

Dr.  McCoy  said  that  he  wished  to  corroborate  Dr.  Lederman's  remarks. 
Under  ordinary  circumstances  one  would  think  it  would  be  easy  to  diag- 
nose syphilis  or  tuberculosis  in  the  larynx.  He  himself  had  so  thought 
until  recently,  when  he  had  a  patient  who  had  been  referred  to  him  for 
hoarseness,  following  a  lesion  of  the  vocal  cord.  Examination  revealed 
an  indentation  at  the  base  of  the  right  vocal,  which,  was  apparently  a 
healed  lesion  with  a  roughened  surface.  His  voice  was  husky,  and  the 
question  was  whether  it  could  be  improved  or  whether  it  would  be  apt  to 
get  worse.  Dr.  ]McCoy  said  he  told  the  man  he  did  not  think  It  could  be 
improved  by  local  treatment,  but  as  for  its  getting  worse,  it  had  better 
be  watched  from  time  to  time.  Upon  being  asked  whether  he  had  had 
any  specific  treatment,  the  man  replied  in  the  affirmative  and  said  that 
he  had  been  cured.  A  Wassermann  test  was  made  and  proved  negative. 
That  was  in  March.  The  man  was  told  to  report  from  time  to  time,  and 
he  was  under  observation  for  six  months.  In  the  early  part  of  October 
he  came  in  one  day  and  said  that  his  voice  was  considerably  worse,  and 
examination  revealed  an  edema  around  the  original  lesion.  He  was 
advised  to  have  another  Wassermann  made  and  to  have  his  lungs  exam- 
ined, and  the  sputum  examined, — all  of  which  he  neglected  for  a  month. 
When  he  at  last  returned,  there  was  considerable  edema  around  the 
arytenoid,  and  he  was  again  told  that  it  was  important  to  have  his  lungs 
examined.  This  he  finally  did,  but  both  lungs  and  sputum  were  negative; 
but  a  Wassermami  was  four  plus.  The  appearance  of  the  lesion  was  not 
that  of  a  syphilitic  condition,  being  paler  and  more  like  a  tubercular  in- 
filtration, but  w^ith  the  negative  signs  for  tuberculosis  and  the  positive 
signs  in  the  blood,  he  was  placed  on  salvarsan  and  mercury.  He  ran 
along  for  a  while  and  lost  weight  steadily, — about  20  pounds  inside  of 
six  w^eeks.  The  infiltration  got  worse  instead  of  better,  and  finally 
another  examination  of  the  lungs  and  sputum  was  made,  and  they  were 
again  pronounced  negative.  Dr.  McCoy  said  he  then  suggested  taking  a 
section  of  the  infiltration,  which  was  done,  and  the  section  proved  the 
condition  to  be  a  tuberculous  infiltration  of  the  larynx.  This  man  had 
had  both  syphilis  and  tuberculosis,  lut  had  so  little  evidence  in  his 
chest  and  sputum,  that  in  the  presence  of  the  four  plus  Wassermann  they 
were  led  astray.     He  has  since  gone  away  and  is  now  recovering. 

Dr.  Impeeatori  said  that  at  Riverside  Hospital  he  had  seen  many  cases 
of  four  plus  Wassermann,  in  tubercular  cases,  where  the  administration 
of  salvarsan  proved  absolutely  negative. 

Dr.  McCoy  said  that  the  salvarsan  was  given  for  the  effect  on  the  infil- 
tration. 

Dr.  Impeeatori  said  that  some  tubercular  patients  showed  a  four  plus 
Wassermann  and  had  received  several  doses  of  salvarsan.     But  in  so  far 
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as  any  result  upon  the  lesions  In  the  throat  was  concerned  which  were 
assumed  to  be  syphilitic,  there  was  none. 

Dr.  Wilsox  asked  if  he  was  correct  in  understanding  the  Secretary 
to  say  that  a  patient  with  a  four  plus  Wassermann  would  get  no  benefit 
from  his  injections. 

Dr.  Impeeatori  replied  that  he  would  not  say  that  but  these  patients 
go  on  from  bad  to  worse,  and  all  those  patients  that  had  received  sal- 
varsan  injections  had  died. 

Replying  to  an  inquiry  from  Dr.  Carter  as  to  whether  there  was  any 
incercurrent  disease,  Dr.  Imperatori  said,  that  the  cases  at  Riverside 
were  forced  in  cases  and  were  positively  tubercular. 

Those  cases  that  gave  a  four  plus  Wassermann  and  had  throat  lesions, 
usually  died  within  a  few  months. 

Dr..  Ledermax  asked  if  this  was  a  late  occurrence. 

Dr.  Imperatori  replied  that  his  last  service  at  Riverside  was  from 
December  tc  May,  1916. 

During  the  present  service  he  had  two  cases,  but  had  not  given  them 
salvarsan. 

Dr.  Harmon  Smith  said  that  the  idea  that  syphilitic  involvement  of  the 
larynx  is  invariably  unassociated  with  pain  is  fallacious.  He  had  seen  a 
perichrondritis  of  the  epiglottis  and  arytenoids  give  the  patient  consid- 
erable pain.  The  only  one  of  these  cases  that  gave  positive  evidence  of 
tuberculosis  was  the  patient  from  Otisville  with  granuloma  of  the  aryte- 
noid space.  She  had  had  no  pain  and  still  has  tuberculosis.  She  had 
received  salvarsan  treatment  and  it  may  be  possible  later  to  draw  some 
valuable  conclusions  from  the  case.  She  had  a  Wassermann  four  plus  and 
tuberculosis  apparently  a  healed  lesion,  but  she  had  previously  shown 
the  presence  of  tubercle  bacilli  and  had  been  dismissed  as  a  cured  or 
arrested  case. 

Necrosis  of  the  Thyroid  Cartilage,     Dr.  Kerxax. 

This  patient  came  to  Dr.  Chappell's  clinic  at  the  Manhattan  Eye,  Ear 
and  Throat  Hospital  nine  months  ago,  with  the  history  that  nearly  a  year 
previously  she  had  swallowed  a  chicken  bone  which  became  stuck  in 
her  throat.  It  was  removed  the  same  day.  She  stated  that  she  had  con- 
siderable pain  at  the  time  of  the  removal.  The  next  day  she  had  lost 
her  voice,  and  up  to  the  time  of  her  appearance  she  had  been  able  to 
speak  only  in  a  whisper.     She  also  suffered  considerably  from  dyspnoea. 

When  she  came  to  the  hospital,  examination  showed  great  swelling 
about  both  arytenoids,  and  of  both  ventricular  bands  and  aryteno-epiglottic 
folds.  On  the  dorsal  surface  of  the  left  arytenoid  was  a  sinus  discharging 
pus. 

The  patient  was  at  once  tracheotomized.  A  few  days  after,  under 
suspension,  the  sinus  was  curetted.  This  resulted  in  no  improvement. 
Under  general  anesthesia,  the  sinus  was  again  probed,  and  the  probe 
reached  bare,  rough  cartilage  on  the  inner  surface  of  the  left  wing  of 
the  thyroid.  An  extensive  incision  was  then  made  through  the  cartilage 
into  the  sinus  where  lay  the  point  of  the  probe:  The  sinus  was  followed 
up  and  was  found  to  lead  across  the  front  of  the  larynx  to  the  dorsal 
border  of  the  right  wing  of  the  thyroid  cartilage,  where  it  ended  in  a 
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blind  pocket  at  the  bottom  of  which  was  a  loose  piece  of  cartilage.  All 
the  cartilage  overlying  the  sinus  was  removed  and  the  granulations 
scraped  away.  The  internal  opening  of  the  sinus  healed  promptly.  An 
external  sinus  persisted  for  a  month  at  the  right  end  of  the  external 
incision,  but  was  finally  healed  by  injections  of  bismuth  paste. 

Her  voice  returned  on  the  removal  of  the  tracheotomy  tube,  three 
months  after  her  first  visit  to  the  hospital.  The  explanation  of  the 
trouble  seems  to  be  that  at  the  time  of  the  removal  of  the  chicken  bone, 
nine  months  before  she  came  under  observation,  an  injury  to  the  dorsal 
border  of  the  right  wing  of  the  thyroid  cartilage,  resulted  in  a  peri- 
chondritis, with  abscess  formation.  The  abscess  burrowed  beneath  the 
mucous  membrane  on  the  inner  surface  of  the  thyroid,  and  finally  dis- 
charged in  the  neighborhood  of  the  left  arytenoid. 

It  is  not  certain  whether  the  specimen  presented  is  a  sequestrum  or  a 
piece  of  cartilage  torn  from  the  border  of  the  thyroid  by  the  forceijs  of 
the  original  operator.  The  mere  suggestion  of  this  seems  to  emphasize 
Dr.  Jackson's  warning  that  in  removing  foreign  bodies  one  should  always 
see  what  the  forceps  have  hold  of. 

JLuetic  Paralysis  of  the  Right  Vocal  Cord.     Dit.  Geokge  E.  Davis. 

(To  be  published  in  a  subsequent  issue  of  The  Laryngoscope.) 

DISCUSSION. 

Dr.  Harmon  Smith  said  that  he  had  been  much  interested  in  the  case 
presented  by  Dr.  Davis.  In  his  opinion  there  had  to  be  some  central 
lesion  to  create  that  much  paralysis. 

Dr.  Davis  said  that  probably  Dr.  Smith  had  misunderstood  him  as 
regards  the  seat  of  the  etiological  lesion  of  the  throat  and  ear  paralysis, 
as  he  had  stated  in  presenting  the  patient  that  in  his  opinion  the  palatal, 
pharyngeal  and  laryngeal  paralyses  were  central  in  origin,  but  that  it 
was  possible  that  the  lesion  in  the  ear  could  have  been  peripheral  and 
occurred  ten  years  previously.  In  other  words,  even  if  it  is  a  case  of 
hereditary  syphilis  the  end  organs  of  the  eighth  nerve  may  have  suffered 
before  the  advent  of  the  other  paralyses,  though  the  latter  were  of  a 
central  nervous  origin. 

The  question,  however,  arises  whether  the  clinical  symptoms  recently 
manifested  were  the  result  of  an  early  anatomical  lesion  (cord  paralysis) 
and  were  initiated  by  a  complication  of  the  palatal-pharyngeal  paralyses, 
or  whether  the  associated  paralyses  were  all  recent.  As  previously  stated, 
when  only  one  cord  is  paralysed,  it  may  not  occasion  clinical  signs  for  a 
long  time,  and  go  unnoticed  by  the  patient. 

While  it  is  possible  the  cord  lesion  may  be  of  long  standing  and  the 
palatal  and  pharyngeal  lesions  of  recent  date  yet  it  is  not  probable,  and  I 
am  strongly  inclined  to  the  opinion  that  the  mere  association  of  these 
paralyses  of  the  larynx  and  pharynx  argues  that  they  are  of  central  origin 
and  their  advent  contemporaneous!  with  the  clinical  manifestations. 

Report   of  a   Case    of    Rhinophyma   Treated    by    Decortication    and    Skin 
Grafting.    Dr.  John  J.  Keuxan. 
This  patient  was  fifty-five  years  old,  and  was  an  inmate  of  a  state  in- 
stitution.    Ten  years  ago  his  nose  began  to  grow  larger,  and  this  con- 
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tinucd  to  the  past  summer.  A  picture  presented  showed  the  man's 
appearance  ten  years  ago — at  the  beginning  of  the  condition — and  another 
showed  the  condition  in  August,  1916,  at  the  end;  and  still  another 
showed  the  condition  after  operation.  Dr.  Kernan  also  presented  a  speci- 
men of  the  tissue  removed  from  the  nose. 

The  operation  consisted  of  making  an  incision  entirely  about  the  growth, 
taking  care  to  go  through  the  skin  so  as  to  reacli  the  full  depth  of  the 
pathological  tissue.  The  whole  was  then  skinned  off  and  the  whole  area 
gvafted  with  Thiersch  grafts.     The  wound  healed   up  very  nicely. 

DISCUSSIOX. 

Dit.  McCoy  told  of  a  similar  case  seen  a  couple  of  years  ago,  but  this 
patient  did  not  return  for  exhibition.  He  had  a  very  extensive  growth 
ui)  to  the  side  of  the  cheek  on  both  sides.  The  dissection  was  made  from 
one  side  and  the  graft  from  the  arm  put  on.  A  week  later  the  other  side 
was  treated  similarly.     The  result  was  exceedingly  good. 

Osteoma  of  the  Ethmoid.      Di;.  Coiiiv. 

This  patient  had  presented  herself  at  the  Clinic  two  days  previously 
and  many  of  those  present  had  seen  her.  The  growth,  as  could  be  seen, 
is  very  hard  and  encroaches  upon  the  orbit;  it  can  also  be  seen  in  the 
nostril,  where  it  is  equally  hard.  The  patient  had  been  examined  a  great 
deal  during  the  day,  both  in  the  eye  and  throat  departments  and  though 
she  said  that  she  felt  sick  from  so  much  handling,  she  consented  to 
come  to  the  meeting.  Dr.  Coffin  requested  that  curiosity  to  palpate  be 
omitted  as  much  as  possible.  Dr.  Coffin  showed  x-rays  plates  of  the  case 
and  described  the  findings.  They  showed  a  bony  growth  about  the  size 
of  a  hen's  egg,  growing  from  the  horizontal  plate  of  the  frontal  bon(\ 
involving  the  orbit,  ethmoids  and  nasal  chamber  of  the  left  side.  The 
patient  first  noticed  the  growth  about  eight  years  ago.  It  started  as  a 
small,  hard  lump  just  below  the  ridge  of  the  eyebrow  and  grew  slowly 
until  the  last  two  years.  She  has  good  vision,  but  some  vertical  head- 
ache. A  friend  of  the  patient  had  stated  that  at  one  time,  previous  to 
the  appearance  of  the  growth,  she  was  hit  over  the  eye  by  a  fist. 

Discrssiox. 

Dr.  M(C()v  said  that  he  had  seen  a  somewhat  similar  case  about  a  year 
ago.  The  question  in  his  mind  arises  whether  this  is  an  osteoma  or  an 
osteosarcoma.  In  a  case  that  he  had  seen  a  year  ago  the  growth  was  in 
the  same  position,  but  as  he*  remembered  it,  it  was  not  so  slow  a  growth. 
The  diagnosis  of  sarcoma  was  verified  at  operation  later.  It  might  be 
well  before  operation  to  take  a  section  with  that  idea  in  view. 

Dh.  Coffix  replying  to  Dr.  IMcCoy's  suggestion  about  taking  a  section 
before  operation  said  that  it  would  not  make  any  difference,  as  he  would 
operate  in  this  particular  case  anyway. 

Foreign  Body  Removed  from  the  Bronchus  of  a  Child.      Dit.  McCoy. 

The  patient  came  with  a  history  of  having  been  chewing  some  peanuts 
four  weeks  previously,  and  suddenly  inhaled  some  of  the  material  and 
since  that  time  had  had  a  constant  cough.  The  child  had  been  first 
taken  to  an  osteopath,  who  rubl)ed  the  chest  for  four  wrecks,  but  as  they 
could   not  see   that>  the  child   was  getting  any  better,   the  patient   was 
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brousht  to  Dr.  McCoy.  Under  ether  examination,  tiie  i)eaniit  could  be 
l)lainl.v  seen.  A  very  thin  pair  of  forceps  was  then  obtained  and  the 
peanut  was  removed.  The  peanut  had  swollen  so  that  while  it  went 
through  the  chink  of  the  glottis  there  was  difficulty  in  getting  it  out. 
While  it  could  get  through  in  the  first  instance,  after  being  bathed  in 
secretions  for  four  weeks  it  became  swollen.  The  child  was  suspended, 
and  then  with  Jackson's  thin  forceps  the  foreign  body  was  grasped  and 
brought  up  to  the  chink,  but  it  would  not  come  out.  The  tube  was  then 
taken  out,  and  the  child  inhaled  the  peanut  again.  It  was  again  brought 
up  to  the  cord,  only  to  have  the  same  thing  happen  once  more.  The 
third  time  the  tube  was  removed  quickly  and  with  a  hook  the  peanut  was 
held,  while  with  another  hook  it  was  delivered  through  the  vocal  cords. 
It  was  feared  that  it  would  break  up,  but  it  came  out  very  nicely.  The 
child  had  no  reaction,  went  home  the  next  day,  and  has  since  been 
perfectly  normal. 

DISCUSSION. 

Du.  Impei!.\T()I!i  said  tiu.t  tliis  was  rather  an  unusual  case;  for  a  peanut 
is  considered  one  of  the  most  dangerous  tyi)es  of  foreign  bodies  one  has 
to  deal  with.  It  was  unusual,  in  that  it  had  remained  in  the  bronchus 
or  trachea  over  a  month  and  had  apparently  produced  no  irritation.  He 
knew  of  three  cases  of  unremoved  peanuts  that  had  caused  death  within 
five  days  after*  their  entrance  into  the  tracheobronchial  tree. 

Another  interesting  experience  was  the  case  that  stimulated  the  work 
ho  had  presented  before  the  American  Laryngological,  Rhinological  and 
Otological  Association  last  May. 

One  was  tempted  to  use  too  large  a  bronchoscope  and  when  placed  in 
the  bronchus  and  pushed  down  a  dilating  effect  is  produced.  As  a  rule, 
when  this  dilating  effect  of  the  bronchoscope  is  produced  in  the  human, 
we  are  made  aware  of  this  effect  by  the  individual,  even  when  under  an 
anesthetic,  either  breathing  more  rapidly  or  taking  deeper  inspirations. 
In  animals  the  effect  of  pushing  a  brbnchoscope  into  the  smaller  bronchi 
is  to  immediately  show  inhibitory  influences  in  the  carotid  tracings. 
These  vagal  beats,  as  shown  in  the  tracings,  are  manifested  as  soon  as 
the  bronchoscope  touches  the  carina  trachea.  When  the  smaller  bronchi 
are  dilated  they  are  very  pronounced. 

It  may  be  possible,  that  some  of  the  fatal  cases  during  bronchoscopy 
are  due  to  cardio-respiratory  inhibition,  to  traumatism,  acute  pneumo- 
thorax or  plueral  shock. 

Du.  C.VRTEU  asked  how  Dr.  :\lcCoy  managed  to  handle  the  peanut  so 
delicately  as  not  to  break  it. 

Dr.  McCoy  said  that  he  did  not  know  whether  the  peanut  that  had 
been  swallowed  was  raw  or  roasted,  and  he  had  expected  to  have  a  gi-eat 
deal  of  difficulty.  When  he  put  the  hook  below  to  get  it  up  to  the  glottis 
a  small  piece  broke  off,  which  he  was  able  to  get  out  with  the  suction 
tube.  Why  it  did  not  break  more,  he  could  not  say,  excepting  that  it 
was  manipulated  Avith  great  care  and  delicacy.  Jackson's  forceps,  as  all 
knew,  was  very  thin,  almost  like  a  wire,  and  has  two  very  fine  prongs, 
and  if  the  foreign  body  is  caught  delicately  with  them  it  ean  be  pulled 
along  with  little  trouble.     While  the  specimen  did  ncrt  h>ok  very  much 
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like  a  peanut,  it  could  be  nothing  else.  It  was  certainly  a  very  interesting 
piece  of  work  to  get  it  up  and  get  it  out. 

Di:.  Wilson  asked  if  it  was  luir  T.ossible  to  get  the  peanut  out  with  the 
suction  apparatus. 

Di;.  McCoy  replied  in  the  negative. 

Dii.  FoiiUKs  said  that  the  most  interesting  point  was  the  method  of 
removing  the  object,  which  was  that  of  combined  suspension  and  broncho- 
scopy. The  second  point  was  the  length  of  time  during  which  the  peanut 
had  been  in  the  bronchus,  and  its  comparative  non-friabilit}'.  The  third 
point,  which  he  could  not  quite  uliderstand  was  why,  even  with  the  most 
delicate  forceps  and  careful  manipulation  in  bringing  it  up,  it  was  not 
liroken.  In  an  another,  recent  case,  only  a  few  days  before,  where  the 
peanut  had  been  in  the  bronchus  only  three  days,  it  broke  into  a  number 
of  pieces  and  most  of  it  was  removed  by  suction,  some  by  the  forceps. 
Dr.  Jackson  claims  that  with  the  suspension  apparatus  and  the  broncho- 
scope it  is  impossible  to  move  the  neck  at  the  right  angle  to  look  down 
into  the  smaller  bronchi,  in  fact  an  object  of  this  size  could  hardly  have 
lieen  very  far  down  in  the  bronchus  with  a  child  of  four  years  old.  If  it 
had  been  in  the  main  bronchus,  it  would  have  been  easy  to  see  it  with 
combined  suspension  and  bronchoscopy;  but  otherwise,  Dr.  Forbes  said 
he  did  not  see  how  the  angulation  could  have  been  such  that  Dr.  McCoy 
touched  it.     It  would  be  interesting  to  know*  the  size  of  the  tube  used. 

Drs.  McCoy  replied  that  he  had  used  the  4  tube  the  first  time,  and  the 
')  tube  tl\e  second  time. 

Two  Cases  of  Foreign  Body  Removed  from  the  Esophagus.     Presented  by 
I)i:.  Pii.vTi  for  I)i:.  Coaki.ky. 

1.     Tooth   Plate  Removed  from  the   Esophagus. 

Tlie  specimen  consists  of  a  solid  rubber  plate  with  three  teeth  on  it, 
and  also  a  wire  ring  attached  to  the  plate  for  the  purpose  of  fastening  it 
to  the  teeth.  ■   ' 

The  patient,  a  woman  thirty-four  years  old,  came  into  Bellevue  Hospital 
on  .lanuary  12,  and  gave  the  history  that  four  and  one-half  hours  earlier, 
while  eating,  the  plate  became  detached  and  she  accidently  swallowed  it. 
She  was  rather  excited  and  hysterical,  but  seemed  more  concerned  by 
the  fact  that  she  did  not  have  money  enough  to  purchase  another  plate 
than  that  the  plate  was  in  her  esophagus.  She  was  at  once  sent  for  a 
radiograph  and  through  some  mistake  was  given  a  Bismuth  meal.  When 
we  were  ready  to  examine  the  patient  the  radiographer  reported  that 
there  was  no  foreign  body  to  be  seen  in  the  plates,  but  that  the  entire 
esophagus  was  beautifully  outlined  with  bismuth.  She  was  then  fluoro- 
scoped  and  the  plate  very  plainl-y  seen  lying  almost  transversely  across 
the  esophagus,  just  below  the  cricoid.  She  was  then  radiographed  a 
second  time,  the  bismuth  having,  been  absorbed  by  this  time.  (The  plates 
were  shown.) 

Chloroform  anesthesia  was  given  and  a  Mosher  No.  9  esophagoscope 
was  passed.  The  object  was  seen  about  eleven  inches  from  the  gums, 
lying  almost  transversely  with  only  the  three  teeth  presenting.  An 
attempt  was  made  to  grasp  it  with  the  alligator  forceps,  but  owing  to  the 
thickness  of  the  plate  this  could  not  be  done.     A  blunt  hook  was  then 


528  SOCIKTY    PROCEKDINGS. 

j)assed  down  to  the  left  and  the  pkile  gradually  turned  until  the  wire  ring 
presented.     This  was  seized  and  tiie  i)late  easily  withdrawn. 

2.     Chicken  Bone   Removed  from  the  Esophagus. 

Tliis  i)atient  came  in  tiu-  I'ollowing  day.  lie  is  a  man  fifty-four  years 
old  who,  twenty  hours  hefoie  operation,  while  eating  chicken  soup, 
swallowed  a  hone,  lie  was  admitted  on  a  Saturday  night  and  no  radio- 
grai)h  could  be  obtained.  A  iMosher  IM-inch  tube  was  passed  and  the 
bone  seen  about  tliirteen  inches  from  the  teeth,  it  was  nearly  square  In 
shape,  sharply  pointed  on  three  corners  and  somewhat  rounded  on  the 
other.  It  was  very  tiimly  wedged  in  place  and  required  a  considerable 
amount  of  manipulation  to  remove  it.  Xo  anesthesia  was  used,  except 
a  four  per  cent  cocain  sprayed  into  the  thioat. 

nis(  I'ssioN. 

Di!.  McCoy  said  that  these  were  very  interesting  eases  and  asked  if 
there  was  an   inflammatory  reaction  in  either  ease. 

Dr.  PitATT  replied  in  the  negative,  staling  that  both  were  very  recent 
cases,  one  of  only  four,  and  the  other  of  twenty  hours  standing.  In  the 
second  case  the  man  first  went  to  his  family  physician,  complaining  at 
that  time  of  pain  in  the  region  of  the  cricoid.  The  family  physician 
jiassed  a  stomach  tube,  after  which  the  ])atient  complained  of  the  i)ain 
in  the  mid-sternal  region. 

Di!.  McCoy  said  that  he  had  had  a  case  a  month  ago  in  which  the 
patient  gave  a  history  of  eating  chicken  fricassee  and  swallowing  a  piece 
of  bone,  which  gave  pain  in  the  esophagus,  and  after  twenty-four  hours 
she  could  not  swallow  food  or  even  drink  water.  She  carried  it  around 
for  three  days,  and  was  finally  sent  to  him.  On  passing  the  esophago- 
scope  it  went  to  the  level  of  the  sternum  and  there  encountered  an  ob- 
struction. The  whole  of  the  esophagus  was  much  inflamed  and  on  reach- 
ing the  point  where  the  bone  had  stuck,  a  half  dram  of  pus  was  dis- 
cliarged.  The  foreign  body  had  become  jammed  in  and  formed  a 
localized  abscess  which  had  closed  over  the  esophagus  entirely.  After 
emptying  out  the  pus,  a  chicken  bone  %x%  of  an  inch  was  found,  and 
removed.    The  patient  went  home  all  right. 

Dr.  Ijiperatori  said  that  last  year  he  saw  a  case  similar  to  that  of  the 
tooth-plate  case  of  Dr.  Coakley's  presented  by  Dr.  Pratt. 

The  patient,  a  foreigner,  had  swallowed  a  tooth-plate  some  forty-eight 
hours  previously.  The  family  physician  made  an  attempt  to  dislodge  the 
foreign  body  by  the  use  of  the  umbrella  probang,  but  this  procedure  was 
unsuccessful. 

Using  the  Bruenings  tube,  a  foreign  body  was  localized  26  cm.  from 
the  teeth.  An  attempt  was  made  to  rotate  the  i)late,  using  the  Jackson 
rotating  forceps  and  the  :\Iosher  esophagoscope.  The  plate  was  so  fixed 
in  the  tissue  of  the  e.soi)hagus,  that  it  was  considered  a  dangerous  pro- 
cedure. 

Finally  with  a  strong  cutter,  the  plate  was  broken  in  three  pieces  and 
these  were  removed  very  easily. 

The  only  thing  to  be  regretted  was  that  the  i)atient  insisted  on  keeping 
the  fragments,  and  so  the  specimen  was  lost.  This  case  was  done  under 
local  anesthesia. 
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Meeting  of  February  6,  1917. 

Extra-dural  Abscess  of  the  Anterior  Inferior  Part  of  the  Middle  Fossa  Sec- 
ondary to  a  Simple  Mastoid  Operation. 

Dr.  J.  Clareiue  Keeler  i)resented  the  notes  on  a  ease,  Charles  M.,  age  24, 
single,  who  on  .January  1,  1914,  following  exposure,  developed  coryza  and 
right  earache.  Pain  was  relieved  on  the  fourth  day  by  spontaneous  rup- 
ture of  the  drum,  followed  by  a  blood-streaked  discharge. 

When  seen  twelve  days  later,  the  right  ear  protruded.  The  mastoid  was 
red,  swollen,  edematous  and  very  tender.  There  was  profuse  aural  dis- 
charge. There  was  drooping  of  the  superior  and  posterior  wall.  The 
mastoid  was  opened  and  pus  found  throughout.  The  cells  were  exenter- 
ated,  free  drainage  established  and  the  wound  closed  in  the  usual  manner. 
An  apparently  uninterrupted  recovery  followed  and  the  patient  was  dis- 
charged during  the  third  week. 

Four  weeks  later  he  was  readmitted  to  the  hospital  with  swelling  over 
the  right  mastoid  extending  over  the  temporal  region  and  face.  There  was 
edema  of  the  lids  i^artly  closing  tlie  eye.  Temperature,  102;  pulse,  110; 
respirations,  27. 

The  mastoid  was  reopened.  The  incision  was  continued  to  the  front  of 
the  ear  along  the  zygomatic  bar  near  to  the  outer  angle  of  the  lids.  The 
zygomatic  cells  were  unusually  large  and  filled  with  pus.  A  large  abscess 
was  found  in  the  temporal  and  zygomatic  fossae  which  had  eroded  through 
the  cranium  and  exposed  the  dura  of  the  anterior  part  of  the  middle  fossa 
protected  by  granulations.  The  pus  was  evacuated,  drainage  instituted 
and  the  wound  closed.  A  rapid  and  uneventful  recovery  followed.  Culture 
showed  the  pus  to  be  pneumococcic. 

Septic  Thrombosis  of  the  Mastoid  Emissary  Vein  Secondary  to  Simple 
Mastoid  and   Metastatic  Abscess. 

Dr.  J.  Clarence  Keeler  presented  the  notes  on  Miss  Lena  K.,  age  21,  who 
in  December,  1915,  developed  severe  pain  of  sudden  onset  in  the  left  ear. 
The  tympanic  membrane  was  red  and  bulging.  After  free  incision  of  the 
drum  under  local  anesthesia,  a  mixture  of  blood  and  pus  was  extracted  by 
suction.  The  discharge  continued.  The  pain  increased.  A  simple  mastoid 
operation  was  performed,  revealing  large  cells  over  a  wide  area,  so  exten- 
sively necrosed  and  pus-filled  as  to  necessitate  a  transverse,  incision.  The 
emissary  vein  was  exposed  near  its  junction  with  the  lateral  sinus. 

On  the  second  day  after  operation  there  was  a  slight  chill  with  rise  of 
temperature  to  102.4.  A  cellulitis  developed  on  the  same  side  of  the  face. 
There  were  more  chills  and  a  temperature  of  10.5.4.  Leucocytes,  20,000; 
polynuclear,  75  per  cent.  The  pus  culture  showed  streptococci.  A  meta- 
static involvement  of  the  right  should  and  elbow  developed. 

The  w^ound  was  reopened.  The  siaius  appeared  uninvolved.  The  emis- 
sary vein  was  found  thrombosed.  It  was  ligated  and  resected,  the  sinus 
was  opened  to  encourage  free  bleeding.  The  wound  was  closed  l)y  iiack- 
ing.     The  patient  proceeded  to  a  rapid  recovery. 

Profiting  by  the  observation  in  this  case,  he  has  since  ligated  the  emis- 
sary veins  in  a  case  of  acute  bilateral  mastoiditis,  where  they  were  ex- 
posed to  trauma. 

The  location  of  the  emissary  vein  renders  it  more  susceptible  to  injury 
in  extensive  mastoid  necrosis,  and  a  more  common  focus  of  infection  than 
has  generally  been  supposed. 
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Why    the    End-Results    of    Some    of    Submucous    Resections    are    Unsatis- 
factory. 
(To   be  puhlislKd    ill   (I   suhHcqnrnt    issue   oj  Tjik   Lai!y.\(;()S((»im;J 

Dr.  Louis  C.  Vattier  stated  that  submucous  resections  have  in  many 
cases  failed  to  relieve  the  symptoms,  because  the  greater  portion  of  the 
bony  septum  or  perpendicular  plate  of  the  ethmoid  has  not  been  removed 
by  the  operator,  thus  leaving  the  area  designated  by  Ballenger  "the  viciou.s 
circle,"  unrelieved  of  obstruction  to  its  drainage  and  aeration.  In  these 
cases  the  secondary  operation  is  made  through  a  high  "T"-shaped  incision, 
the  procedure  lieing  otherwise  similar  to  tliat  used  in  a  primary  operation. 

In  the  di.scussion  following.  Dr.  Robert  Ridpath  called  attention  to  the 
necessity  of  removing  the  ridge  of  the  vomer,  for  which  he  uses  a  Ilajek 
chisel. 

Dr.  George  Mackenzie  called  attention  to  the  necessity  of  seeing  that  the 
vestibules  are  not  obstructed  by  the  mali)osition  of  the  semilunar  car- 
tilage. 

Epistaxis. 

Dr.  Charles  F.  Adams  reviewed  the  common  causes  of  nasal  hemorrhage 
and  enumerated  the  various  general  and  local  measures  employed  in  its 
control.  Among  the  former  were  mentioned  emetine,  coagulose  and 
pituitrin  hyuodermically. 

As  a  local  measure  the  use  of  the  Bernay  splint  was  preferred  to  gauze 
pacldng.  Ligation  suture  was  recommendcnl  for  bleeding  from  the  anterior 
portion  of  the  septum. 

Dr.  Hoyt  called  attention  to  the  use  of  andrenalin  brushed  on  the  sep- 
tum as  a  means  of  locating  the  source  of  the  hemorrliage.  The  bleeding 
lioint  will  stand  out  as  a  brilliant  red  point  on  the  blanched  mucosa. 

Spinal  Therapy  as  Applied  to  Diseases  of  the  Nose,  Throat  and  Ear. 

Dr.  Lawrc^nce  Simcox  endeavored  to  show  the  advantages  of  vertebral 
adjustments  (Spondylo-therapy ),  as  an  adjunct  to  the  local  treatment  of 
nose,  throat  and  ear  conditions.  He  states  that  diseases  of  these  organs 
are  associated  with  sul)lu.\ations  of  certain  cervical  vertebrae,  viz.:  middk- 
ear  disease  with  that  of  the  fourth  cervical,  internal  ear  with  the  axis 
or  atlas,  eye  conditions  with  the  third  cervical,  laryngeal  conditions  with 
the  sixth  cervical,  pi.aryngeal  <onditions  with  the  lower  cervical  and  mid- 
dorsal  vertebrae. 

The  theory  is  that  displacements  cause  pressure  on  trophic  nerve  fibers, 
supplying  the  organs.  These  fibers  make  their  exit  at  the  intervertebral 
foi'aminae. 

He  claims  that  the  reduction  of  these  subluxations  has  a  favorable  in- 
fluence on  the  diseases  in  question,  claiming  to  have  brought  about  cures 
in  a  numer  of  cited  cases.  He  depends  upon  palpation  for  the  diagnosis 
of  the  subluxation.  He  urges  physicians  to  familiarize  themselves  with 
the  teachings  so  that  any  of  its  possible  advantages  may  be  utilized  in 
conjunction  with  such  skillful  medical  measures  as  may  be  indicated.  This 
is  preferable  to  having  the  method  exploited  as  a  panacea  by  irregular 
pi-actitioners. 

Dr.  .T.  Solis  Cohen  stated  there  nuiy  be  a  lymph  stasis  at  these  openings 
which  manipulation  disi)erses. 

SinxEY  L.  Or.suo,  Reporter. 


OBITUARY  NOTICE. 

PROFESSOR  FERDINANDO  MASSEI.  NAPLES,  ITALY. 

Born,    July    25,    1847. 
Died,   March   T,   T.»17. 

In  the  death  of  Massei  of  Naples,  Italian  Laryngology  has  lost  its 
doyen  and  all  who  knew  him  have  lost  a  dear  and  charming  friend. 
For  some  of  the  following  notes  of  his  career  we  are  indebted  to  a 
notice  by  Dr.  Grazzi,  in  the  Bollettino  delle  Malattie  dcll'Orecchio, 
etc. 

Ferdinando  Massei  came  of  a  good  family  in  Naples,  where  he 
was  born,  studied  and  qualified.  In  the  year  1S(JS  he  started  a 
IVanderjalir  through  Europe  and  was  much  impressed  with  the 
imjtortance  of  laryngology,  which  was  then  in  its  infancy.  He  de- 
cided to  dcN'ote  himself  to  it  and  therefore  followed  the  clinics  of 
IMandl  and  \\'aldenburg  in  Germany;  Fauvel  in  Paris,  and  Morel! 
Mackenzie  in  London.  Returning  to  Naples  at  the  end  of  18G!J,  he 
started  practicing  in  the  specialty  he  had  selected,  opening  a  free 
dispensary  for  diseases  of  the  nose  and  throat,  and  he  soon  attracted 
numerous  doctors  and  students.  A  few  years  later  the  University 
recognized  his  course  of  lectures.  In  1882  he  was  made  Liber 
Docent,  and  from  that  year  until  the  day  of  his  death  at  the  age  of 
70  he  taught  regularly.  In  a  letter  in  February  last,  he  laments  that 
his  clinic  was  so  crowded.    He  was  made  Professor  in  1902. 

After  the  death  of  Prof.  CozzoHno  the  chairs  of  Otology  and 
Laryngology  were  united  and  at  my  last  visit  to  Naples,  a  few  years 
ago,  I  found  IMassei  very  satisfied  in  having,  at  last,  a  well-equipped 
clinic. 

Massei  was  a  hard  worker  and  a  ready  writer.  He  himself 
founded  the  Archhii  Italiani  di  L'aringologia  in  the  year  1880,  and 
remained  its  director  up  to  the  last.  We  have  frequently  made 
abstracts  from  it  in  these  pages.  Besides,  he  must  have  himself 
written  more  than  two  hundred  articles,  and  amongst  them  we  re- 
call the  following :  Peri-tracheal  Abscess  in  Children ;  Laryngeal 
Complications  of  Carcinoma  of  the  Skin;  Congenital  Laryngeal 
Stridor ;  Erysipelas  of  the  Larynx ;  Treatment  of  Laryngeal  Papil- 
lomata  per  v'las  nafurales;  and  Anesthesia  of  the  Larynx  in  Recur- 
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rent  Paralysis.  He  w  rule  a  treatise  on  "Diseases  of  the  Xose  and 
Throat,"  which  was  translated  into  German,  Spanish  and  Russian, 
and  is  still  well  worth  studying.  He  was  justly  proud  of  his  statis- 
tics of  laryngeal  tumors  for  he  doubtless  had  a  larger  clinical  ex- 
perience of  these  than  any  other  laryngologist  in  Europe. 

He  held  numerous  hospital  appointments  in  Naples.  He  was 
Superintendent  of  the  Diphtheria  Hospital  where  he  was  one  of  the 
hrst  to  employ  intubation.  Indeed,  he  was  Honorary  Consulting 
I^aryngologist  to  nearly  all  the  hospital  of  Xaples  and  his  services 
were  not  m.erely  honorary,  as  he  was  always  ready  to  give  practical 
help  at  almost  any  hour. 

It  is  not  necessary  here  to  enumerate  all  the  learned  societies  of 
which  he  was  a  member,  but  it  might  be  recalled  that  he  was  one  of 
the  founders,  and  later  president  of  the  Societa  Italiana  di  Larin- 
gologia;  Honorary  Fellow  of  the  old  Laryngological  Society  of 
London,  and  that  he  was  the  sole  rejjresentative  of  Italy  amongst  the 
select  ten  honorary  fellows  of  the  American  Laryngological  Asso- 
ciation. 

As  he  "arri\cd"  early,  was  a  leader  of  Italian  Laryngology  and 
inhabited  the  largest  city  in  the  Peninsula,  it  is  not  surprising  that  he 
had  a  very  large  practice.  r>ut  he  was  a  generous  man  and  was 
never  happier  than  when  helping  the  poor.  The  commercial  side 
of  the  profession  was  his  last  thought  and  he  was  fond  of  saying 
that  the  consciousness  of  work  well  done  was  our  best  reward  and 
that  money  was  only  a  means  for  living. 

Massei  was  not   only  energetic   and  learned,   but  his  mind  was 
nimble  and  he  had  a  ready  flow  of  well-chosen  words.     Hence,  he 
was  always  welcome  at  scientific  gatherings  and  many  of  us  had 
the  pleasure  of  meeting  him  at  the  Inlernatiunal  Medical  Congress 
in  Rome  or  the  (3tological  Congress  in  Florence.    At  these  congresses 
he  was  the  more  welcome  as  he  was  generally  accom^janied  by  his 
charming  wife,  who  possessed  so  much  of  the  well-known  fascina- 
tion of  her  country-women  that  whenever  I  met  her  I  was  reminded 
of  the  poet  who  described  the  daughters  of  that  sunny  land  as  having 
"Gli  occhi  stellanti  e  le  serene  ciglia 
La  bella  bocca  angelica,  di  perle 
Piena,  e  di  rose  e  di  dolce  parole." 

As  Dr.  Grazzi  writes,  Massei  cannot  easily  be  replaced  ;  he  was 
a  genius  in  his  own  line  and  he  passes  away  amidst  the  admiration 
and  regret  of  all  his  colleagues.  AVe  venture  to  transmit  the  sym- 
pathy of  his  colleagues  in  this  country  to  his  family  and  to  his  son, 
Professor  Rafi'aello  \'itto  Massei.  St.Cl.mk  Thomson. 
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THE  TECHNIC  OF  SUSPENSION  IN  BRONCHOSCOPY 
AND  ESOPHAQOSCOPY.* 

Dr.  Robert  Clyde  Uvxch,  Xew  Orleans,  La. 

In  my  earlier  writings  and  correspondence  with  my  colleagues,  I 
have  stated  that  the  use  of  suspension  was  not  an  essential  in 
bronchoscopy  or  esophagoscopy.  I  am  still  of  this  opinion  as  regards 
adult  subjects,  where  the  reason  for  the  use  of  the  tubes  is  not  a 
foreign  body  impacted  in  the  Iar}-nx  or  just  behind  the  cricoid  in  the 
esophagus.  In  these  instances,  suspension  will  facihtate 
the  removal  of  such  a  foreign  body  better  than  the  spatula 
or  the  tubes  alone.  But  in  children  and  infants,  I  have  been  using 
the  suspension  for  the  purpose  of  the  introduction  and  manipulation 
of  the  tubes  with  such  satisfaction  that  I  feel  now  that  it  is  be- 
coming a  very  essential  factor  in  this  class  of  work. 

Firstly,  infants  and  young  children  are  the  most  ideal  subjects 
for  suspension  because  of  their  natural  muscular  undevelopment, 
their  flexible  necks  and  because  of  the  short  distance  from  the  upper 
teeth  to  the  larynx. 

Secondly,  it  is  in  infants  and  young  children  that  the  greater  per- 
centage of  our  foreign  body  cases  occur  and  it  is  in  these  also  that 
we  fear  most  the  reactive  inflammations  and  swellings  due  to  our 
manipulations. 

*Read  at  the  Seventh  Annual  Ses.«ion  of  the  Clinical  Congress  of  Sur- 
geons,  Philadelphia,   October   25,    1916. 
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It  is  your  experience  on  occasions,  as  it  has  been  mine,  to  remove 
the  foreign  body  successfully  with  the  bronchoscope,  only  to  be 
called  again  to  relieve  the  subglottic  edema  by  a  tracheotomy,  a  most 
disheartening  circumstance. 

It  is  the  opinion  of  the  continental  Europeans  that  peroral  endo- 
scopy is  not  practical  in  infants  and  young  children  up  to  four 
years  of  age  and  that  tracheotomy  should  be  done  in  these  cases. 
One  has  but  to  see  Jackson  at  work  or  to  read  the  American  liter- 


Fig.  1. 

infants. 


New   position    for    introduction   of   bronchoscopy   in    children    and 


ature  to  be  convinced  to  the  contrary,  that  peroral  endoscopy  is  the 
procedure  of  election  in  infants  and  young  children,  providing  one 
has  developed  that  technique  which  will  permit  the  passing  of  the 
tube  through  the  glottis  with  the  least  amount  of  traumatism,  and 
suspension  aids  this  to  the  greatest  degree. 

I  also  agree  most  heartily  with  Jackson  in  his  postulate :  no  an- 
esthesia in  young  children  and  never  in  infants.     If  there  is  one  real 
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contraindication  to  general  anesthesia,  it  would  be  in  the  case  of  a 
baby  with  insufflated  foreign  body  which  is  producing  some  dyspnea. 
For  bronchoscopy  in  infants  and  young  children,  the  head  of  the 
table  is  not  dropped  as  for  the  regular  technique,  it  being  more  con- 
venient to  have  the  table  flat.  Just  sufficient  extension  by  moving 
the  horizontal  crane  outwards  is  made  to  bring  the  posterior  twor 
thirds  of  the  larynx  into  view ;  then  the  neck  is  straightened  by  the 


Fig.   2.      Introduction    of    broncho-scope    under   direct   view,    protecting   all 
parts   from   traumatism. 


elevation  of  the  traveling  crane  and  we  have  the  posterior  two-thirds 
of  the  larv^nx  well  in  view,  in  many  instances  with  the  child's  head 
hardly  elevated  from  the  table. 

The  child  patient  is  prepared  by  being  wrapped  firmly  in  a  sheet 
and  the  crane  so  adjusted  that  we  may  procure  flexion  of  the  head 
rather  than  extension,  for  you  will  remember  that  we  are  not  anx- 
ious to  see  the  anterior  commissure  now,  but  to  gain  sufficient  room 
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for  the  passage  of  the  tube.  One  can  use  a  short  sfjatula  and  follow 
along  the  base  of  the  tongue  using  the  tube  to  elevate  the  epiglottis, 
though  I  much  prefer  to  so  introduce  the  spatula  that  it  picks  up  the 
laryngeal  face  of  the  epiglottis  and  brings  into  view  the  interior  of 
the  larynx.  A  solution  of  five  per  cent  cocain  is  now  applied  to  the 
upper  part  of  the  larynx  only,  being  sure  that  the  trachea  receives 
none  of  the  anesthetic  fluid  on  account  of  the  possibilities  of  dimin- 


Fig.   3.     Bronchoscope    In    right    bronchus    showing    slight    difference    in 
plane  scope  and   instrument. 


ishing  the  cough  reflex,  nature's  only  method  of  ridding  the  bron- 
chial tree  of  excessive  secretions.  The  surface  of  the  larynx  and 
vocal  cords  are  next  covered  with  sterile  vaseline,  to  permit  the  easy 
passage  of  the  tube. 

With  the  lar\-nx  thus  before  you,  prepared  in  a  surgical  way  for 
the  passage  of  a  tube  or  any  other  instrument,  it  is  an  easy  matter 
to  slip  the  bronchoscope  or  esophagoscope  into  their  respective 
openings  without,  in  the  least  manner,  traumatizing  the  part. 
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Tn  infants  and  young  children,  one  will  usually  inspect  the  parts 
first  and  in  some  instances  remove  the  foreign  body  without  other 
aid.     May  I  report  briefly  the  two  following  cases  to  illustrate? 

Case  I.  Baby,  fourteen  months  old,  undersized,  under  weight, 
somewhat  pale,  no  dyspnea,  but  typical  foreign  body  cough.  History 
of  insufflation  of  watermelon  seed  four  weeks  ago.  Three  previous 
attempts  were  made  at  removal  by  men  in  an  adjoining  State.   The 


Fig.   4.     Bronchoscope    in   right   bronchus;   applicator    in   esophagus. 


child  was  suspended ;  the  seed  -was  seen  to  be  loose  in  the  trachea, 
elevators  were  slipped  in  between  the  cords  to  separate  them  and 
the  child  made  to  cough,  when  the  seed  flew  out  of  the  mouth.  In 
this  instance  no  tube  or  other  instrument  entered  below  the  cords. 
The  child  was  so  well  it  was  returned  home  the  same  night. 

Case  2.  Baby,  eleven  months  old.  Insufflated  particles  of  pea- 
nut ;  suspension.  Cords  separated ;  mass  could  be  seen  in  right 
bronchus,  using  ordinary  head  mirror  with  100  watt  nitrogen  lamp 
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for  illumination.  Forceps  were  passed  down  the  trachea  and  a 
large  peanut  mass  removed.  Several  smaller  pieces  were  seen  on 
the  tracheal  wall  and  deep  in  the  right  bronchus.  Those  on  the 
tracheal  wall  were  removed  with  the  suction  tube  and  that  deep  in 
the  bronchus,  in  the  same  manner  l)ut  through  a  bronchoscope. 

These  will  serve  to  indicate  that  suspension  has  rather  a  special 
field  of  its  own  in  foreign  body  removals  in  infants  and  young  chil- 


Fig.   5.     DismantUng    hook, 
left  tooth  plate. 


Later    tilted    to    patient's    right    to    remove 


dren  and  would  precede  the  use  of  the  tubes  which  again  is  in  the 
natural  order  of  application. 

The  selection  and  passage  of  the  bronchoscope  is  the  next  step. 
One  has  his  special  preferences  in  the  matter  of  bronchoscopes,  my 
preference  being  for  the  Killian  baby  set.  which  to  me  have  these 
advantages :  They  are  equipped  with  a  hollow,  smooth  manderin,  the 
blunt,  round  surface  of  which  will  produce  no  traumatism  at  all. 
Tliev  give  the  largest  working  lumen  and  can  be  illuminated  with  a 
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Briinnings  handle,  a  Keirstein  lamp  or,  as  I  frequently  do,  I  use  an 
ordinary  head  mirror  with  the  strong  nitrogen  lamp.  Grease  the 
tube  well,  grease  the  larynx  and  cords  well,  separate  the  cords  by 
the  use  of  an  elevator  or  retractor  and  pass  the  tube  into  the  trachea 
under  direct  vision  without  its  coming  into  contact  with  the  sub- 
glottic space.  Once  the  tube  is  passed  the  vocal  cords,  the  manderin 
is  removed  to  establish  respiration  through  the  tube,  then  we  may 
proceed  along  two  general  plans.  If  it  is  probable  that  the  tube  will 
have  to  be  removed  and  be  reintroduced,  as  in  the  case  of  multiple 
foreign  bodies,  it  will  be  best  to  continue  the  patient  in  suspension. 


Fig-.   6.     Hook    tilted    to    left    to    remove    right    tooth    plate. 


By  guiding  the  bronchoscope  through  the  lumen,  one  will  find  that  it 
is  necessary  to  flex  the  head,  which  can  be  done  by  the  horizontal 
movement  of  the  crane  and  the  worm  gear  joint;  one  is  free  to 
move  the  scope  laterally  because  of  the  extra  width  of  the  pear- 
shaped  ring.  It  might  be  said  that  the  distal  end  of  the  tube  may 
be  raised  or  lo\\  ered  by  the  vertical  movement  of  the  crane.  It  gives 
one  the  impression  of  adjusting  a  cannon  for  fire  ;  one  sights  through 
the  tube  to  the  normal  lumen  and  path  of  the  bronchus  and  by 
moving  the  traveling  crane  in  its  various  directions  he  so  aims  the 
tube  as  to  permit  its  accurate  passage  through  the  bronchus. 
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It  might  he  said  that  with  the  child  firmly  fixed  upon  the  suspen- 
sion apparatus,  it  is  much  less  likely  to  wriggle  loose  than  ordinarily 
held.  One  can  handle  the  bronchoscope  with  much  more  delicacy 
by  this  means  than  ordinarily ;  this  applies  especially  to  the  region  of 
the  stem  bronchi. 

In  one  of  my  peanut  cases,  portions  of  the  hull  of  the  peanut 
were  also  inspired  and  there  were  three  pieces  too  large  to  come 


Elevation   of   ring   out  of  way   of   scope. 


through  the  tube.  With  the  suspension  apparatus  I  had  no  hesita- 
tion in  withdrawing  foreign  body  and  tube  because  I  felt  no  dis- 
comfort about  the  reintroduction.  One  does  not  relish  the  idea  of 
reintroducing  the  tube  in  a  baby  eleven  months  old. 

With  suspension,  one  feels  a  certain  sense  of  security  about  res- 
pirator}'  disturbances  and  that  if  the  tube  is  withdrawn,  it  can  easily 
and  quickly  be  reintroduced  and  if  for  any  reason  a  tracheotomy 


i 


LYNCH  :    TECHNIC   OF   SUSPENSION. 


541 


should  be  necessan-  the  patient  is  in  the  most  ideal  position  for  its 
quick  performance. 

If  you  prefer  to  use  the  tube  unaided  after  its  passage  through  the 
cords,  you  proceed  as  follows :  The  baby  tube  with  the  manderin  re- 
moved is  resting  in  the  trachea  and  respiration  is  quiet  through  the 
tube.  The  hook  is  removed  from  the  crane  and  carefully  tilted  to  the 
right  to  permit  the  removal  of  the  left  tooth  plate ;  then  the  right 
tooth  plate  is  removed  in  the  same  manner.     The  pear-shaped  ring 


Fig.   8.     Removal   of  spatula. 


is  bent  back  upon  its  hinge  and  the  screw  holding  the  spatula  is 
now  loosened  and  the  body  of  the  hook  is  in  this  way  disengaged 
from  the  spatula  ;  finally  the  spatula  is  removed.  One  then  attaches 
his  illuminating  apparatus  and  proceeds  with  his  bronchoscopy  as  is 
usual. 

The  introduction  of  the  esophagoscope  is  such  a  simple  affair 
under  suspension  that  it  seems  needless  to  describe  it.  The  mouth 
of  the  esophagus  is,  in  most  instances  gaping  and,  an  esophagoscope 
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of  suitable  size  will  practically  fall  in.  Its  further  passage  through 
this  passage  is  better  managed,  in  my  opinion,  without  the  suspen- 
sion apparatus  and  the  latter  is  dismantled  as  described  above. 

In  the  management  of  an  impacted  foreign  body  either  in  the 
larynx  or  in  the  mouth  of  the  esophagus,  no  instrument  equals  the 
suspension  spatula.  In  the  foreign  bodies  lying  behind  the  cricoid 
this  cartilage  may  be  lifted  to  a  marked  degree  and  space  can  be 
gained  by  hyper  extension  of  the  suspension  spatula,  that  is,  by  tilt-- 
ing  the  tip  of  the  spatula  by  movement  of  the  worm  gear  and  by 
horizontal  movement  of  the  crane.  By  use  of  either  the  speculum 
for  separating  the  cords  or  an  elevator,  one  may  lift  the  mucous 
membrane  from  an  impacted  point  and  with  the  other  hand  armed 
with  forceps,  remove,  turn,  twist,  rotate  or  fracture  the  offending 
mass  and  remove  it  without  any  damage  whatever  to  the  mucous 
membrane.  Safety  pins  are  turned,  the  points  are  bent  in  and  the 
body  removed  easily.  Teeth  are  cut  from  a  false  tooth  plate,  re- 
moved, then  the  plate  is  cut  in  two  or  seesawed  out  of  the  esopha- 
gus without  tearing  the  mucous  membrane. 

I  show  you  a  straight  pin  impacted  in  the  larynx  of  a  boy  of  seven 
and  a  safety  pin  impacted  in  the  esophagus  with  the  point  up,  re- 
moved by  this  technique  as  you  see  from  the  bent  points  of  both. 

Lastly,  with  suspension  you  are  permitted  to  treat  your  surfaces 
after  removal  of  the  offending  body. 

For  instance,  in  one  of  the  water  melon  seed  cases  the  body  had 
produced  considerable  traumatism  with  the  formation  of  plastic  ex- 
udates in  three  locations  in  the  trachea.  This  exudate  was  re- 
moved, the  surface  was  painted  with  tincture  of  benzoin  and  vaselin 
applied  to  these  areas  as  well  as  to  the  mucous  membrane  of  the 
trachea.  In  one  instance,  2i)  per  cent  nitrate  of  silver  was  applied  to 
a  traumatized  spot. 

I  call  your  attention  to  the  fact  that  with  the  aid  of  suspension, 
you  are  not  only  able  to  remo\e  these  foreign  bodies  more  easily  and 
with  less  traumatism,  but  you  are  permitted  to  treat  what  trauma- 
tized surfaces  occur  and  practically  bandage  your  wounds  thereafter. 
Just  as  our  colleagues  splint  their  fractures,  plaster  their  joints  and 
protect  their  abdominal  incisions  with  gauze  and  adhesive. 

634  Alaison  Blanche  Building. 


PRIMARY  CARCINOMA  OF  THE  MIDDLE=EAR; 
REPORT  OF  A  CASE.* 

Dr.   Horack  Xewhart,   Minneapolis,   Minn. 

Carcinoma  of  the  middle  ear,  because  of  its  very  rare  occurrence 
and  extremely  bad  prognosis,  has  not  been  a  favorite  topic  in  medi- 
cal literature.  In  view  of  an  ever  increasing  interest  in  malignant 
neoplasms  and  recognizing  the  successes  in  other  departments  of 
surgery  through  early  diagnosis  and  aggressive  treatment  of  cancer, 
a  brief  presentation  of  this  infrequently  described  condition,  in- 
spired by  the  observation  of  a  recent  case,  is  of  interest  at  this  time. 

Primary  carcinoma  of  the  middle  ear  was  long  regarded  as  one  of 
the  curiosities  of  medicine.  As  early  as  1886,  Kretschmann^  col- 
lected sixteen  cases.  In  1899,  Zeroni-  reported  five  cases  of  carci- 
noma of  the  ear,  of  which,  however,  three  were  of  the  external 
ear  or  of  the  canal.  His  very  exhaustive  study  of  the  literature 
yielded  one  hundred  and  twenty-one  cases  of  carcinoma  of  the  ear 
reported  between  the  years  1801  and  1899.  Of  these  a  moderate 
number  were  primary  middle  ear  carcinomata. 

During  twenty-four  years  Bezold^  saw  but  four  cases  of  carci- 
noma, three  of  the  external  ear,  and  one  primary  in  the  middle  ear, 
out  of  20,000  otological  patients. 

Levesque,*  reporting  a  case  in  1910,  says  that  in  all  the  preced- 
ing literature  he  could  find  less  than  fifty  authenticated  cases.  He 
cites  Dupau  who  estimates  that  there  occurs  but  one  case  of  malig- 
nant disease  of  the  middle  ear  to  every  10,000  cases  of  chronic 
otorrhea.  Milligan"',  discussing  a  report  of  a  case  by  Whitehead, 
said  that  in  the  records  of  the  London  Hospital,  averaging  200,000 
patients  per  annum  for  a  ten  year  period,  not  a  single  case  of  car- 
cinoma of  the  middle  ear  could  be  found.  For  the  same  period 
more  than  thirty  cases  of  malignant  disease  of  the  external  ear  were 
recorded. 

In  the  literature  accessible  we  have  been  able  to  find,  since  the 
date  of  Zeroni's  monograph  (1899),  reports  of  thirty-four  cases 
of  middle  ear  carcinomata.  This  includes,  however,  several  men- 
tioned in  discussions  but  not  reported  in  extenso. 

♦•Read  before  the  American  Academy  of  Ophthalmology  and  Oto-Laryn- 
gology,   at  Memphis,   Tenn.,   December.    1916. 
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American  otological  literature  on  this  subject  is  extremely  scanty. 
All  told  we  have  found  but  eight"  cases  published  in  the  United 
States. 

In  order  to  determine  the  relative  frequency  of  this  disease  in 
America,  and  the  approximate  ratio  of  reported  cases  to  those  not 
reported,  we  recently  sent  inquiries  to  a  number  of  ear  specialists 
throughout  the  country  asking  how-  many  proven  cases  each  had 
seen  in  his  practice  or  in  consultation  and  how  many  he  had  pub- 
lished. Two  hundred  and  forty-seven  replies  have  already  been  re- 
ceived. One  hundred  and  ninety-two  otologists,  many  of  them  men 
of  very  extensive  practice,  replied  that  they  had  never  had  a  case. 
Forty-tive  men  returned  a  total  of  fifty-one  cases,  two  having  each 


Fig.  1.  Hematoxylin  and  eosin.  Pliotomici-ograph  of  tissue  removed 
by  operation.  Nests  of  epitlielial  cells  embedded  in  dense  connective  tissue. 
No  epithelial  "pearls"  are  seen.  The  cells  definitely  resemble  those  appear- 
ing in  the  secretions  at  post-mortem.     X  1700. 

had  five  cases.**  This  fact  suggests  the  possibility  of  a  very  un- 
even geographical  distribution  of  the  disease.  But  two  of  the  forty- 
five  cases  had  been  published. 

It  is  probable  that  this  number  represents  but  a  small  proportion 
of  all  cases  which  have  occurred  during  the  period  covered  by  these 
observations,  many  never  having  come  to  the  attention  of  a  special- 
ist, and  many  doubtless  having  died  without  a  correct  diagnosis. 

While  occurring  most  frequently  after  the  age  of  forty,  Alex- 
ander" saw  a  case  in  a  boy  of  seventeen,  Leidler'*  reported  one  aged 
seventeen,  Nager^  one  at  nineteen  and  Knapp^''  one  at  twenty. 

Both  sexes  are  equally  liable  to  the  disease. 
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Concerning  the  etiology,  the  most  constant  factor  which  may  be 
regarded  as  possessing  any  causal  relation  is  the  purulent  discharge 
of  a  chronic  otitis  media.  This  was  present  in  over  eighty-five  per 
cent  of  all  cases.  Many  gave  a  history  of  suppuration  from  infancy 
or  early  childhood. 

Treitel"  and  Danzinger^-  reported  cases  which  appeared  without 
a  previous  chronic  discharge,  but  followed  closely  upon  an  attack 
cf  influenza,  with  only  an  acute  otitis  preceding  the  symptoms  of 
carcinoma. 


...^ 


Fig.  2.  Jleniat(_)X\liii  and  oosin,  Aiienjiihctogi-aph  of  .^ioction  showing- 
dense  hyalinization  of  the  epithelial  "pearls"  -with  attempt  at  inclusion  by 
foreign  body  giant  cells.     X  750. 

A  history  of  trauma  from  four  weeks  to  nine  months  before  the 
onset  of  symptoms  v.as  noted  in  two  cases  reported  by  Milligan^^,^*, 
in  one  reported  by  Wilkin^^  and  in  one  case  reported  by  Dalby.^*^ 

Heredity  plays  the  same  role  as  in  carcinoma  of  other  parts  of 
the  body. 

Of  all  symptoms,  the  most  constant  and  usually  the  earliest,  is 
pain  referred  to  the  m.eatus  or  to  the  post-auricular  region.  Next 
in  frequency  is  the  presence  of  bleeding  granulations  in  the  middle 
ear  or  meatus.  Facial  paralysis  occurs  relatively  early  in  most 
cases.  Mastoid  tenderness  and  swelling  with  a  superficial  ulcera- 
tion appear  in  the  more  advanced  stages. 

Impairment  of  hearing  is  proportional  to  the  amount  of  involve- 
ment of  the  cochlea,  either  by  direct  extension  of  the  carcinomatous 
process,  or  through  inflammatory  changes.    In  a  few  cases  [Nager^^ 
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Broeckaert^"']  some  degree  of  hearing  was  present  until  within  a 
few  days  of  death,  as  in  the  case  herewith  reported.  Symptoms  on 
the  part  of  the  static  labyrinth  may  appear  at  any  time  during  the 
progress  of  the  disease,  but  they  are  frequently  very  late,  for  the 
labyrinthine  capsule  is  especially  resistant. 

Cachexia  is  a  common  characteristic  in  spite  of  the  fact  that 
there  is  practically  never  an  involvement  of  organs  which  have  to 
do  with  nutrition.  This  is  explained  by  the  disturbances  due  to 
the  pain  and  to  the  poisons  produced  by  the  neoplasm  itself. 

As  to  the  microscopic  pathology,  it  was  found  that  the  cases  in 
which   the  histological  findings   were  given  were   epitheliomata   of 


Fig.    ; 
X  1700. 


Hematoxylin    and    eosin.      High    power    view    of    same    section. 


the  squamous-celled  variety.  There  was  one  notable  exception  in  a 
case  described  by  Lange^^  which  proved  to  be  a  cylindrical-celled 
epithelioma. 

The  question  as  to  the  method  of  origin  has  not  been  settled. 
The  great  majority  of  middle  ear  carcinomata  can  be  accounted 
for  by  the  extension  into  the  tympanic  cavity  of  epithelium  from 
the  external  canal.  In  conseciuence  of  the  traumatism  to  this  epithe- 
lial tissue  by  the  chemical  irritation  of  a  purulent  discharge  there  is 
evolved  a  carcinoma.  But  in  those  cases  which  originate  in  a 
closed  tympanic  cavity  we  must  assume  a  metaplasia  of  the  cyl- 
indrical-celled  lining  membrane   into   the   squamous-celled   variety, 
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or  conclude  that  the  neoplasm  is  derived  from  glandular  elements 
within  the  cavity-*'. 

Invasion  of  the  bone  takes  place  from  the  tympanum  and  its  de- 
struction goes  on  rapidly  with  the  formation  of  irregular  sequestra. 
The  bone  is  destroyed  partly  by  pressure  and  partly  by  obliteration 
of  its  blood  supply.  The  labyrinthine  capsule,  because  of  its  com- 
pactness, is  particularly  resistant  to  the  new  growth.  The  dura 
also  presents  a  decided  barrier  to  its  extension  to  the  brain.  Though 
covered  with  the  so-called  granulations,  the  dura  is  frequently  found 
intact  upon  its  inner  surface. 


Fig.    4.      Hematoxylin    and    eosin.      Groups    of    epitheUal    cells    invading 
striated  muscle.     X  750. 


The  adjoining  lymph  glands  are  enlarged  but  microscopically  they 
give  the  picture  of  an  inflammator)-  reaction  with  small-celled  infil- 
tration. Practically  never  do  they  show  the  presence  of  carcinoma 
cells.-^ 

With  the  advance  of  the  new  growth,  neighboring  organs  be- 
come involved.  The  parotid  gland  and  mandibular  joint  are  among 
the  first  to  be  invaded.  The  lateral  sinus  is  not  infrequently  sur- 
rounded by  the  carcinoma  and  obliterated,  and  in  advanced  cases 
the  meninges,  brain,  and  cranial  nerves  are  attacked. 

Metastases  to  other  parts  of  the  body  are  very  unusual.  The 
lungs  and  mediastinum  were  found  the  seat  of  metastases  by  Trei- 
teP-  and  Lange.-^ 
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Carcinoma  of  the  middle  ear  runs  a  rather  rapid  course,  though 
its  progress  is  much  slower  than  sarcoma  of  the  same  region.  In 
any  given  case  it  is  impossible  to  determine  the  exact  duration,  for 
one  cannot  fix  upon  the  time  the  neoplasm  started.  However,  the 
interval  from  the  first  s}mptonis  of  pain  to  the  time  of  death  is 
from  eight  to  eighteen  months,  with  one  year  as  the  average  dura- 
tion. Death  is  caused  by  meningitis,  brain  abscess,  hemorrhage, 
exhaustion  or  by  the  direct  extension  of  the  growth  to  the  vital 
centers. 

An  early  diagnosis  can  be  made  only  with  the  microscope.  For 
this  reason  every  aural  polyp,  especially  in  persons  over  forty  years 


Fig.    5.  ...sin.      Ili-h    |,.\s.r  i.jrphology    and 

arrangeirn^in  cr  ciJitlii-nai  cells  with  inteixeninsi  Li>niiti.uve  tissue.  A 
mitotic  figure  in  center  of  picture.     X  2000. 

of  age,  should  be  microscopically  examined.  Furthermore,  all  sus- 
picious granulation  tissue  removed  in  the  course  of  the  radical  op- 
eration should  be  carefully  scrutinized  because  of  the  possibility  of 
malignancy. 

Radiography  of  the  mastoid  region  ofifers  large  future  possibili- 
ties as  an  aid  to  diagnosis  by  the  early  recognition  of  destruction 
of  bone  before  the  growth  has  extended  far  beyond  the  tympanic 
cavity. 

Luetic  disease  of  the  bone  must  be  excluded  by  the  history  and 
bv  serum  diagnosis. 
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The  prognosis  is  hopeless  in  all  unoperated  cases.  Stein-*  re- 
ported a  case  in  which  a  polyp  was  removed  with  the  snare.  The 
microscope  proved  it  to  be  a  carcinoma,  but  there  was  no  recur- 
rence. Jansen-^  operated  a  case  which  lived  eight  months  without 
recurrence,  dying  of  an  intercurrent  disease.  \\'hitehead-^  reported 
a  case  which  showed  no  recurrence  twelve  months  after  operation. 

From  the  non-fatal  cases  in  the  literature  we  must  conclude  that 
the  prognosis  is  favorable  in  proportion  to  the  earliness  of  the  diag- 
nosis and  the  thoroughness  of  the  operative  procedure. 

The  only  effective  treatment  consists  in  thorough  operation.  Some 
recent  writers,  including  BrindeP'  and  Zebrawski-^,  advise  against 
all  interference.     This  view,  however,  is  not  shared  bv  the  major- 


Fig'.  6.  Hematoxylin  and  oodin.  L.ovv  pou'er  view  of  bony  trabeculae  in 
one  portion  of  section  and  masses  of  epitiielial  cells  in  another  portion 
with  intervening  inflammatory  connective  tissue.     X  35. 

ity  of  otologists.  As  early  as  1898,  Heyer-®  successfully  resected  the 
temporal  bone  for  a  carcinoma  primar}'  in  the  external  ear,  but  with 
extensive  bone  involvement. 

Dr.  Holinger  has  recently  written  us  of  an  unpublished  case,  the 
patient  aged  thirty-eight  or  forty,  operated  upon  ten  years  ago  and 
still  alive.  Dr.  Carl  L.  Larsen,  of  ,St.  Paul,  in  November,  1914, 
operated  on  a  man  aged  fifty,  doing  a  radical  mastoid  followed  by 
the  actual  cautery,  and  he  recently  advised  us  that  his  patient  has 
had  no  recurrence.     This  case  has  not  yet  been  published. 

For  the  sake  of  relieving  suffering,  the  considerate  surgeon  will 
usually  decide  to  operate  in  all  but  the  most  advanced  cases.  And 
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the  fearless  operator,  who  is  so  fortunate  as  to  see  his  case  suf- 
ficiently early,  will  operate  with  some  reasonable  hope  of  a  success- 
ful outcome.  We  must  regard  as  inoperable  those  cases  in  which 
there  is  extension  within  the  cranium  or  into  the  soft  parts  of  the 
neck. 

Thus  far  we  have  been  unable  to  find,  either  in  the  lirerature  or 
through  inquiry,  any  positively  successful  results  from  the  use  of 
radium  or  the  x-ray  in  treating  carcinoma  of  the  middle  ear.  Ur- 
bantschitsch'"  has  recently  published  a  report  of  several  cases  of 
ear  diseases  successfully  treated  with  radium,  including  an  epithe- 
lioma and  a  sarcoma  of  the  external  ear. 
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Fig.  7.  Post-mortem  i)hotogTaph  showing  extensive  destruction  of  tem- 
poral bone. 

Deep  Roentgen  therai)y  by  improved  technic,  when  employed 
as  an  after  treatment  following  operation,  promises  much  for  a  larg- 
er percentage  of  cures  in  this  disease. 

;My  own  case,  Mrs.  E.  C,  age  i>"),  was  first  seen  Alay  12,  1915. 
She  complained  of  severe  pain  within  the  right  ear  and  of  an  un- 
pleasant discharge  with  occasional  bleeding  from  the  canal. 

Family  history,  negative.     No  previous  ear  disease. 

Present  illness  began  in  January,  191  o,  with  an  attack  of  in- 
fluenza, when  she  felt  a  fullness  in  the  ear,  followed  by  pain  which 
was  relieved  in  a  few  days  by  the  onset  of  a  discharge.  She  felt 
variable  pains  in  the  right  ear  until  April  15,  when  she  noticed  that 
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the  discharge  was  at  times  more  copious  and  consisted  largely  of 
blood.  The  pains  became  more  severe,  but  were  relieved  for  a  time 
by  each  hemorrhage. 

Examination  showed  a  woman  well  past  middle  age,  somewhat 
cachectic,  extremely  restless  and  worn  by  pain.  Weight,  145 
pounds. 

The  right  canal  was  partly  filled  with  a  dark,  fetid  discharge.  The 
inner  fourth  of  the  posterior  superior  meatal  wall  was  red  and 
slightly  swollen.  All  but  the  anterior  inferior  third  of  the  drum- 
head was  destroyed.  The  ossicles  could  not  be  found.  Within  the 
tympanic  cavity,  but  not  extending  into  the  canal,  were  dark  red, 
bleeding  granulations.  The  probe  revealed  exposed  bone  in  the  pos- 
terior portion  of  the  tympanic  cavity.  The  mastoid  showed  no 
swelling  or  redness,  but  was  tender  over  the  antrum  and  tip.  There 
were  no  enlarged  cervical  or  auricular  lymph  glands. 
The  left  ear  was  normal. 

Hearing  distance  for  the  right  ear  (left  ear  excluded  with  the 
Barany  apparatus )  was  ten  feet  for  the  voice  and  two  feet  for  the 
whisper.  Weber  lateralized  to  the  right.  Rinne  negative  on  the  right, 
positive  on  the  left.  Xo  spontaneous  nystagmus  ;  fistula  test  nega- 
tive. 

An  immediate  radical  mastoid  operation  was  advised.  The  pa- 
tient was  referred  to  Dr.  J.  G.  Cross  for  a  general  examination.  He 
reported  a  blood  pressure  of  190,  with  a  chronic  nephritis  and  ad- 
vised a  postponement  of  the  proposed  operation. 

May  2G,  we  observed  a  slight  facial  paresis  on  the  right  side  in- 
volving all  three  branches.     The  pains  became  more  intense. 

W'assermann  was  negative.  A  Roentgenogram  made  at  this  time 
showed  extensive  destruction  of  the  bone. 

Malignancy  wa?  suspected  and  we  again  urged  operation  to  re- 
lieve pain. 

May  28.  Operation,  St.  Barnabas  Hospital.  The  primary  post- 
auricular  incision  was  attended  by  excessive  bleeding.  The  knife 
on  cutting  through  the  periosteum  plunged  deeply  into  the  mastoid, 
which  was  filled  with  highly  vascularized  granulations  interspersed 
with  small  irregular  sequestra.  The  large  cavity  was  thoroughly 
cleansed  with  the  finger  and  curette.  Surrounding  the  labyrinthine 
capsule  a  large  sequestrum  was  found  which  could  not  be  removed 
without  destruction  of  the  labyrinth.  It  was  therefore  left.  A 
small  area  of  dura  covered  by  granulations  was  exposed  over  the 
middle  fossa. 
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A  diagnosis  of  ino[jerable  malignant  growth  was  made.  The  pa- 
tient's age  and  poor  physical  condition  and  the  involvement  of  the 
dura  rendered  further  procedure  unwise. 

The  patient  rallied  rapidly  from  the  operation  and  on  the  second 
day  stated  she  was  entirely  free  from  pain.  The  facial  paresis  com- 
pletely disappeared  by  the  fifth  day. 

The  wound  healed  rapidly  and  the  patient's  general  condition 
improved  noticeably  as  a  result  of  the  rest  which  was  now  possible. 

July  G,  the  right  ear  perceived  the  whisper  at  eight  inches.  Weber 
was  lateralized  to  the  right.  The  course  was  uneventful  until  Au- 
gust 3,  except  for  the  occasional  return  of  pain  and  slight  hemor- 
rhages on  change  of  dressing. 

August  3.  Tumor  masses  appeared  deep  in  the  auricular  canal. 
The  superior  branch  of  the  facial  nerve  again  showed  paresis. 

August  G.  The  facial  paresis  now  extended  to  all  three  branches. 
Because  of  a  return  of  very  severe  pain  a  second  operation  was 
decided  upon.  Tested  before  the  operation,  the  right  ear  perceived 
the  conversation  voice  at  fourteen  inches  (exclusion  apparatus  in 
left  ear). 

Second  operation  August  7,  Dr.  E.  S.  Strout,  assisting.  The 
original  incision  was  opened.  The  cavity  in  the  bone  had  grown 
and  w^as  filled  with  granulations  and  sequestra  which  were  removed, 
except  the  large  movable  mass  corresponding  to  the  labyrinthine 
capsule.  The  facial  nerve  was  found  exposed  in  the  cavity  for  a 
distance  of  more  than  one  centimeter.  The  dura  over  the  middle 
fossa  covered  by  granulations  was  exposed  over  an  area  with  a 
diameter  of  nearly  two  centimeters. 

August  8.  The  patient  again  rallied  promptly  from  the  operation. 
The  pains  diminished. 

August  10.  The  C^  fork  and  the  voice  were  perceived  through 
the  dressings.  There  was  no  spontaneous  nystagmus  and  no  nau- 
sea.    W^eight  123  pounds. 

September  1.  The  patient  left  the  hospital  for  a  short  walk. 
The  pains  increased,  but  were  controlled  by  codein.  The  cachexia 
was  very  noticeable.  The  facial  paralysis  was  now  complete.  Pa- 
tient perceived  the  loud  voice  at  eight  inches,  left  ear  excluded. 

September  6.  A  very  severe  spontaneous  hemorrhage  occurred 
from  the  canal  and  the  post  auricular  wound,  but  was  controlled 
by  a  firm  packing. 

The  course  so  far  was  afebrile.  Temperature  on  this  date  was 
99.2°,  pulse  112.  The  patient  being  very  restless  from  pain,  mor- 
phine was  necessary  for  the  first  time. 
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September  9.  There  occurred  a  very  severe  hemorrhage  on 
change  of  dressing.     Pulse  158,  irregular. 

September  12.  During  the  night  there  was  a  severe  spontaneous 
hemorrhage.     The  patient  was  very  weak  and  delirious. 

September  13.     Death. 

PatJiological  Examination  by  Dr.  Harold  E.  Robertson.  Ex- 
ternal examination  of  the  body  showed  a  rather  poorly 
nourished,  adult  female,  1G3  cm.  in  length.  Pupils  dilated, 
unequal,  the  right  measuring  T  mm.,  the  left  6  mm.  in  diameter. 
Slight  general  subcutaneous  edema.  ]\Iultiple  fine  cutaneous  hem- 
orrhages in  the  skin  over  the  left  shoulder  and  to  a  less  extent  over 
the  right  shoulder  and  right  side  of  abdomen.  Behind  the  right  ear 
is  an  excavated  ulcer  G.5  cm.  in  length,  3  cm.  in  width,  and  2.7  cm. 
at  its  greatest  depth.  Its  inner  surface  is  covered  by  a  smooth  gran- 
ular membrane  from  which  bony  points  project  and  from  which  on 
palpation  pockets  of  thick,  yellowish  pus  are  discharged.  This  gran- 
ular appearing  ulcer  extends  downward  toward  the  parotid  gland 
and  also  evidently  involves  the  bony  parts  immediately  adjacent  to 
the  external  auditory  canal.  The  skin  of  the  right  side  of  the  face 
is  smoother  than  that  of  the  left  and  the  right  angle  of  the  mouth  is 
slightly  depressed. 

Internal  examination  of  the  body  shows  advanced  degree  of  ar- 
teriosclerosis with  chronic  dififuse  nephritis  and  fibrous  changes  in 
the  myocardium.  Both  tonsils  contain  thick,  yellowish  material  em- 
bedded in  the  crypts  but  neither  tongue,  pharynx,  or  lar}-nx  shows 
any  evidence  of  tumor  or  ulcerative  processes. 

On  removing  calvarium,  the  longitudinal  sinus  fails  to  show  any 
evidence  of  thrombosis.  On  removing  brain  from  skull,  on  the  in- 
side of  the  dura  at  the  junction  of  the  squamous  and  petrous  por- 
tions of  the  right  temporal  bone  is  an  oval  raised  plaque,  measuring 
about  3x2  cm.,  and  corresponding  in  position  to  the  excavated  area 
described  above.  This  plaque  is  composed  of  firm  tissue  having  a 
slight  granular  appearance  and  yellowish  tinge,  resembling  marked- 
ly the  tissue  which  lines  the  entire  ulcer.  Pieces  of  dead  bone  are 
readily  removed  from  the  base  of  this  ulcer  and  the  process  is  now 
seen  to  involve  the  facial  nerve,  the  right  inferior  maxillary  bone, 
the  posterior  portions  of  the  right  parotid  gland,  and  the  outer  por- 
tions of  the  bony  labyrinth  on  the  right  side.  In  all  of  these  loca- 
tions the  bones  are  embedded  in  a  granulation-tissue-like  mass 
which  had  evidently  partially  destroyed  the  periosteum,  creating 
small  sequestra  during  the  process.    There  is  no  evidence  of  any  in- 
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volvement  of  adjacent  lymph  nodes  or  of  the  inner  surface  of  the 
calvaritim  or  other  regions  of  the  neck  or  face  or  any  portion  of 
the  brain. 

Microscopic  examination  of  portions  of  the  tissue  involved  in  this 
ulcerated  area  shows  masses  of  epithelial  cells  resembling  in  ar- 
rangement and  morphology  squamous  epithelium.  Typical  pearl 
formation  is  illustrated  at  several  points.  Many  of  these  pearls  have 
become  definitely  hyalinized  and  are  surrounded  by  nuclei  of  large 
giant  cells.  In  other  portions  these  cell  nests  are  extremely  active 
in  growth,  as  indicated  by  the  large  proportion  of  mitotic  figures 
and  their  invasion  of  muscle  in  some  areas  and  in  other  portions  of 
lobules  of  the  parotid  gland. 

Examination  of  the  specimen  removed  at  the  operation  shows  cell 
nests  corresponding  in  every  respect,  except  for  the  absence  of  epith- 
elial pearls,  with  the  tissue  just  described. 

The  diagnosis  in  this  case  is  clearly  a  squamous  cell  carcinoma. 
At  the  post  mortem  its  point  of  origin  could  not  be  definitely  de- 
termined, but  the  very  marked  involvement  of  the  structures  of  the 
middle  ear  strongly  suggests  this  site  as  the  origin  of  this  growth. 
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A  NEW  INSTRUMENT  AND  TECHNIQUE  FOR    ENUCLE= 
ATION  OF  THE  TONSIL.* 

Dr.  Jacob  Braun,  New  York  City. 

The  operation  for  enucleation  of  the  tonsil  has  for  its  object 
the  complete  removal  of  the  gland  without  injury  to  the  ad- 
jacent structures, — the  pillars,  uvula,  palatal  arch,  muscles,  and 
the  fascial  aponeurosis.  The  operation  must  also  be  completed 
in  as  short  a  time  and  with  as  little  hemorrhage,  shock,  and  pain 
to  the  patient  as  possible.^  The  numerous  methods  for  enuclea- 
tion of  the  tonsil  which  have  been  devised  within  the  past  few 
years,  show  that  the  need  for  a  simple,  efficient,  and  safe  tech- 
nique for  this  most  frequent  of  operations  has  not  been  fully 
met. 

At  the  present  time  the  two  methods  for  enucleation  most 
frequently  employed  are :  First,  the  guillotine  operation,  with 
the  instrument  modified  by  Sluder,-  with  additional  modifica- 
tions b}'  others ;  and,  second,  the  snare  operation,  in  which  the 
tonsil  is  severed  from  its  attachments  by  means  of  a  cold  wire, 
after  a  more  or  less  complete  dissection  from  its  bed  in  the  fossa. 

The  advantages  of  the  Sluder  technique  are  the  speed,  short 
anesthesia,  the  small  amount  of  resulting  scar  tissue,  and  the 
ease  with  which  the  operation  can  be  performed  when  the  tech- 
nique is  mastered.  Its  disadvantages  are  the  considerable  pri- 
mary and  the  occasional  secondary  hemorrhage,  the  greater  lia- 
bility to  trauma,  due  to  working  by  the  sense  of  touch  rather 
than  by  sight,  such  injury  as  buttonholing  or  removing  part  of 
the  pillar,  laceration  of  the  mucous  membrane,  removal  of  part 
of,  or  injury  to,  the  intrapharyngeal  aponeurosis  being  not  infre- 
quent. Because  of  the  obscured  field  caused  by  the  free  bleeding 
after  removal  of  the  first  tonsil,  the  possibility  of  injury  is  greatly 
increased.  Though  the  hemorrhage  is  less  profuse  when  the  dull 
Sluder  guillotine  is  employed  and  the  finger  or  instruments  used 
to  complete  the  separation  from  the  surrounding  structures,  the 
trauma  and  consequent  reaction  are  markedly  increased. 

In  favor  of  the  snare  operation  chiefly  is  the  greatly  dimin- 
ished hemorrhage,   the  result  of  crushing  through   the   pedicle 

♦Presented  by  invitation  before  the  New  York  Academy  of  Medicine, 
Section  on  Laryngology  and  Rhinology,  March  28,  1917. 
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Fig-.    1.      Snaretome 


Fig.  2.     Mouth  Gag-. 
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containing  the  vascular  supply  of  the  tonsil.  This  advantage 
alone  would  warrant  the  universal  adoption  of  this  method 
were  it  not  for  the  fact  that  it  requires  considerable  experience 
to  develop  a  good  technique  which,  even  when  mastered,  does 
not  prevent  the  operation  from  being  sometimes  a  long  and 
tedious  one,  because  of  difficulty  in  dissecting  the  tonsil  out  of 
its  bed.  The  patient  is  thereby  subjected  to  increased  trauma, 
shock,  and  a  prolonged  anesthesia.  The  adjacent  tissues  are 
traumatized  by  the  instruments  employed  to  free  the  tonsil  from 
its  attachments.  When  sharp  dissection  is  employed,  and  in  a 
lesser  degree  with  dull  dissection,  the  aponeurotic  lining  of  the 
tonsillar  fossa,  which  is  a  part  of  the  intrapharyngeal  apo- 
neurosis,^ is  almost  always  injured  or  removed,  exposing  the 
underlying  structures  and  thereby  increasing  the  danger  of 
hemorrhage  and  of  infection.  Prolonged  and  painful  post-oper- 
ative reaction  often  ensues  and  the  amount  of  scar  tissue  is 
greatly  increased,  resulting  in  palatal  deformities  and  contrac- 
tion and  binding  down  of  the  pillars.  Not  infrequently,  oblitera- 
tion of  the  tonsillar  fossa  results.  These  deformities  often  give 
rise  to  marked  changes  in  the  voice. 

An  instrument  has  been  devised  for  the  purpose  of  combining 
the  advantages  of  the  guillotine  and  the  snare  operations  and  at 
the  same  time  avoiding  the  defects  of  both.  This  instrument, 
which  might  be  called  the  snaretome,  simplifies  the  technique  of 
the  snare  operation.  It  minimizes  hemorrhage  and  shock,  dimin- 
ishes the  amount  of  trauma,  shortens  the  time  required  for  the 
enucleation,  and  obviates  the  complications  and  sequelae  that 
often  ensue. 

The  instrument  consists  of  two  parts :  first,  the  guillotine  of 
Sluder,  modified;  and,  second,  a  snare  to  which  the  guillotine  is 
attachable.  The  guillotine  has  been  modified  by  placing  on  the 
proximal  end  of  the  shaft  of  the  instrument,  near  the  handle,  a 
slide  to  which  a  detachable  spring  has  been  added.  The  slide 
with  the  spring  holds  the  snare  in  proper  relation  to  the  guillo- 
tine until  the  tonsil  is  securely  engaged.  The  blade  of  the  guil- 
lotine, which  is  blunt,  is  shortened  around  its  circumference  at 
the  distal  end  so  that  it  does  not  quite  reach  the  distal  arc  of 
the  fenestrum.  The  blunting  and  the  shortening  of  the  blade 
obviate  the  cutting  action  of  the  guillotine.  At  the  proximal 
end  of  the  blade  is  a  ring  for  the  thumb  by  means  of  which  the 
operator  can  readily  push  forward  or  draw  back  the  blade, 
thereby  closing  or  opening  the  fenestrun..     In  the  arc  around 
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the  fenestrum  is  a  deepened  groove  for  concealment  of  the  snare 
loop.  The  snare  is  simple  in  construction,  consisting  of  a  slotted 
canula  and  a  stylet  threaded  at  its  lower  half.  To  the  middle 
of  the  stylet,  which  travels  easily  through  the  canula,  two  finger 
rests  are  attached.  On  the  proximal  end  of  the  canula  a  thumb- 
piece  is  placed,  which  serves  also  the  purpose  of  closing  securely  the 
slotted  end.  The  snare  operates  quickly  on  the  pull,  and  gradu- 
ally by  action  of  the  traveling  screw.  At  the  distal  end  of  the 
canula,  are  projecting  teeth  which  become  embedded  in  the  ton- 
sil when  it  is  about  to  be  severed,  so  that  when  the  enucleation 
is  completed  the  tonsil  remains  fixed  on  the  end  of  the  snare. 
At  each  side  of  the  canula  of  the  snare  is  a  trunnion  or  pin 
which  causes  the  guillotine  to  engage  to  it. 

The  instrument  is  assembled  in  the  following  manner:  A 
strand  of  No.  7  piano  wire,  five  and  three-quarter  inches  long, 
is  bent  three-eighths  of  an  inch  at  each  end.  Both  ends  are 
inserted  in  the  second  or  proximal  opening  of  the  stylet,  thus 
forming  an  oval  and  even  loop  which  does  not  become  dislodged 
during  the  operation.  The  stylet  is  now  drawn  into  the  canula 
until  its  tip  is  just  visible.  By  depressing  the  snare  against  the 
spring  of  the  slide,  at  the  same  time  pushing  the  snare  forward 
until  the  trunnions  or  pins  engage  into  the  groove  of  the  slide 
of  the  guillotine,  the  snare  and  the  guillotine  are  assembled.  The 
loop  is  now  readily  engaged  in  the  groove  in  the  arc  around 
the  fenestrum  by  regulating  its  size.  To  enlarge  the  loop,  for- 
ward pressure  is  made  on  the  proximal  end  of  the  stylet ;  to 
make  it  smaller,  slight  traction  is  made  on  the  finger  rests  until 
the  loop  is  of  proper  size  to  remain  concealed  in  the  groove. 
This  manipulation  is  done  with  the  instrument  assembled. 

The  gag  used  in  this  operation  is  one  devised  by  Jennings, 
modified  by  attaching  two  springs  to  the  upper  bar.  These 
springs  are  intended  to  hold  the  snare  out  of  the  operator's  field 
after  the  first  tonsil  is  secured  in  the  snare  loop.  The  snare  is 
engaged  to  the  gag  by  the  spring,  and  is  so  maintained  until 
the  second  tonsil  is  also  ensnared  and  the  operator  ready  to 
complete  the  enucleation  of  both  tonsils. 

Illumination:  Good  daylight  or  the  ordinary  operating  room 
illumination  will  suffice  in  every  instance. 

The  technique:  The  head  and  shoulders  of  the  patient  are 
slightly  elevated.  Into  the  mouth,  widely  opened  by  the  gag, 
the  snaretome  is  introduced  until  the  distal  arc  of  the  fenestrum 
is  behind  the  tonsil,  which  is  therebv  fixed  from  behind,  and  the 
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posterior  pillar  pushed  aside.     The  instrument,  with  the  thumb 
engaged  in  the  thumb-ring,  is  held  in  the  right  hand  for  the  right 
and  in  the  left  hand  for  the  left  tonsil.     As  the  upper  pole  of 
the  tonsil  is  the  first  to  be  engaged  in  the  fenestrum,  the  angle 
at  which  the  instrument  is  applied  varies  with  the  position  of  the 
tonsil  in  the  fossa.     The  shaft  of  the  instrument  is  directed  up- 
ward, backward,  and  outward  when  the  upper  pole  of  the  tonsil 
is  high  up  between  the  pillars ;  backward  and  outward  when  it  is 
low,  the  shaft  of  the  instrument  lying  across  the  mouth.     Firm 
pressure  is  made,  and  the  handle  of  the  instrument  is  then  ele- 
vated so  that  the  shaft  now  points  downward,  backward,  and 
outward,  so  that  the   fenestrum   lies  behind   and   to  the  outer 
side  of  the  tongue,     ^^'ithout  relaxation  of  pressure,  the  instru- 
ment is  drawn  forward  and  upward  onto  the  alveolar  eminence 
of  the  mandible.     Moderate  force   is   required  to   facilitate   the 
passage  of  the  tonsil  through  the  fenestrum.    This  accomplished, 
the  blade  is  pushed  forward  by  the  thumb,  pressure  against  the 
tiiandible  being  meanwhile  evenly  maintained,  so  that  the  blunt 
blade  closes  on  the  tissues  in  the  line  of  cleveage  between  the 
tonsil  and  the  anterior  pillar.     The  closing  blade  is  kept  as  close 
as  possible  to  the  tonsil,  so  that  only  that  portion  of  mucous 
membrane  covering  the  tonsil  is  removed,  conserving  the  mucous 
membrane  at  the  margin  of  and  behind  the  anterior  pillar.     This 
precaution   saves   from    one-eighth   to   one-quarter   inch    of   the 
mucous  membrane  of  the  fossa.     Usually  the  tonsil  is  properly 
engaged  in  the  fenestrum  with  the  first  application,  but  if  there 
be  any  bulging  in  the  anterior  pillar  it  indicates  that  all  of  the 
tonsil  is  not  engaged.     Without  removing  the  instrument  from 
its  position  in  the  fossa,  the  tonsil  is  released  by  simply  drawing 
back  the  blade  with  the  thumb,  and  application  is  again  made 
until  the  tonsil  is  satisfactorily  grasped  within  the  fenestrum. 
The  pedicle,  which  consists  of  two  layers  of  mucous  membrane 
and  the  thin  areolar  tissue  by    which    the    tonsil    is    attached    to 
the    intrapharyngeal    aponeurosis    and    through    which    all    the 
blood  vessels  supplying  the  tonsil  enter,  is  now   firmly  in  the 
grasp  of  the  guillotine.     Additional  pressure  on  the  closed  blade 
will  result  in  a  more  effectual  strangling  of  the  pedicle  and  will 
give  almost  perfect  hemostasis.     With  the  thumb  and  fingers 
of  the  other  hand,  the  snare  loop  is  now  drawn  tight  and  held 
firmly,   this   action   automatically  releasing  the   guillotine   from 
the  snare.     The  guillotine  is  then  laid  aside  without  releasing 
the  hold  on  the  snare.    With  the  free  hand,  the  traveling  screw 
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is  now  quickly  turned  until  the  tonsil  is  safely  seized  in  the 
snare  loop,  an  extra  turn  or  two  assuring  firmer  grasp  o£  the 
tonsil  and  serving  to  further  compress  the  pedicle  with  its  blood 
vessels.  The  snare  is  then  engaged  to  the  gag  so  that  the  oper- 
ative field  remains  unobstructed  and  bloodless. 

The  guillotine  is  now  engaged  to  a  second  snare  and  the  pro- 
cedure is  repeated  on  the  other  tonsil.  Both  tonsils  are  now 
firmly  held  in  the  grasp  of  the  snares,  and  by  slowly  turning  the 
traveling  screws  of  the  snares  the  enucleation  is  completed.  Dur- 
ing this  last  procedure,  slight  traction  is  made  on  the  snare,  so 
that  it  is  removed  from  the  mouth  at  the  moment  the  tonsil  is 
severed,  the  tonsil  remaining  fixed  on  the  teeth  or  the  snare.  If 
there  be  an  assistant,  the  enucleation  of  both  tonsils  may  be 
completed  simultaneously,  operator  and  assistant  each  turning 
the  screw  of  one  of  the  snares.  Two  shaped  sponges  are  gently 
pressed  against  the  denuded  areas  and  held  there  for  a  half 
to  one  minute,  giving  practically  dry  tonsillar  fossae. 

if  adenoids  be  present,  they  are  removed  in  the  usual  manner. 
and  a  dry  sponge  is  firmly  applied  to  the  retropharynx  for  i 
half  a  minute  to  one  minute. 

Examination  of  the  fauces  shows  the  pillars,  palate,  uvula,  and 
the  mucous  membrane  covering  them,  to  be  intact  and  without 
evidence  of  traumatism.  There  is  nc  injury  to  the  intrapharyn- 
geal  fascia  which  lines  the  tonsillar  fossa.  This  is  evident  when 
it  is  remembered  that  the  rim  of  the  arc  of  the  fenestrum  when 
pressed  against  the  pillars  renders  the  intrapharyngeal  fascia  and 
pillars  taut  and  allows  only  the  thin,  loose,  areolar  tissue  which  is  ad- 
herent to  the  tonsil  to  engage  in  the  fenestrum  when  the  blade 
is  closed.  Thus,  what  Alakuen  calls  an  intra-capsular  enuclea- 
tion* is  performed. 

The  removed  tonsils  are  mushroomed.  Restoring  the  normal 
relationship  of  the  tonsil  and  its  capsule,  it  is  seen  that  the  ton- 
sil is  complete,  that  the  mucous  membrane  is  cut  very  close  to 
the  tonsil,  leaving  no  shreds — -the  cut  edge  appearing  like  a  dis- 
tinct line  around  the  tonsil.  The  external  cut  surface  shows  a 
pale,  thin  layer  of  connective  tissue  through  which  glandular 
structure  is  readily  seen,  and  no  muscular  tissue  is  adherent.  The 
thin  layer  of  connective  tissue  can  be  lifted  from  the  tonsil  and 
is  seen  to  be  translucent.  A  few  small  blood  vessels  are  noted 
in  this  connective  tissue  capsule,  which  is  not  a  part  of  the  true 
intraphayrngeal   aponeurosis.     It  is   in  this   areolar  layer  that  the 
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blood  vessels  are  most  easily  and  effectively  compressed,  and  hemo- 
stasis  is  frequently  complete. 

In  other  words,  the  capsule  of  the  tonsil  is  split^  so  that  the 
thin  areolar  portion  remains  adherent  to  the  enucleated  tonsil, 
and  the  thicker  layer  which  is  part  of  the  intrapharyngeal  apo- 
neurosis descending  from  the  base  of  the  skull  is  left,  uninjured, 
lining  the  denuded  tonsillar  fossa. 

The  post-operative  reactions  are  very  slight,  if  present  at  all. 
The  decreased  trauma,  absence  of  injury  to  pillars,  uvula,  palate, 
and  intrapharyngeal  aponeurosis,  the  conservation  of  mucous 
membrane,  and  the  greatly  diminished  shock  and  hemorrhage 
combine  to  minimize  the  discomfort  and  dangers.  Pulmonary 
complications  and  cellulitis  have  not  been  met  with.  Prostration 
is  absent.  Pain,  difficulty  in  swallowing,  are  mild  when  en- 
countered, and  subside  in  one  to  three  days.  Complete  healing 
of  the  wound  takes  place  in  one  week  or  less,  without  deformity. 

Conclusions:  Experience  with  the  method  in  over  1,600  cases 
in  the  Children's  Clinic  of  the  Xew  York  Department  of  Health  and 
in  jjrivate  practice,  and  in  more  than  4U(»  cases  with  the  present 
improved  instruments,  shows  the  technique  to  have  the  following 
advantages : 

(1)  The  decreased  hemorrhage,  both  primary  and  secondary, 
and  consequent  avoidance  of  secondary  anemia. 

(2)  The  markedly  decreased  traumatism  to  the  fauces — there 
being  no  injury  to  pillars,  uvula,  palate,  pharyngeal  muscles — 
and  the  diminished  amount  of  mucosa  injured  and  removed. 
This  result  is  also  contributed  to  by  the  absence  of  sponging. 

(3)  The  preservation  of  the  normal  anatomical  relations  of 
the  pillars,  palate,  uvula.  The  absence  of  contracting  scar  tissue 
avoids  shallowing  of  the  tonsillar  fossa. 

(4)  The  enucleation  with  equal  ease  of  every  type  of  tonsil, 
small,  large,  mushy,  fibrous,  flat,  submerged.  Thus  but  one 
technique  is  required  for  all  cases. 

(5)  The  diminished  number  of  instruments  and  their  sim- 
plicity. 

(6)  The  ease  with  which  the  technique  is  performed,  and 
the  automatic  action  of  the  instruments,  requiring  little  atten- 
tion from  the  operator. 

(♦)  The  impossibility  of  engaging  in  the  snare  any  tissues 
other  than  those  engaged  in  the  guillotine. 
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(8)  The  diminished  narcosis  which,  with  the  lessened  hemor- 
rhage, tends  to  avert  puhnonary  complications. 

(9)  The  greatly  reduced  danger  of  septic  infection,  because 
of  the  very  markedly  diminished  trauma  and  the  absence  of 
injury  to  the  intrapharyngeal  fascia. 

(10)  The  dry  field  after  ensnaring  the  first  tonsil,  rendering 
unnecessary  the  use  of  suction  apparatus  or  sponging  to  keep 
the  operative  field  unobscured  for  the  engagement  of  the  second 
tonsil. 

(11)  The  use  of  daylight  or  the  ordinary  operating  room 
illumination,  avoiding  the  necessity  for  complicated,  cumbersome 
and  costly  electric  apparatus. 

(12)  The  ease  with  which  the  operator  can  determine  by 
sight  whether  the  tonsil  is  completely  engaged  and,  if  not,  the 
facility  with  which  further  application  can  be  made  until  the 
complete  tonsil  is  included  in  the  fenestrum. 

(1-3)  The  saving  of  time  gained  by  dispensing  with  the  use  of 
tonsil-seizing  forceps,  knives,  separators,  scissors,  their  function 
being  more  effectively  performed  and,  with  far  less  trauma,  by 
the  guillotine  of  the  snaretome. 

(14)  The  lack  of  need  for  assistants  for  the  proper  and  safe 
performance  of  the  operation. 

(15)  The  absence  or  mildness  of  reactions,  and  the  prompt 
recovery  from  them  when  present,  complete  healing  taking  place 
within  a  week. 

All  these  advantages  make  for  the  safety  and  comfort  of  the 
patient  and  lighten  the  burdens  of  the  surgeon.  They  remove 
the  element  of  doubt  as  to  the  immediate  and  remote  results  of 
the  operation. 
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HEADACHE:  ITS  OTO-RHINOLOQICAL  ASPECTS.* 

Dr.  W.  T.  Patton,  New  Orleans,  La. 

This  subject  is  a  very  broad  one.  It  would  be  impossible  to  cover 
the  entire  field  in  several  symposiums.  I  will  only  attempt  to  men- 
tion and  discuss  some  of  the  most  common  causes  of  the  symptom 
"headache."  I  say  symptom,  because  headache  is  no  more  a  disease 
than  rheumatism,  and  we  should  be  severely  criticised  if  we  treat 
this  condition  without  finding  the  cause.  The  causes  of  "headache" 
may  be  divided  into  the  following  heads :  Toxic  (intestinal,  appendi- 
ceal, gall-bladder,  prostatic,  tonsillar,  nasal  cavities,  dental,  renal, 
aural)  ;  reflex  from  eyes,  pressure  in  nose,  from  uterus,  from  irri- 
tated tooth. 

I  shall  limit  myself  to  the  causes  found  in  ear,  nose  and  throat. 

The  most  common  and  most  often  overlooked  cause,  from  per- 
sonal observation,  is  pressure  in  the  nose,  without  any  marked  patho- 
logical condition  being  apparent. 

Case  I.  Mrs.  H.,  referred  to  me  from  Baton  Rouge,  suffering 
with  very  severe  pain  over  entire  right  side  of  head,  more  severe  in 
supraorbital  region.  Patient  had  been  under  physician's  care  for 
past  two  weeks  and  only  relief  was  obtained  from  morphin. 

Bxamifiation  of  nose.  Membranes  look  healthy,  no  abnormal  se- 
cretion. Middle  turbinate  on  right  tightly  wedged  between  septum, 
which  is  slightly  deviated  in  upper  part  to  right  and  outer  wall  of 
nose.  It  was  impossible,  even  after  tissues  had  been  shrunk,  to 
pass  the  smallest  cotton-wound  applicator  between  the  septum  and 
turbinate ;  or  turbinate  and  outer  wall.  Color  of  turbinate  pale  from 
pressure.  Aliddle  turbinectomy  performed ;  patient  relieved  at  once. 
She  explained  that  she  had  the  sensation  of  a  spring  being  removed 
and  pressure  relieved.  Patient  has  had  no  trouble  since,  now  eight 
months. 

I  could  cite  any  number  of  such  cases  where  either  the  middle 
turbinate  or  septum  have  been  removed  and  the  patient  cured. 

Case  2.  Mr.  G.  D.,  age  44.  Past  history  negative.  About  12 
years  before  I  first  saw  the  patient,  he  began  having  a  pain  and  a 
throbbing  over  the  left  side  of  the  head,  at  first  periodical,  increas- 
ing in  frequency.     He  has  been  treated  by  a  number  of  physicians 

♦Read  before  Tour  Infirmary  Clinical  Society  of  New  Orleans,  Wednesday, 
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without  much  result.  Eyes,  negative.  Pains  are  now  constant  and 
very  severe ;  has  had  to  give  up  work. 

Examination.  Septum  deviated  to  left,  middle  turbinate  scarcely 
visible  and  seems  tightly  wedged,  slight  amount  of  mucus  but  no  pus. 
Submucous  resection  performed.  Patient's  condition  im- 
proved rapidly ;  it  is  now  two  years  since  operation  and  he  has  had 
no  headaches.  This  is  another  case  of  pressure  pain  and  possibly  a 
secondary  occlusion  of  the  sinuses.  Just  a  few  words  in  regard  to 
the  sinuses.  It  is  often  hard  to  say  just  what  sinuses  are  at  fault. 
Often  all  are  involved. 

Case  J.  Patient  has  suffered  with  headaches  for  16  years  and  has 
been  to  various  clinics ;  was  sent  to  the  nose  and  throat  clinic  about 
two  weeks  ago.  Slight  amount  of  pus  found  under  the  middle  tur- 
binate and  posteriorly.  Antrum  washed  out  and  great  amount  of 
pus  was  found.  Patient  relieved  for  24  hours.  Three  days  later  the 
antrum  was  again  washed.  This  washing  was  repeated  every  other 
day  for  ten  days,  but  the  pus  and  the  pain  continued.  January  30, 
the  inner  wall  of  the  antrum  was  removed.  Patient  is  now  free  from 
headache  and  the  amount  of  pus  is  very  slight.  In  this  patient  the 
symptoms  were  due  to  pus  absorption  and  possibly  to  some  reflex  ir- 
ritation of  the  branches  of  the  fifth  nerve. 

Suppuration  of  the  frontal  sinus  will  often  give  no  pain,  as  long 
as  drainage  is  good.  However,  the  most  violent  pain  is  caused  when 
we  have  a  closed  suppurating  frontal  sinusitis.  Often  simply  remov- 
ing the  obstruction  and  washing  out  or  aerating  the  sinus  will  re- 
lieve the  condition.  Ethmoid  sinusitis  causes  a  number  of  obscure 
headaches ;  the  pain  is  very  variable,  from  a  sense  of  fullness  over 
the  bridge  of  the  nose,  to  severe  pain  over  the  entire  head.  Another 
reason  why  headaches  from  the  ethmoid  sinuses  is  hard  to  diagnose 
is  that  there  often  is  no  visible  trouble.  We  may,  by  probing,  find 
a  polypoid  condition  and  after  excluding  other  sinuses,  place  the 
blame  on  the  ethmoids.  In  polypoid  sinusitis,  ther  is  often  no  pus 
and  ver\-  little  abnormal  secretion. 

Last  but  not  least  is  the  sphenoid  sinus.  No  doubt  this  sinus  is  the 
cause  of  a  great  many  obscure  pains  in  the  head.  Let  us  just  a  mo- 
ment consider  the  anatomy  of  this  sinus.  The  sphenoids  are  two 
irregular  shaped  cavities  in  the  back  part  of  the  nose,  just  posterior 
to  the  ethmoids  ;  their  openings  are  at  the  top  and  very  seldom  vis- 
ible. Posteriorly  they  are  separated  by  very  thin  bone  from  the  pitu- 
itar}'  body,  cavernous  sinus  and  the  third,  fourth,  fifth,  sixth  and 
Vidian  nerves.    These  nerves  are  often  found   running  under  the 
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mucous  membrane  of  the  sinus,  or  only  separated  from  it  by  a  thin 
wall  of  bone.  By  injecting  cocain  into  this  sinus,  we  can  often  get 
anesthesia  of  one  or  more  of  these  nerves.  Now,  if  absorption  of 
cocain  can  take  place  into  the  nerves,  does  it  not  stand  to  reason 
that  a  sinus  full  of  pus  or  degeneration,  would  afifect  these  same 
nerves  ? 

Dr.  Greenfield  Sluder  stated  in  a  paper  read  before  the  American 
Medical  Association,  May  '■>,  191-5,  as  follows:  "I  believe  many  (but 
not  all)  of  the  recurrent  headaches  that  bear  the  name  migrain  are 
sphenoidal  empyemata,  that  have  lost  most  if  not  all  local  signs ;  or 
were  started  as  such  empyemata ;  and  that  the  nerve  trunks  have  be- 
come involved  either  by  extension  of  the  inflammation  (or  its  toxin) 
through  the  thin  wall  separating  the  sphenoid  sinus  from  the  adja- 
cent nerve  trunks." 

The  treatment  of  these  cases  is  removal  of  the  anterior  wall  of  the 
sphenoid,  and  if  badly  diseased,  curetting  gently  and  washing  out 
with  aqueous  solution  of  sodium  salicylate  (3  to  5  per  cent)  or  1  per 
cent  carbolic  acid  in  oil. 

Often  the  headaches  spoken  of  as  occipital  are  sphenoidal  in  ori- 
gin. 

Case  4.  Airs.  H.,  age  -45,  has  sufifered  nearly  continually  with  pain 
in  the  occipital  region,  often  very  severe ;  duration  two  years ;  has 
been  treated  by  g}^necologist,  oculist,  general  practitioners,  osteopaths 
and  even  Christian  Scientists,  with  very  little  relief. 

Examination  of  nose.  Nothing  abnormal  noticed.  Post  nasally 
one  could  see  a  small  amount  of  thick  pus  over  the  posterior  end  of 
the  middle  turbinate ;  removed  middle  turbinate  and  curetted  the 
posterior  ethmoids.  Patient  slightly  relieved.  -Two  weeks  later  open- 
ing of  sphenoid  found  and  the  sinus  washed  ;  much  improved.  An- 
terior wall  removed  later.  Patient  is  now  entirely  relieved :  only  oc- 
casionally comes  to  have  sinus  irrigated. 

Wq  should  always  be  on  the  lookout  for  trouble  with  the  teeth, 
causing  reflex  pains  in  head.  In  touching  on  this  part  of  the  subject 
verv  lightly,  I  would  caution  all  about  relying  too  much  upon  the 
appearances  of  a  tooth.  The  x-ray  is  the  only  reliable  way  to  rule 
out  the  teeth  as  causative  factors.  In  the  throat  the  most  common 
cause  of  headache  is  absorption  from  diseased  tonsils.  Often  we  get 
reflex  pains  from  the  ears  in  chronic  catarrhal  otitis.  The  pams 
from  acute  otitis,  mastoiditis,  sinus  thrombosis,  brain  abscess  and  a 
number  of  other  conditions  about  the  head  and  neck  can  only  be 
mentioned. 
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Case  5.  Mrs.  C.  F.,  age  -J:4,  has  had  discharge  from  the  left  ear 
as  long  as  she  can  remember.  For  the  past  ten  years  she  has  suf- 
fered a  great  deal  of  pain  over  the  left  side  of  the  head,  often  ver>^ 
severe.  Two  months  ago  she  was  suddenly  attacked  with  violent 
vertigo  and  could  not  stand  up.  Xausea  and  severe  vomiting.  Was 
sent  to  the  Charity  Hospital  and  admitted  to  the  medical  sersice.  I 
was  called  to  examine  the  ears.  At  this  time  patient  had  free  dis- 
charge of  pus  from  the  left  ear ;  drum  membrane  bulging.  Mastoid 
only  slightly  tender ;  strong  nystagmus  to  the  right ;  could  not  sit 
up  in  bed  as  she  would  always  have  tendency  to  fall  to  the  left.  Xo 
labyrinthine  tests  were  made;  advised  patient's  transfer  to  otological 
service.  I  did  not  see  the  patient  for  a  week,  then  was  called  by 
one  of  the  otologists  in  consultation.  The  patient  was  now  very  ill, 
temperature  103°.  Mastoidectomy  was  performed  the  next  day; 
found  ven,-  sclerotic  bone,  small  antrum,  middle  ear  full  of  choles- 
teatomatous  material.  Fistula  in  horizontal  semi-circular  canals. 
The  patient  has  made  an  uneventful  recovery;  all  dizziness  and  ny- 
stagmus have  disappeared.  The  patient  now  has  no  headaches  and 
feels  in  every  way  much  improved.  This  case  is  not  reported  in  de- 
tail as  to  the  interesting  labyrinth  condition,  but  to  illustrate  head- 
aches from  chronic  otitis. 

Case  6.  Miss  S.  M.,  age  29.  April  a3,  a914.  Headache  all  the  time 
over  eyes  and  back  of  head.  Tightly  wedged  middle  turbinate  re- 
moved from  the  right  side  of  the  nose.  Septum  deviated  consider- 
ably in  upper  part  to  the  right ;  no  visible  pus. 

May  11.  Has  had  very  little  pain  in  the  head  for  the  past  two 
weeks  and  feels  much  better. 

May  14.  Pain  over  right  side  of  the  head,  pus  coming  from 
right  frontal  and  ethmoid  regions.     W^assermann,  negative. 

Alay  20.  Pain  still  severe,  impossible  to  enter  frontal  on  account 
of  deviated  septum. 

May  2-4.  Suffering  a  great  deal.  Sent  to  Presbyterian  Hospital. 
X-ray  shows  ethmoids  on  right  very  cloudy. 

]\Iay  27.  Submucous  resection  of  septum  and  ethmoids  scraped, 
sphenoid  opened.  Patient,  as  would  be  expected  had  considerable 
pain. 

June  29.    Patient  is  now  free  from  pain  and  feels  fine  ;  discharged. 

September  1.  Patient  returned  complaining  of  severe  pain  in  the 
supraorbital  region.  X^erve  injected  with  alcohol :  relieved  two 
days. 

September  17.    Supraorbital  nerve  injected  again. 
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October  26.  Patient  has  remained  free  from  pain  until  last  few 
days ;  now  severe  pain  over  first  and  second  divisions  of  the  fifth 
nerve. 

November  2.  Supraorbital  and  second  division  of  fifth  injected; 
only  temporary  relief. 

October  16.  Supraorbital  nerve  removed  under  local  anesthesia 
and  forament  plugged  with  wax. 

December  8.  Patient  returned  suffering  with  pain  in  second  and 
third  divisions  of  the  fifth  nerve.  Injection  attempted  a  number  of 
times  by  myself  and  later  by  Dr.  Allen  with  only  slight  result. 

January  16.  Gasserian  ganglion  removed  by  Dr.  Allen  and  my- 
self. 

January  23.     Discharge  from  right  ear,  slight  facial  paralysis. 

January  23.  Discharge  from  right  ear ;  drum  incised.  Facial 
paralysis  marked.     Pain  over  mastoid. 

March  2,  1915.  Patient  has  very  little  pain,  still  some  tenderness 
over  mastoid. 

July  9.  Mastoid  very  tender.  Leucocyte  count,  20,000 ;  tem- 
perature, 102°.  Mastoidectomy  performed  under  local  anesthesia; 
small  amount  pus,  considerable  necrosis  of  mastoid. 

Since  this  operation  the  patient  has  had  periodical  attacks  of  pain 
and  tenderness  over  the  mastoid,  sometimes  over  the  course  of  the 
facial  nerve.  Her  eye  has  caused  a  great  deal  of  pain  and  she  has 
had  to  use  dionin  and  olive  oil  freely.  Just  how  to  account  for  this 
pain  over  the  fifth  nerve  I  am  at  a  loss  and  hope  to  have  some  one 
explain  it.  Is  it  a  hysterical  condition?  Certainly  after  complete 
removal  of  the  ganglion  there  could  not  be  regeneration  of  the 
nerve. 

In  closing,  I  should  like  to  apologize  for  presenting  a  subject  in 
such  an  haphazard  way,  my  only  excuse  being  that  the  subject  is 
too  large  and  time  too  short  to  do  otherwise.  ]My  intention  was 
simply  to  call  attention  to  some  of  the  most  common  causes  of  head- 
ache and  to  point  out  that  it  is  not  always  an  easy  matter  to  say 
whether  the  nose  and  throat  are  or  are  not  the  cause  of  the  trouble. 
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LATERAL  SINUS  THROMBOSIS  WITH  SPONTANEOUS 
RUPTURE  OF  THE  SINUS. 

Dr.  Archibald  Gary  Lewis,  ^Memphis,  Tenn. 

Sinus  thrombosis  presents  such  a  variety  of  symptoms  and  runs 
such  an  irregular  course  that  it  is  one  of  the  most  interesting  studies 
in  the  field  of  otology.  This  multiplicity  and  irregularity  may  ob- 
scure the  condition  to  such  an  extent  as  to  make  a  definite  diagnosis 
impossible  before  operation,  or  even  before  autopsy.  While  the  in- 
fective thrombosis  is  usually  found  in  the  sigmoid  portion  of  the  lat- 
eral sinus,  it  may  involve  the  whole  lateral  sinus  from  end  to  end, 
including  the  jugular  bulb  and  vein;  also  the  superior  and  inferior 
petrosal,  the  cavernous  and  the  longitudinal  sinuses.  While  the  in- 
vading organism  is  usually  the  streptococcus,  other  pyogenic  bacteria 
may  cause  the  infection.  Horn^  has  recently  reported  a  case  of  pure 
streptothrix  infection  which  terminated  in  cavernous  sinus  throm- 
bosis and  death. 

Other  complications  that  tend  to  change  the  clinical  picture  and 
obscure  the  diagnosis  are  extra-dural  abscess,  meningitis,  cerebellar 
abscess  and  septicemia.  In  the  absence  of  all  these  the  diagnosis  is 
not  necessarily  simple,  for  in  uncomplicated  sinus  thrombosis  we 
often  have  no  definite  symptoms  and  the  disease  may  progress  to  a 
dangerous  stage  before  the  physician  suspects  its  presence.  These 
cases  are  unrecognized  because  the  septic  thrombus  has  been  walled 
off  by  aseptic  blood-clot  in  nature's  effort  to  bring  about  spontaneous 
recovery.  Friedenwald-  reports  several  cases  of  this  character  and 
numerous  other  writers  have  reported  cases  in  which  complete  ob- 
literation of  the  sinus  by  collapse  or  blood-clot  had  been  observed 
during  operation  or  at  autopsy.  A  number  of  cases  are  reported  of 
sinus  thrombosis  running  a  non-febrile  course  in  which  obliteration 
of  the  sinus  took  place.  The  non-febrile  course  is  variously  ex- 
plained,— by  the  aseptic  character  of  the  thrombus,  by  the  mild  na- 
ture of  the  infection,  or  by  the  discharge  of  pus  formed  through  an 
opening  in  the  outer  wall. 

The  lateral  sinus  is  most  apt  to  be  involved  during  an  acute  ex- 
acerbation of  a  chronic  purulent  otitis  media.  If  during  the  course 
of  an  O.  AI.  P.  C,  acute  mastoiditis,  or  following  the  mastoid  opera- 
tion, the  patient  develops  a  rigor,  \ve  immediately  think  of  sinus 
thrombosis  and  the  importance  of  early  operation.     However,  we 
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are  not  justified  in  opening  up  the  sinus  until  we  have  at  least  ex- 
cluded malaria.  The  similarity  of  its  temperature  curve  has  caused 
this  mistake  a  number  of  times.  Far  more  serious  is  the  mistake  so 
often  made  by  the  genral  practitioner  in  diagnosing  thrombosis  as 
malaria  and  treating  it  as  such  until  the  patient  is  in  a  desperate  or 
hopeless  condition.  Such  were  the  circumstances  attending  the  case 
I  shall  report  a  little  later. 

Thorough  examination  of  the  blood  is  of  great  value  in  all  cases 
of  suspected  sinus  thrombosis.  Not  only  can  w^e  thus  exclude  ma- 
laria, but  leucocytosis  and  high  percentage  of  polyneuclears  would 
indicate  thrombosis.  If  the  diagnosis  is  not  clear  and  time  permits, 
a  blood  culture  should  always  be  made  to  ascertain  if  a  bacteremia 
exists.  Oppenheimer'  and  others  have  found  bacteremia  to  be  a  re- 
liable sign  of  infective  thrombosis  provided  other  foci  of  infection 
are  excluded.  If  a  positive  culture  is  obtained  they  open  the  sinus 
at  once.  So  long  as  suspicious  symptoms  continue  they  advise  daily 
cultures  until  a  positive  result  is  obtained  or  the  patient's  condition 
improves.  If  following  the  sinus  operation,  streptococci  are  found 
in  the  blood  after  the  first  day,  it  indicates  that  the  internal  jugular 
vein  is  also  involved  in  the  thrombosis  and  measures  for  its  oper- 
ative relief  should  be  at  once  carried  out.  The  x-ray,  which  is  such 
a  valuable  aid  to  diagnosis  in  mastoiditis,  may  be  of  use  in  clearing 
up  doubtful  cases  of  sinus  thrombosis.  It  is  not  to  be  relied  on, 
however,  for  the  whole  lateral  sinus  may  be  quite  normal  and  the 
clot  limited  entirely  to  the  jugular  bulb.  In  such  cases  we  would 
expect  to  find  granulations  or  carious  bone  on  the  floor  of  the  tym- 
panic cavity. 

The  most  characteristic  and  at  the  same  time  the  most  obvious 
symptom  of  septic  thrombosis  is  the  rigor  produced  by  the  entrance 
into  the  blood  stream  of  toxins  or  bacteria.  Graham*  speaks  of 
the  remarkable  complacency  with  which  these  startling  symptoms 
occurring  in  ear  cases  are  looked  on  by  many  practitioners.  We 
agree  with  him  that  one  chill  is  not  enough  to  confirm  the  diagnosis ; 
one  should  always  wait  for  a  second  chill  before  operating.  It  may 
be  possible  for  the  patient  to  have  both  malaria  and  sinus  throm- 
bosis at  the  same  time  and  thereby  cause  diagnostic  confusion  and 
dangerous  delay.  In  like  manner  syphilis  or  erysipelas  may  cloud 
the  issue.  According  to  Jansen,^  Hessler,  and  others,  thrombosis 
aflFects  males  three  and  one-half  times  more  often  than  females.  The 
right  side  is  more  frequently  aflfected  than  the  left  which  is  prob- 
ably due  to  the  greater  width  of  the  right  sinus. 
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The  internal  jugular  vein  may  be  thrombosed  also;  then  in  addi- 
tion to  the  ordinary  signs  of  lateral  sinus  thrombosis  there  may  also 
be  infiltration  of  the  tissues  of  the  neck  or  tenderness  along  the  an- 
terior border  of  the  stemo-mastoid  muscle.  Burghard''  says  the 
prevalent  idea  that  a  thrombosed  jugular  vein  can  be  felt  on  palpa- 
tion as  a  hard  cord  extending  down  the  neck  is  erroneous.  If  any- 
thing is  felt  it  is  the  enlarged  cervical  glands  which  lie  along  the 
vein.  We  fully  agree  with  him  that  it  is  bad  practice  to  palpate 
the  internal  jugular  as  by  doing  so  there  is  considerable  danger  of 
dislodging  particles  of  the  septic  clot. 

The  prognosis  is  more  favorable  in  sinus  afifections  arising  during 
an  acute  attack  of  otitis  than  in  the  chronic  forms.  The  prognosis 
is  decidedly  unfavorable  when  meningitis,  brain  abscess,  metastases 
in  the  lungs,  or  thrombosis  of  the  cavernous  sinus  occurs. 

To  dwell  upon  the  treatment  of  lateral  sinus  thrombosis  now 
would  be  an  unnecessary  waste  of  time,  but  I  will  repeat  for  the 
sake  of  emphasis  that  early  diagnosis  is  of  paramount  importance. 
Neither  time  nor  trouble  must  be  spared  in  this  and  having  made  a 
positive,  or  reasonably  positive,  diagnosis,  we  must  proceed  without 
delay  to  open  and  clean  out  the  infective  thrombus  as  thoroughly 
as  possible. 

The  following  case  clearly  illustrates  the  importance  of  early 
diagnosis  and  operation  in  these  cases : 

Aliss  D.,  age  16,  was  brought  to  the  hospital  June  5,  1916,  by 
her  family  physician,  and  I  was  called  in  to  see  her.  She  gave  a 
history  of  measles  eight  years  ago  followed  by  running  ears  ever 
since.  Two  weeks  ago  the  right  ear  stopped  discharging  and  she 
soon  began  having  an  aching  pain  in  the  right  side  of  her  head. 
Since  then  she  has  had  five  rigors  and  a  temperature  varjang  from 
99°  to  103°.  Diuring  that  time  she  has  been  treated  for  malaria. 
Her  appearance  was  good ;  she  was  well  nourished  and  developed, 
had  very  good  color,  mind  clear,  and  resting  comfortably.  Tem- 
perature 100.6°;  pulse  130;  respirations  26.  No  inflammation  or 
swelling  over  the  mastoid  regions ;  slight  tenderness  on  pressure 
over  the  right  mastoid.  Right  membrana  tympani  appeared  black 
and  necrotic  and  dark-colored  granulations  were  visible  in  the  mid- 
dle ear  through  its  opening. 

We  decided  to  do  a  radical  mastoid  at  once  and  open  the  sinus  if 
necessary.  After  making  the  primary  post- auricular  incision  and 
elevating  the  periosteum  forward  to  the  bony  meatus,  w'e  were  sur- 
prised by  a  very  profuse  hemorrhage  from  the  middle  ear  which 
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was  controlled  after  a  few  minutes'  pressure  applied  by  packing 
the  middle  ear.  This  unusual  condition,  we  later  found,  was  due  to 
rupture  of  the  walls  of  the  lateral  sinus  above  the  thrombus.  Re- 
moval of  the  outer  plate  of  bone  revealed  one  large,  pulsating,  pus 
cavity  comprising  the  middle  ear,  antrum  and  all  the  mastoid  cells. 
This  was  filled  with  a  thick,  cream-colored  pus  and  rested  directly 
on  the  dura  and  lateral  sinus,  as  all  the  bony  covering  had  disap- 
peared. The  dura  covering  the  temporal  lobe  was  of  a  dark  purp- 
lish hue,  while  the  outer  wall  of  the  lateral  sinus  was  black  and 
necrotic,  covered  with  granulations  in  part  and  perforated  at  the 
upper  margin  of  the  thrombus  where  the  hemorrhage  mentioned 
above  had  come  from.  The  patient  was  doing  so  badly  we  feared 
she  would  die  on  the  table,  so  after  cleaning  out  the  whole  cavity 
as  quickly  as  possible  we  packed  it  lightly  with  iodoform  gauze  and 
put  her  to  bed,  hoping  she  would  revive  sufficiently  for  us  to  finish 
the  operation  later. 

June  6:  Patient  much  improved;  temperature  98°;  pulse  84; 
respiration  24 ;  polyneuclears  90  per  cent.  Had  rigor  at  3  p.  m., 
temperature  rising  to  102.2°,  and  another  rigor  at  midnight. 

June  7:  Temperature  103.2°;  pulse  140;  respiration  28.  Patient 
very  weak  and  although  we  feared  she  would  pass  away  on  the  table 
I  obtained  her  father's  reluctant  consent  to  finish  the  operation. 
After  ligating  and  dividing  the  internal  jugular  vein,  we  proceeded 
to  expose  the  lateral  sinus  down  to  the  jugular  bulb  and  back  well 
beyond  the  thrombus  toward  the  longitudinal  sinus.  After  packing 
it  ofif  above,  the  sinus  was  opened  from  end  to  end,  the  clot  removed, 
the  bulb  curetted  out  thoroughly  and  irrigated  by  forcing  normal 
saline  through  it  and  the  jugular  vein.  All  softened  bone  and  ne- 
crotic soft  tissue  were  then  carefully  removed  from  the  mastoid  and 
tympanic  cavities,  iodoform  gauze  and  drainage  tubes  introduced 
and  external  dressing  applied.  The  patient  stood  the  operation  well 
and  was  in  fair  condition  next  morning.  Temperature  98.6°  ;  pulse 
100 ;  respiration  20.  She  had  no  more  rigors  for  three  days  but 
continued  to  run  an  irregular  temperature. 

June  10  and  11 :  Severe  rigors.  Patient  developing  a  septic  color 
and  temperature,  which  continued  to  get  worse. 

June  13  :  Severe  epistaxis  controlled  by  ice  packs.  Spleen  pal- 
pably enlarged.     Patient  restless  and  murmuring. 

June  14 :  Patient  profoundly  septic  and  in  state  of  semi-coma. 
Pulse  too  weak  to  count. 

June  15 :    Death  occurred  in  early  morning. 
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I  failed  to  state  that  we  gave  her  several  injections  of  Mulford's 
staphylo-streptococcic  bacterin. 

This  case  presents  some  points  of  interest  and  a  lesson  in  the 
importance  of  early  recognition  of  these  conditions : 

1.  Spontaneous  rupture  of  the  lateral  sinus  is  very  rare;  the 
clot  usually  walls  ofT  the  blood  stream  well  back  of  the  necrotic 
sinus  wall. 

2.  The  mild  nature  of  both  the  objective  and  subjective  symp- 
toms attending  so  much  mastoid  necrosis,  together  with  this  im- 
mense epidural  abscess  and  extensive  sinus  thrombosis. 

3.  The  absence  of  metastatic  foci  of  infection  during  the  whole 
three  and  one-half  weeks  of  its  course. 

4.  Had  a  correct  diagnosis  been  made  two  weeks  earlier  when 
the  patient  had  her  first  rigor  she  would  no  doubt  be  alive  to-day. 
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Surgical  Correction  of  Deformities  of  the  Nose  Without  External 
Scarring.  J.  BourguET,  Lancet,  May  12,  1917. 
Under  local  anesthesia  Bourguet  separates  the  skin  from  the  un- 
derlying supporting  tissues.  The  bone  and  cartilage  in  the  super- 
fluous segment  of  tfie  nose  is  then  removed  either  with  a  saw  or 
with  an  electrically  driven  burr  and  the  skin  restored  to  contact 
with  the  improved  superstructure.  In  completely  deviated  noses  por- 
tions of  the  frontal  bones  are  luxated,  the  perpendicular  plate  of 
the  ethmoid  fractured  and  the  bony  frame  of  the  nose  held  in  posi- 
tion by  means  of  an  intranasal  splint  or  external  apparatus.  In 
saddle  nose  the  author  transplants  a  piece  of  tibia  covered  with  peri- 
osteum. Hd. 


ADHESIONS  OF    THE    SOFT    PALATE    TO   THE    POSTERIOR 

PHARYNGEAL  WALL;  A  SUCCESSFUL  SILVER 

PLATE  METHOD  OF  TREATMENT. 

Dr.  Fkanklin  Hazleiiurst,  Baltimore,  Md. 

The  most  common  cause  of  adhesion  of  the  soft  palate  to  the 
posterior  wall  of  the  pharynx  is  syphilis  in  the  tertiary  stage. 
Adhesion  is  relatively  frequent  in  the  hereditary  form  of  lues. 
Rhinoscleroma,  of  rare  occurrence  in  this  country,  is  mentioned 
as  the  next  most  important  etiological  factor  inducing  palatal 
adhesions.  As  less  frequent  causes  may  be  regarded  diphtheria, 
lupus, ^  and  pemphigus.  Avellis"  reported  a  very  rare  lesion  due 
to  the  last  mentioned  disease,  a  palatal  adhesion  so  near  com- 
plete that  only  a  fine  canal  persisted  just  back  of  the  uvula. 
Three  similar  cases  had  been  reported  previously  by  Schroetter,^ 
Landgraf,*  and  Steffan,'*  respectively.  Traumatic  adhesion  re- 
ported by  Konig,"  occurred  in  a  little  girl  of  eight  years  following 
operation  for  adenoids.  ]\Ionod-^  described  a  case  of  cleft  palate 
in  a  man  Go  years  old,  in  whom  the  two  lateral  parts  of  the  palate 
were  adherent  to  the  posterior  phar3'ngeal  wall,  and  the  pos- 
terior pillars  of  the  fauces  no  longer  visible  as  distinct  structures. 
This  condition  he  regarded  as  congenital. 

Complete  adhesion  is  really  rare.  In  practically  every  case, 
there  is  a  small  residual  opening  connecting  the  naso-pharynx 
with  the  pharynx.  A  number  of  complete  adhesions  are,  how- 
ever, mentioned  in  the  literature.  Hajek'  reported  operation 
upon  five  such  cases.  Foster,*  McDougall,®  Hartman,^''  Roy,^^ 
Lichtwitz,^-  and  a  few  others,  reported  cases  of  total  adhesion. 
Cartaz,^"  reporting  on  one  case  of  his  own,  collected  39  from  the 
literature.  Lichtwitz,  while  reporting  his  case  as  one  of  total 
adhesion,  admitted  the  presence  of  a  small  fistula.  In  Schroet- 
ter's  statistics,  quoted  by  Lieven,"  complete  adhesion  occurred 
in  0.3  per  cent  of  the  cases  of  luetic  scarring. 

Lieven  classifies  the  cases  according  to  extent  of  adhesion,  into 
first  grade,  adhesion  between  the  salpingo-pharyngeal  fold  and 
the  posterior  wall  of  the  palato-pharyngeal  arch ;  second  grade, 
adhesion  complete  except  for  a  perforation  in  place  of  or  near  the 
uvula ;  third  grade,  total  adhesion.  The  soft  palate  may  be 
greatly  malformed.    The  nasopharynx  may  be  more  or  less  filled 
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with  fibrous  bands,  which  at  operation  are  broken  down  or  cut 
through  with  difficulty. 

The  symptoms  are  largely  those  of  nasal  obstruction,  and  ac- 
cordingly vary  in  severity  in  proportion  to  the  extent  of  the 
lesion.  Consequently,  greater  or  less  difficulty  in  blowing  the 
nose,  dryness  of  the  throat  due  to  constant  mouth-breathing, 
anosmia,  accumulation  of  the  secretions  in  the  nasal  passages, 
muffled  voice,  deafness,  headsounds,  dyspnea,  night  terrors, 
aprosexia  nasalis,  laryngitis,  tracheitis,  bronchitis  may  be  ex- 
pected as  prominent  features  of  the  sympomatology-. 

Treatment  is  mainly  directed,  after  loosening  or  cutting 
through  the  adhesions,  toward  preventing  readhesion  and  by  a 
few  operators  toward  preventing  in  as  great  measure  as  possible 
further  contracture  of  the  scar  tissue  of  the  soft  palates  and  pil- 
lars of  the  fauces. 

Hajek  advised  operation  under  cocain  anesthesia,  with  the  line 
of  cleavage  made  as  close  to  the  posterior  pharyngeal  wall  as 
possible,  thereby  saving  the  greatest  amount  of  palatal  tissue. 
The  cut  was  made  upon  a  sound  introduced  through  the  nose. 
The  operation  was  completed  to  the  point  of  separating  the 
fibrous  strands  in  the  nasopharynx,  in  several  sittings,  the 
wound  being  packed  with  gauze  during  the  three  to  four  day  in- 
tervals between  sittings.  Hajek  then  introduced  a  rubber  plate 
(first  used  by  v.  Beregszaszy),  which  was  left  in  one  or  two 
days  according  to  the  sensitiveness  of  the  patient,  then  removed 
and  replaced  at  intervals  of  a  day  until  healing  occurred.  Hajek 
states  that  after  healing  occurs,  the  palate  should  be  frequently 
stretched  by  pulling  upon  it  with  a  uvula  hook. 

Lieven  proposed  an  ingenious  method  of  combating,  at  the 
same  time,  the  tendency  to  readhesion  and  contracture  of  the 
scarred  tissue  of  the  palate.  This  consisted  in  passing  daily 
into  the  nasopharynx  a  tiny  rubber  bag  which  could  be  inflated 
through  a  small  rubber  tube  lying  in  the  nose,  to  any  desired 
pressure,  and  left  in  for  a  varying  length  of  time,  according  to 
the  indications.  This  method  the  writer  tried  on  a  patient,  a 
young  woman  with  only  a  tin)'  fistula  persistent  between  the 
pharynx  and  nasopharynx.  The  tip  of  a  rubber  finger  was  tied 
securely  to  a  metal  connection,  a  rubber  catheter,  passed  through 
the  nose  into  the  pharynx,  was  drawn  out  through  the  mouth 
and  slipped  on  the  other  end  of  the  metal  connection.  The  im- 
provised  rubber   bag  was   pulled   up   into   the   nasopharynx  by 
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gentle  traction  on  the  catheter,  inflation  accomplished,  using  an 
atomizer  bulb,  and  a  pinch-cock  applied  to  the  catheter.  This 
treatment  was  used  daily  until  the  patient  refused  further  at- 
tendance, the  inflated  bag  being  left  in  for  several  hours  at  a 
time.  While  feasible  and  attended,  as  far  as  we  were  able  to  go, 
with  some  degree  of  success,  the  method  was  certainly  quite 
uncomfortable  to  the  patient. 

Several  authors  mention  the  use  of  hollow  obturators  fastened 
to  dental  plates  to  maintain  the  patency  of  the  nasopharyngeal 
passage.  Cardoux,^"  Kuhn,^®  McDougall,^  and  Schadle^'  made 
use  of  this  principle.  Hamilton,^^  Foster,^  and  Spencer^''  em- 
ployed some  form  of  bougie. 

The  writer's  second  case  had  almost  a  total  adhesion,  practi- 
cally preventing  breathing  through  the  normal  passage,  but  an- 
teriorly in  the  soft  palate  there  was  a  perforation  through  which 
the  patient  got  an  insufficient  amount  of  air.  When  this  palatal 
perforation  was  occluded  by  a  cotton  plug,  the  patient  had  a  dis- 
agreeable sense  of  suffocation.  As  the  method  of  treatment  de- 
scribed above,  namely,  dilatation  b}-  means  of  an  inflatable  rub- 
ber bag  in  the  nasopharynx,  had  been  unpleasant  to  the  patient, 
the  writer  desired  to  try  in  the  second  case  to  prevent  readhesion, 
the  introduction  into  the  nasopharynx  of  a  thin  silver  plate,  hav- 
ing in  mind  the  known  bactericidal  effect  of  silver.  This  should 
be  less  irritating  than  any  other  means  and  consequently  longer 
borne. 

At  the  operation  done  under  ether  anesthesia  given  through 
the  Kuhn  peroration  intubation  tube,^°  the  palatal  adhesions 
were  cut  through  keeping  as  close  to  the  posterior  pharyngeal 
wall  as  possible,  and  adhesions  in  the  nasopharynx  partly  cut 
through  and  partly  loosened  by  the  finger.  The  palatal  perfora- 
tion mentioned  above  was  freshened  on  the  edges  and  closed  by 
suture.  The  thin  silver  plate  was  trimmed  with  scissors  to  the 
required  size,  approximately  3  cm.  square,  the  sharp  corners 
rounded  slightly.  Into  one  of  several  small  holes  in  the  plate,  a 
silver  wire  was  attached  and  the  loose  end  of  the  wire  then 
fastened  to  a  rubber  catheter  passed  through  the  nose  into  the 
mouth.  Traction  was  then  made  on  the  catheter  and  with  the 
aid  of  a  little  manipulation  from  the  phar3aigeal  side,  the  plate 
drawn  snugly  into  the  nasopharynx.  The  wire,  holding  the  plate 
in  position,  was  fastened  to  the  cheek  by  adhesive  plaster. 

The  plate  was  borne  by  the  patient  without  removal  for  eigh- 
teen days  with  practically  no  discomfort.     AVhen  removed,  the 
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patient  could  breathe  freely  through  the  nasal  passages.  This 
patency  still  persisted  three  years  later.  The  patient  has  a  nasal 
twang  to  the  voice  owing  to  the  imperfect  action  of  the  scarred 
palate,  exact  approximation  of  the  palate  to  the  posterior  pharyn- 
geal wall  not  being  possible. 

This  method  is  presented  not  as  one  which  will  restore  to 
normal  action  more  or  less  scarred  palatal  structures,  but  one 
which,  from  the  standpoint  of  the  operator,  is  easier  of  applica- 
tion and,  from  that  of  the  patient,  freer  of  attendant  discomforts 
than  other  methods  that  have  been  used.  It  would  seem  that 
very  little  can  be  accomplished  toward  preventing  further  con- 
traction of  the  loosened  palate  tissue,  but  the  prevention  of  read- 
hesion  is  readily  assured  by  this  method. 
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AN  INTERESTING  CUT-THROAT  CASE.* 

Dr.  Wiluam  Wesley  Carter,  New  York. 

The  patient,  a  man,  28  years  of  age,  suddenly  seized  with  sui- 
cidal mania,  slashed  both  his  wrists  with  a  razor  and  then  drew  the 
blade  squarely  across  his  neck  just  above  the  upper  edge  of  the 
thyroid  cartilage.  The  hemorrhage  from  the  w^ristc  uts  was  severe, 
but  was  easily  checked.  There  was  only  moderate  bleeding  from 
the  w'ound  in  the  neck,  though  the  incision  reached  almost  to  the 
posterior  pharyngeal  wall. 

The  skin  wounds  were  stitched  up  by  a  general  surgeon  and  the 
man  was  brought  to  my  service  in  Gouverneur  Hospital.  The  case 
was  not  seen  by  me  until  forty-eight  hours  after  the  injury :  at  this 
time  the  following  conditions  were  noted:  The  patient  was  breath- 
ing through  a  hole  in  the  neck  just  above  the  thyroid  cartilage  and 
could  not  speak.  A  stitch  had  been  taken  in  either  end  of  the  cut ; 
this  included  only  the  skin  and  the  important  structures  had  not 
been  approximated. 

The  cut  had  been  made  between  the  thyroid  cartilage  and  the 
hyoid  bone,  severing  the  epiglottis  at  its  base.  On  looking  into  the 
mouth  the  epiglottis  could  be  seen  protruding  above  the  level  of  the 
tongue.  Through  the  gaping  wound  in  the  neck  the  larj'nx  could 
be  unusually  well  demonstrated,  and  beyond  the  larynx  could  be 
seen  the  posterior  pharyngeal  wall. 

Operation:  Under  local  anesthesia  the  upper  portion  of  the 
larynx,  which  had  been  drawn  upwards  about  two  inches,  was 
pulled  down  by  means  of  sharp  hooks  and  held  while  it  was  being 
sutured  into  its  proper  position ;  all  of  the  parts  being  carefully  and 
accurately  approximated.  The  wound  was  then  packed  with  iodo- 
form gauze.  Healing  by  granulation  was  encouraged  for  about  two 
weeks.  The  margins  of  the  skin  were  then  pulled  together  and 
sutured  with  horse-hair. 

Both  the  cosmetic  and  functional  results  were  perfect. 

The  interesting   features  connected   with   the  case  were : 

(1)  The  would-be  suicide  selected  the  exact  spot  where  a  cut 
can  be  made  across  the  neck  to  a  great  depth  without  wounding 
any  vital  structures. 

♦Read  before  the  New  York  Academy  of  >redicine,  Section  on  Rhinology 
and  Laryngology,  November  16,  1916. 
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(2)  The  extraordinary  manner  in  which  the  muscles  attached  to 
the  hyoid  bone  pulled  this  bone  and  the  upper  portion  of  the  larj-nx, 
including  the  epiglottis,  up  into  the  throat,  when  it  was  liberated 
by  the  cut  from  its  attachments  to  the  larA'nx. 

(3)  The  remarkable  picture  of  the  larynx  presented  through  the 
wound  in  the  neck. 

(4)  The  inability  of  the  patient  to  utter  a  syllable  until  the  hyoid 
bone  and  the  upper  portion  of  the  larynx  had  been  pulled  down 
and  sutured  in  their  proper  position,  when  articulation  at  once 
became  perfect. 

Later  note  on  the  case:  The  day  before  this  patient  was  to  be 
discharged  from  the  hospital,  he  jumped  out  of  the  window  and  was 
instantly  killed. 

It  would  seem  to  the  writer  that  all  would-be  suicides  should 
immediately  be  placed  in  a  prison  ward  or  in  an  insane  pavilion 
and  kept  under  close  observation. 

69  West  Fiftieth  Street. 


A  CASE  OF  STAPHYLOCOCCEMIA.* 

Dr.  William  Wesley  Carter,  Xew  York. 

This  case  was  seen  by  me  in  consultation  with  Dr.  C.  N.  B. 
Camac  in  connection  with  my  service  in  Gouverneur  Hospital. 

Mar}-  S.,  married,  age  28,  a  native  of  Austria,  w-as  admitted  to 
the  hospital  on  October  19,  1916. 

Her  family  histor}'  is  unimportant.  Her  health,  previous  to  her 
present  illness,  has  been  \try  good.  She  has  never  had  any  serious 
illness  or  any  ailment  vrhich  might  throw  light  on  her  present  con- 
dition. The  patient  has  had  no  miscarriages.  She  has  had  two 
normal  labors  ;  one  child  is  living  and  well ;  the  other  died  at  the 
age  of  one  year  from  heart  disease. 

The  onset  of  her  present  illness  was  gradual.  Eighteen  days 
before  her  admission  to  the  hospital  her  appetite  became  poor,  she 
had  a  cold  in  the  head,  a  slight  cough,  severe  headaches  and  some 

*Read  before  the  Section  on  Rhinology  and  Laryngology,  Xew  Tork 
Academy  of  Medicine. 


580  CARTER  :   STAPHYLOCOCCEMIA. 

fever.  One  week  before  entering  the  hospital  she  had  pain  in  the 
right  shoulder,  and  five  days  later  pain  in  the  left  hand  and  wrist. 
She  was  treated  by  a  private  physician,  but,  becoming  much  worse, 
was  brought  to  the  hospital. 

Examination  of  the  patient  on  admission  showed  the  following 
conditions :  Patient  well  nourished,  suffering  pain  in  shoulder  and 
left  wrist.  Slight  cough ;  no  expectoration ;  face  flushed ;  tem- 
perature 104.5°;  respiration  38;  pulse  130. 

Pupils  equal  and  react  to  light  and  accommodation.  Tongue 
coated  brownish,  dry  and  cracked.  Teeth  decayed  and  gums  red 
and  swollen.  Muco-purulent  secretion  in  naso-pharynx.  Tonsils 
negative.     Nose  filled  with  muco-purulent  secretion. 

Heart :  Apex  above  normal  position.  Soft  systolic  murmur  at 
apex,  not  transmitted.    Pulmonic  second  sound  accentuated. 

Lungs :  Diminished  breath  sounds  over  left  apex.  Crepitant 
rales  in  infra-scapular  region  on  left  side.  Occasional  sibilant 
rales  over  both  lungs. 

Spleen  distinctly  palpable.     Liver  and  kidneys  not  palpable. 

Fine  vesicular  rash  over  entire  abdomen. 

Right  shoulder  very  tender.     Left  wrist  swollen  and  painful. 

Inguinal  glands  enlarged. 

Reflexes  diminished. 

Laboratoi-y  reports :  Urine  normal.  Vaginal  secretion  contains 
no  gonococci.  Sputum  negative  for  tubercle  bacilli.  Blood:  Red 
cells,  3,200,000.  Hemoglobin,  48  per  cent.  Leucocytes,  10,200. 
Polynuclears,  83  per  cent.  Large  lymphocytes,  6  per  cent. ;  small 
lymphocytes,  6  per  cent ;  larffe  mononuclears,  2  per  cent ;  small  mono- 
nuclears, 3  per  cent. 

At  end  of  24  hours,  blood  culture  shows  100  colonies  per  cc.  of 
staphylococcus  pyogenes  aureus. 

Fluid  from  the  knee,  which  became  involved  on  the  second  day 
after  admission,  showed  on  culture  staphylococcus  pyogenes  aureus. 
Pus  from  the  nose  showed  the  same  organism. 

Several  cultures  of  blood  were  made  at  intervals  and  in  each 
instance  there  was  an  abundant  growth  of  staphylococcus  pyogenes 
aureus. 

Condensed  report  of  clinical  course  of  disease  during  the  eighteen 
days  patient  zuas  in  hospital  under  observation:  Temperature  fluc- 
tuated daily  between  102°  and  105°.  The  respirations  and  pulse  were 
rapid,   but  at  no  time  was   there   any  marked   disturbance  in  the 
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normal  ratio  until  just  before  the  lethal  event.  Lowest  respiration 
24  and  pulse  count  108  ;  highest  00  and  132  respectively.  Pulsation 
in  the  veins  of  the  neck  was  marked.  The  skin  of  the  face  be- 
came bronzed.  A  petechial  hemorrhage  occurred  in  the  conjunctiva 
and  subcutaneous  hemorrhages  over  the  left  malleus  and  right  heel. 
The  mouth  and  tongue  were  very  dry  and  covered  with  sordes. 
The  gums  around  the  incisors  were  red  and  swollen.  The  tonsils 
were  apparently  normal.  There  was  a  considerable  amount  of 
pus  dropping  down  from  the  naso-pharjnx.  Both  nasal  cavities 
were  filled  with  muco-pus.  This  was  removed  as  complete  casts. 
The  septum  and  turbinates  were  ulcerated  and  bled  freely.  On 
the  left  side  especially  there  was  a  considerable  amount  of  liquid 
yellow  pus  which  was  coming  apparently  from  the  ethmoid  cells. 
Cultures  made  from  this  pus  showed  the  staphylococcus. 

The  treatment  was  supporting,  augmented  by  the  administration 
of  autogenous  vaccines.  Of  the  latter,  three  doses  were  given;  two 
of  100,000,000  each  on  the  eleventh  and  thirteenth  day  after  ad- 
mission ;  one  of  200,000,000  on  the  seventeenth  day.  These  were 
without  perceptible  effect. 

The  patient  succumbed  to  the  disease  on  the  eighteenth  day  after 
admission  and  on  approximately  the  thirty-fifth  day  of  the  disease. 

The  salient  points  in  the  autopsy  reports  are:  Nose  and  throat 
filled  with  muco-pus.  Ulceration  on  septum  and  turbinates ;  eth- 
moiditis.  Pulmonary  and  bicuspid  valves  ulcerated  and  covered 
with  recent  vegetations.  Lungs  filled  with  small  metastatic  ab- 
scesses. No  abscesses  in  any  other  part  of  the  body,  and  no  lesion 
in  any  part  of  the  body  which  might  have  been  considered  a  more 
likely  portal  of  infection  than  the  nose  and  mouth.  The  spleen 
was  enlarged  to  five  times  its  normal  size. 

Staphylococcemia  is  either  a  rare  condition  or  it  is  a  condition 
infrequently  recognized.  For  this  reason  and  for  the  reason  that 
most  likely  the  infection  gained  its  entrance  to  the  circulation 
through  the  nose  or  mouth,  I  have  considered  this  case  worthy  of 
your  attention. 

In  review  of  the  comparatively  few  cases  of  staphylococcemia 
reported  in  the  literature,  in  almost  every  case  there  is  uncertainty 
as  to  the  portal  of  infection,  and  it  would  seem  to  me  that  this 
would  be  a  question  practically  impossible  to  decide  unless  the  con- 
dition is  recognized  very  early  in  its  course. 

A  very  interesting  feature  of  this  case  is  the  involvement  of  the 
right  heart   (due  no  doubt  to  the  infected  lympho-venous  return 
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stream),  and  the  miliary  abscesses  in  the  lung,  the  infection  having 
been  distributed  through  the  pulmonary  artery. 

The  futility  of  vaccine  therapy  in  this  case  is  in  keeping  with 
the  experience  of  all  other  observers ;  for  no  laboratory  has  yet 
produced  an  efifective  antistaphylococcus  vaccine.  In  this  instance, 
however,  the  vaccines  were  not  given  a  fair  trial,  for  the  patient 
was  not  seen  by  us  until  the  eighteenth  day  of  the  disease,  and  the 
culture  could  not  be  made  and  the  vaccine  prepared  before  the 
twenty-seventh  day. 

My  experience  in  this  case  prompts  me  to  urge  that  blood  cul- 
tures be  made  as  early  as  possible  in  every  case  where  there  is  the 
slightest  suspicion  that  the  blood  stream  is  infected.  By  so  doing 
a  fair  verdict  could  be  reached  as  to  the  real  value  of  autogenous 
vaccines. 

no  W'est  Fiftieth  Street. 


Foreign  Body  in  the  Right  Maxillary  Antrum  for  Twenty- 
five  Years  Causing  Nasal  Neuralgia.  Ikwin  ^^Ioore,  Proc. 
Royal  Med.,  Lar^'ugol.  Sec,  Jan.,  1917. 
Patient,  a  woman,  G7  years  old,  complaining  of  facial  neuralgia 
of  twenty-five  years'  duration.  Upper  molars  had  been  removed 
and  patient  had  been  repeatedly  treated  without  benefit.  X-ray 
showed  a  rod-shaped  body  in  the  right  maxillar)^  antrum.  Removed 
by  operation  and  it  was  found  to  be  a  piece  of  pure  aluminum 
1.34  cm.  long  and  weighing  3.69  grains.  The  case  is  of  interest  as 
showing  that:  (1)  the  maxillar}^  antrum  will  tolerate  a  foreign 
body  for  25  years  without  causing  catarrh  or  suppuration;  (2)  the 
shadow  of  the  piece  of  metal  could  be  distinctly  seen  on  transil- 
lumination of  the  antrum;  (3)  the  appearance  of  the  aluminum 
was  not  compatible  with  its  being  metal;  (4)  cases  of  facial  neu- 
ralgia may  be  treated  for  years  without  any  suspicion  of  being 
caused  bv  antrum  trouble.  Ed. 
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ANCIENT  FOREIGN  BODY  CASES. 

It  is  well-known  that  the  lower  animals  get  foreign  bodies  lodged 
in  the  food  passages  and,  though  less  frequently,  in  the  air  passages. 
Hence  we  deduce  that  foreign  body  cases  long  antedated  man  on 
the  earth.  The  earliest  literary  reference  that  the  author  has  been 
able  to  find  is  the  following  fable  attributed  to  Aesop : 

The  Foreign  Body  Case  According  to  Aesop. — A  wolf  devoured 
his  prey  so  ravenously  that  a  bone  stuck  in  his  throat,  giving  him 
great  pain.  He  ran  howling  up  and  down,  and  offered  to  reward 
handsomely  anyone  who  would  pull  it  out.  A  crane,  moved  by  pity 
as  well  as  by  the  prospect  of  the  money,  undertook  the  dangerous 
task.  Having  removed  the  bone,  he  asked  for  the  promised  reward. 
"Reward!"  cried  the  wolf;  "pray,  you  greedy  fellow,  what  reward 
can  you  possibly  require?  You  have  had  your  head  in  my  mouth, 
and  instead  of  biting  it  ofif  I  have  let  you  pull  it  out  unharmed. 
Get  away  with  you,  and  don't  come  again  within  reach  of  my  paw." 
(The  Wolf  and  the  Crane.     The  Fables  of  Aesop,  600  B.C.). 

It  may  be  gathered  from  the  foregoing  that  human  nature  has 
not  changed  much  in  twenty-five  hundred  years.  But  Aesop's  co- 
temporaries  grew  tired  of  hearing  of  their  shortcomings  and  threw 
the  author  off  a  cliff  into  the  sea.  Which  still  further  illustrates  the 
unchangeableness  of  human  nature. 

The  Case  of  St.  Blaise. — The  next  mention  we  have  found  is 
that  of  St.  Blaise,  who  lived  in  the  reign  of  Diocletian  (284  to  305 
A.D.).  This  persecuting  imperial  fiend  incarnate  threw  St.  Blaise 
into  prison,  where  he  continued  to  heal  the  sick,  who  were  brought 
to  him.  "Among  these  was  a  boy  from  whose  throat  St.  Blaise 
plucked  a  thorn  and  saved  the  boy  from  suft'ocation."  Then  St. 
Blaise  was  beheaded  by  Diocletian's  decree.  It  is  small  recompense 
that  the  worthy  priest  is  still  the  patron  saint  of  throats  and  that 
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special  services  are  held  for  him  annually  on  his  feast  day.  It  is 
interesting  to  note  that  St.  Blaise  was  Bishop  of  Sebaste,  a  diocese 
of  still-persecuted  Armenia.  Once  again  we  have  evidence  of  the 
unchangeableness  of  human  nature. 

The  Case  of  Mattheiv  Arnold. — In  the  "Light  of  Asia"  occur  the 
following  lines : 

"Then  came — who  knows? — some  gust  of  jungle  wind, 

A  stumble  on  the  path,  a  taint  in  the  tank, 

A  snake's  nip,  half  a  span  of  angr}^  steel, 

A  chill,  a  fishbone,  or  a  falling  tile, 

And  life  was  over  and  the  man  is  dead." 
The  question  arises  as  to  the  source  of  Matthew  Arnold's  in- 
formation as  to  the  mortality  attending  the  fishbone  as  a  foreign 
body.  The  words  are  written  as  those  of  Gautama ;  but,  of  course, 
the  writing  is  Arnold's.  Prof.  Ralph  Elliott  Blakeslee  has  given  us 
the  following  note : 

"It  seems  to  me  there  can  be  small  reason  to  believe  the  passage 
could  be  in  the  thought  of  Gautama,  as  Arnold  used  secondary 
sources  for  his  poem,  notably  Spence  Hardy's  "Manual  of 
Buddhism,"  and  Samuel  Beal's  "Romantic  History  of  Buddha." 
Arnold  studied  Eastern  languages  and  mastered  not  only  those  of 
India  but  also  Turkish  and  Persian.  He  translated  several  things 
from  Sanskrit.  Without  doubt,  he  could  have  used  original  sources 
in  his  work  with  that  equipment.  However,  there  is  no  available 
record  that  he  used  any  sources  except  the  secondary  ones  noted." 


Primary    Echinococcus    Disease   of  the   Lung.         G.   Mariotti, 

Policlinico,  No.  3,  1917. 
The  lesion  was  in  the  lower  lobe  of  the  right  lung  and  the  diag- 
nosis was  confirmed  by  radiogram.  As  spontaneous  cure  is  ex- 
ceptional, the  author  obtained  access  to  the  lesion  by  resecting  the 
seventh,  eighth  and  ninth  ribs,  suturing  the  pleura  and  lung  to  the 
chest  wall  to  prevent  retraction  of  the  lung  and  also  outline  the 
field  of  operation.  It  was  tamponed  and  the  skin  sutured  over  this. 
No  attempt  was  made  to  rem.ove  the  cyst  membrane  in  the  lung, 
as  it  was  adherent  and  fragile.  Ed. 


1 


SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE. 
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February  .?6',  1D17. 

Report  of  Two   Cases   of  Atrophic   Rhinitis  Treated    With    Ichthyol    Oint- 
ment.    Di:.  Roi;i;i:t  II.  Fowi.kh. 
(To  be  published  in  a  subsequent  issue  of  The  Lakyxgoscope.) 

Fibroma  of  the  Ethmoid  Region.    Di:.  Robert  H.  Fowler,  New  York  City. 
(To  be  published  in  a  subsequent  issue  of  The  Lakyxgoscope.) 

DISCUSSIOX. 

Dr.  Dwyer  said  tliat  he  had  seen  enough  of  nasal  fibroma  to  be  very 
cautious  in  making  a  diagnosis.  One  need  only  remember  the  case  of 
a  young  man  presented  before  the  Section  a  number  of  times  by  Dr. 
Harmon  Smith,  in  which  repeated  diagnoses  of  fibroma  were  made  but 
which  finally  developed  into  sarcoma,  of  which  the  patient  finally  died. 

They  are  formed  of  similar  tissues,  and  when  specimens  are  taken 
from  the  front  of  the  nostril  one  cannot  be  too  positive  in  pronouncing 
it  fibroma  or  sarcoma.  Only  in  the  last  week  Dr.  MacKenty  had  oper- 
ated upon  a  young  man,  performing  a  very  extensive  operation,  for  a 
tumor  which  had  been  diagnosed  as  fibroma  for  three  years.  Sections 
had  been  examined  by  a  number  of  men,  including  Dr.  Ewing,  and  him- 
self, but  recently  it  developed  that  the  man  had  a  rapidly  growing  sar- 
coma Ahich  had  been  diagnosed  as  fibroma. 

The  case  reported  by  Dr.  Fowler  may  possibly  follow  the  same  course, 
for  with  such  an  operation  as  was  performed  one  cannot  remove  the 
cause,  and  a  recurrence  was  to  be  expected.  In  Dr.  Smith's  case  just 
referred  to,  the  young  man's  nose  was  cleared  out  four  or  five  times, 
but  in  one  of  the  specimens  decided  sarcomatous  tissue  was  found.  The 
tissue  examined  in  Dr.  Fowler's  case  was  taken  from  the  front  of  the 
nose,  and  upon  examination  it  looked  like  simple  fibroma,  but  there  was 
some  cellular  invasion,  though  not  enough  to  base  a  diagnosis  upon  it. 
It  would  be  interesting  to  see  the  outcome  of  this  case,  whether  or  not 
it  remains  quiescent.  Hence,  in  the  light  of  all  the  facts  and  the  history 
of  such  cases  we,  as  pathologists,  do  go  slow  in  making  an  out  and  out 
diagnosis. 

Dr.  Freudexthal  said  that  he  had  understood  Dr.  Fowler  to  say  that 
he  had  cured  the  case  of  atrophic  rhinitis  simply  by  the  application  of 
ichthyol.  If  that  is  so,  it  was  certainly  a  very  rare  occurrence,  for  we 
have  all  been  using  ichthyol  for  many  years.  Dr.  Freudenthal  said  that 
he  himself  had  been  using  the  ichthyol  recommended  by  a  former  mem- 
ber of  the  Section,  applying  it  on  tampons  inserted  for  two  or  three 
hours.  These  cases  improve  under  such  treatment,  but  he  had  seldom 
seen  a  cure. 

Dr.  Herzig  said  that  be  had  used  ichthyol  and  several  other  medica- 
ments, among  them,  5  per  cent  Scarlet  Red  ointment.     The  latter,  being 
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used  as  nasal  tampons  and  being  in  contact  with  the  middle  turbinate 
tissues,  he  had  found  to  be  the  best  alternative  in  atrophic  rhinitis  and 
also  ozena.  It  is  not  a  cure;  the  sinuses  must  be  taken  care  of  when  dis- 
eased, etc.  The  tampons  medicated  with  the  5  per  cent  Scarlet  Red  oint- 
ment, are  allowed  to  remain  in  the  nose  for  at  least  one-half  hour.  With 
this  treatment  he  has  been  able  to  keep  the  nose  fairly  clear  of  scabs  for 
a  great  length  of  time  and  keep  the  patient  comfortable. 

Dk.  Guttmax  said  that  he  employed  cotton  tampons  without  ichthyol 
as  the  best  method  of  relieving  the  foul  smell  in  these  cases.  Ichthyol 
helps,  but  the  cotton  pledgets  in  themselves  form  the  best  treatment. 

Three  Cases  of  Stricture  of  the  Esophagus,  Due  to  Accidental  Swallowing 
of  Concentrated  Lye  Solutions.    Du.  C.  J.  Imperatoki. 
(To  be  published  in  a  subsequent  issue  of  The  Laryngoscope.) 
Discrssiox. 

Dk.  Arrowsmitii  said  that  he  had  nothing  to  add  to  Dr.  Imperatori's 
remarks  in  regard  to  slow  dilatation.  In  these  old  cases  of  stricture 
from  alkaline  or  acid  burns  he  had  found  a  very  useful  procedure  to  be 
the  nicking  of  the  edges  of  strictures  which  are  often  annular,  with  a 
little  instrument  which  he  had  devised,  which  worked  A'erj'  satisfactorily. 
That  kind  of  scar  is  so  elastic  and  so  resilient  that  it  is  difficult  to  get 
a  start  on  it;  in  such  cases  the  nicking  can  be  done  safely  and  is  a  great 
advantage.  The  object  lesson  Avhich  he  had  gotten  from  the  specimen 
which  he  had  showed  last  spring  from  a  child  that  had  come  to  the 
King's  County  Hospital,  after  having  six  months  previously  swallowed  a 
solution  of  lye,  by  a  bouginage  done  blindly,  resulting  in  a  small  perfora- 
tion and  a  slow  infection  with  ultimate  death,  was  a  strong  argument 
against  blind  bouginage.  In  another  case  which  he  had  dilated  at  about 
the  same  time  under  the  control  of  the  eye,  the  child  had  done  very  well. 

Dr.  MacPhersox  congratulated  Dr.  Imperatori  upon  the  results  ob- 
tained in  these  cases.  It  was  very  difficult  work  and  the  results  were 
admirable. 

Report    of    Acquired    Pharyngeal    Stenosis:    Operation    With    Prosthesis, 
De.  Harry  E.  Isaacs. 
(To  be  published  in  a  subsequent  issue  of  The  Laryngoscope.) 
Discrssiox. 
Dr.  Coffin  said  that  the  case  w^as  one  of  an  interesting  class.    He  him- 
self has  had  several  such  and  they  have  given  him  much  trouble.     He 
then  asked  if  he  was  correct  in  understanding  Dr.  Isaacs  to  say  that  he 
expected  eventually  that  he  could  leave  the  instrument  out.     If  so.  Dr. 
Coffin  disagreed,  saying  that  those  cases  with  a  specific  taint  never  lost 
the  tendency  to  contract.     The  instrument  seemed  to  be  an   extremely 
good  one.     Dr.  Coffin  then  told  of  a  patient  whose  case  he  had  followed 
from  childhood.     It  was  undoubtedly  a  case  of  hereditary  syphilis,  and 
came  under  his  observation  when  the  patient  was  thirteen  or  fourteen 
years   old.     There   was   an    ulcerative   process   involving  all   pharyngeal 
walls.     Her  father  was  a  syphilitic.     The  child  was  put  on  antispecific 
treatment.     The  ulcers  healed;   this  was  followed  by  contraction  until  at 
fifteen  or  sixteen  years  of  age,  there  seemed  to  be  danger  not  only  of 
asphyxia  but  a  stoppage  of  deglutition.     She  was  referred  to  Dr.  B.  F. 
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Curtis  who,  at  St.  Luke's  Hospital,  made  a  large  skin  flap  from  the  throat 
wall  which  was  turned  into  the  throat  through  a  large  incision  above  the 
hyoid  bone.  The  skin  grew  in  place  and  the  girl  has  an  opening  into  the 
esophagus  and  larynx  which  has  lasted  very  well.  The  nasopharynx  abso- 
lutely closed  up.  The  last  time  he  saw  her  she  had  a  pipe  in  the  naso- 
pharynx. It  was  not  half  as  large  in  circumference  as  that  just  shown 
by  Dr.  Isaacs,  but  she  was  able  to  breathe  very  nicely. 

Some  years  ago  Dr.  Nichols,  a  former  surgeon  at  the  Manhattan  Hos- 
pital, devised  a  plan  of  treatment  which  many  followed  for  a  time,  of 
putting  in  a  seton  and  letting  the  tissue  heal  about  it,  and  then  cutting 
from  the  ostra  to  the  free  border  of  the  contracting  tissue — all  to  no 
avail.  Contraction  took  place  just  the  same.  The  only  thing  in  the 
specific  case  seems  to  be  to  resort  to  some  such  device  as  Dr.  Isaacs  had 
shown.  The  sad  thing  is  that  the  more  negative  the  blood  becomes  as  to 
the  specific  taint,  the  greater  the  contraction. 

Dr.  McCull.\gh  spoke  of  a  method  of  operating  on  these  cases  devised 
by  Dr.  J.  E.  MacKenty  some  four  to  six  years  ago.  A  patient  had  come 
to  the  clinic  with  a  congenital  atresia  so  far  as  could  be  learned.  There 
was  no  history  of  traumatism.  Wassermann  was  negative.  The  opening 
was  just  large  enough  to  pass  a  probe.  Tongue-shaped  flaps  were  cut  on 
the  posterior  wall  of  the  pharynx,  the  inner  borders  of  which  corresponded 
to  the  opening,  the  adhesion  was  separated  laterally  with  scissors  and 
each  flap  was  turned  up  posteriorly  over  the  cut  edge.  These  flaps  w^ere 
held  in  place  by  a  mattrass  suture  which  had  been  passed  through  the 
end  of  the  flap,  the  ends  of  this  suture  being  threaded  through  a  curved 
needle  which  was  passed  through  the  soft  palate  and  secured  by  shot. 
By  this  procedure  there  were  no  raw  edges  left.  The  denuded  surface 
on  the  posterior  pharyngeal  wall  healed  by  granulation. 

For  a  while  following  the  operation  the  girl  used  a  dilator  occasionally. 
Dr.  McCullagh  said  that  he  had  seen  this  patient  within  the  last  month 
and  the  nasal  breathing  was  well  established,  and  had  remained  free 
ever  since  the  operation.  Incidentally,  it  was  very  interesting  to  see 
the  development  of  the  turbinates  after  the  establishment  of  the  nasal 
breathing.  They  were  very  rudimentary  at  the  time  of  the  operation, 
for  so  far  as  she  had  known  she  had  never  had  any  nasal  breathing. 
After  the  operation  a  marked  hypertrophy  of  all  the  turbinates  took 
place;  she  has  had  several  turbinotomies  and  much  removal  of  tissue. 
This  patient  after  six  years,  and  without  any  cumbersome  apparatus,  has 
perfect  respiration.  There  is  no  necessity  for  anything  except  an  occa- 
sional dilatation.  Dr.  IMcCullagh  said  that  this  patient  had  been  pre- 
sented before  the  Section  by  Dr.  MacKenty,  and  was  the  only  one  which 
he  himself  had  been  able  to  follow  up. 

Dr.  Fbeudexthal  told  of  a  case  he  had  had  years  ago  which  was  not 
of  specific  origin — a  case  of  total  adhesion  following  adenectomy.  He 
did  not  try  slow  dilatation  for  experience  had  taught  him  that  it  was 
of  no  use  in  such  cases  and  that  a  radical  operation  must  be  done.  He 
made  a  large  opening  and  pulled  the  soft  palate  back  by  strings  intro- 
duced through  the  nasal  passages,  leaving  them  in  place  for  eight  days 
after  the  cicatrization  set  in,  and  it  remained  open.  The  patient  was  oper- 
ated upon  ten  or  twelve  years  ago,  is  now  married  and  has  a  healthy 
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child.  This  method  of  operation  gave  good  results  in  this  instance,  and 
it  was  worth  trying. 

Dk.  MacPiieksox  said  that  he  had  had  five  of  these  cases  which  he  had 
treated  witli  fair  success.  Two  of  them  occurred  in  private  practice,  and 
three  were  clinical  cases.  Some  years  ago  Dr.  Harmon  Smith  devised  a 
plan  of  putting  rubber  catheters  through  the  nose  and  mouth,  fastening 
them  on  the  cheeks  with  adhesive  plaster — putting  one  on  each  side 
and  cutting  between.  At  first  he  tried  gauze,  but  later  he  found  the 
catheters  to  be  better.  In  any  case,  the  objection  is  that  you  don't  keep 
the  catheters  to  the  lateral  walls  on  each  side,  which  is  the  idea  of  the 
old-time  seton  that  Dr.  Coffin  had  referred  to. 

Dr.  MacPherson  said  that  it  had  occurred  to  him  to  put  the  catheters 
in  and  keep  them  in  position  by  not  severing  the  intervening  fibrous 
neck  getting  the  result  that  Dr.  Nichols  aimed  at,  leaving  them  in  ten  to 
twelve  days,  and  then  separating.  During  these  ten  or  twelve  days  a  cer- 
tain amount  of  adhesion  took  place  which  prevented  the  cicatrization 
creeping  in  from  the  sides  to  the  center.  At  the  end  of  ten  days  the 
neck  was  cut  between  the  catheters  and  the  catheters  pulled,  pulling  them 
a  little  tighter,  with  the  object  of  keeping  the  soft  palate  away  from 
the  posterior  wall.  Three  of  the  cases  treated  by  this  method  were  non- 
specific, two  were  specific.  Three  were  due  to  adenoidecfomy  and  ton- 
sillectomy operations  performed  without  an  anesthetic  and  producing 
traumatism.  Four  patients  are  in  vei-y  good  condition  to-day,  with  good 
breathing  and  drainage  and  are  comfortable;  they  do  not  have  to  use 
any  instrument.  The  fifth  was  operated  upon  while  a  +  Wassermann 
was  present  and  is  under  the  care  of  Dr.  Bruce  Ferguson.  I  do  not  know 
the  end  results. 

For  some  time  after  removing  the  catheters  it  was  necessary  to  watch 
patients  and  break  down  adhesions  if  required. 

Dr.  MacPherson  said  that  recently  another  case  had  come  under  his 
observation,  and  after  talking  it  over  with  Dr.  Clarence  C.  Rice  it  had 
been  decided  that  in  this  instance  instead  of  employing  the  catheters 
coming  through  the  mouth  and  nose  the  operation  would  be  modified  and 
a  short  tube  used,  to  be  held  in  place  by  buttons  or  a  knot  of  gauze  or 
something  that  would  absolutely  secure  it,  so  that  it  could  not  slip  up 
or  doAvn,  leaving  that  in  situ  for  ten  days,  then  separating  the  neck,  but 
they  had  not  thought  of  anything  better  for  the  succeeding  ten  days  than 
the  catheters  which  had  been  mentioned,  for  the  purpose  of  holding  the 
soft  palate  away  from  the  posterior  pharyngeal  wall. 

The  syphilitic  cases  are  very  difficult  indeed.  WTiere  there  is  a  nega- 
tive Wassermann  preliminary  to  operation,  there  is  a  pretty  good  chance 
of  preventing  them  from  cicatrizing.  Dr.  Isaacs  was  to  be  congratulated 
on  the  originality  shown  in  ti'eating  the  case  reported.  A  great  many 
types  of  instruments  have  been  devised  for  this  condition,  but  this  idea 
seemed  to  be  more  adaptable  than  most  on  account  of  the  patient  being 
able  to  insert  and  extract  it,  with  the  consequent  liberty  to  leave  it  in 
situ  indefinitely. 

Dr.  Hukd  told  of  a  non-specific  case  which  he  had  treated  some  years 
ago,  where  the  patient  had  only  a  very  small  hole  that  she  could  not 
breathe  through.    He  split  it  so  that  a  silver  half  dollar  could  be  slipped 
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in,  and  she  wore  it  for  several  months,  during  which  time  the  coin  kept 
perfectly  clean. 

There  is  always  a  certain  amount  of  contraction  from  each  side.  In 
this  instance,  the  silver  half  dollar  happened  to  fit  and  did  not  get  foul, 
and  there  was  practically  no  danger  of  its  slipping  out.  If  a  proper 
sized  metal  piece  is  fitted  in  it  will  not  drop  down,  but  some  force  will 
have  to  be  exercised  in  removing  it  with  the  forceps. 

Rib  Transplantation  for  Nasal  Deformity.       Presented  by  Dr.   Imper.vtoki 
for  Dr.  Scrutox. 

(Two  cases  were  presented,  one  of  them  being  a  luetic  case.) 

DlSCfSSIOX. 

Dr.  Arrowsmitii  said  that  his  experience  in  this  work  had  been  very 
limited,  but  that  he  had  treated  a  few  syphilitic  cases,  one  of  which 
showed  a  very  good  result. 

Dr.  MacPhersox  said  that  so  far  as  transplants  are  concerned,  no  one 
can  say  very  much  about  the  results  inside  of  a  year.  The  cases  look 
very  well  for  the  first  few  months  and  may  be  all  right,  but  in  a  year 
or  so  the  bones  may  be  absorbed.  Radiographs  taken  during  the  suc- 
ceeding months  may  show  successful  grafting  taking  place  or  gradual 
absorption. 

Transillumination   of  the   Larynx.   Dr.  L.  M.  Hurd. 

Dr.  Hurd  said  that  this  was  a  demonstration  of  a  method,  not  of  a  case. 
Recently  Dr.  Spencer  had  sent  out  a  circular  asking  about  transillumina- 
tion of  the  larynx.  He  himself  had  happened  upon  this  method  in  an 
accidental  way.  While  using  the  bronchoscope  he  saw  the  light  through 
the  skin,  so  he  put  the  light  on  the  outside  and  looked  with  the  mirror 
th'rough  the  inside.  The  condition  presented  is  rather  novel  and  peculiar, 
and  if  there  is  any  infiltration  there  is  a  certain  amount  of  contrast 
between  the  darker  and  lighter  spaces,  and  if  there  is  anything  under 
one  of  the  vocal  cords  you  can  see  something  darker  in  that  part.  Dr. 
Hurd  said  that  he  had  no  idea  of  claiming  any  priority  in  this  matter 
over  Dr.  Spencer,  as  something  of  the  kind  had  been  done  by  Lennox 
Brown  some  30  years  ago. 

Discrssiox'. 

Dr.  Frettdexthal  said  that  if  any  one  would  look  up  the  proceedings 
of  the  Section  27  years  ago  it  would  be  found  that  he  had  demonstrated 
this  method  together  with  transillumination  of  the  antrum  at  that  time. 
That  was  the  first  demonstration  of  this  kind  in  the  United  States.  It 
was  in  1889  or  1890.  It  was  not  his  discovery  or  Lennox  Browne's,  but 
was  first  brought  to  our  notice  by  Voltolini,  of  Breslau.  He  had  only 
modified  it  so  that  it  would  conform  better  to  the  formation  of  the  larynx. 
The  picture  obtained  was  really  beautiful.  At  that  time  it  was  considered 
important  to  find  out  whether  by  transillumination  you  could  make  a 
differential  diagnosis  between  a  malignant  and  a  benign  neoplasm,  and 
he  was  able  to  make  the  diagnosis  of  a  cyst  in  one  instance.  Dr.  Spencer 
had  sent  him  also  a  circular,  and  he  had  written  to  Dr.  Spencer  and 
reported  this  case:  The  man  had  been  a  patient  of  Dr.  Asch's,  then  went 
to  Dr.  Lefferts,  and  then  came  to  Dr.  Freudenthal.  The  former  two 
gentlemen  had  made  a  diagnosis  of  aneurysm.     The  patient  was  suffering 
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with  a  terrible  stridor  that  could  be  heard  nearly  a  block  away.  It  is  true 
there  was  some  pulsation  in  this  case;  but  Dr.  Freudenthal  said  that  he 
made  a  diagnosis  of  carcinoma  and  the  man  died  not  long  afterward.  It 
was  then  found  that  he  had  a  carcinoma,  below  which  was  an  aneurysm. 
It  was  an  extremely  interesting  case. 

Dk.  Hurd  said  that  he  had  simply  brought  the  matter  up  because  he 
thought  it  interesting.  He  had  picked  it  up  independently  of  any  one, 
and  had  not  then  known  what  Lennox  Brown  did  years  before.  The  pic- 
ture revealed  was  interesting,  and  you  could  look  all  the  way  down  the 
wind  pipe,  etc. 

Tooth  Plate  Impacted  in  the  Upper  Esophagus.  Dr.  H.  Arrowsmith, 
Brooklyn,  X.  Y. 

On  December  24th,  1916,  I  was  called  to  see  J.  C,  aged  40,  admitted  to 
my  service  at  the  King's  County  Hospital,  with  the  history  that  during 
his  Christmas  celebration,  commencing  the  previous  evening,  he  had 
swallowed  his  tooth  plate,  which  beside  interfering  considerably  with  his 
breathing,  hampered  him  in  his  plans  of  having  a  "real"  merry  Christmas, 
by  making  it  very  difficult  for  him  to  swallow  anything  else.  I  found 
the  patient  quite  dyspneic  and  in  considerable  pain.  Being  still  decidedly 
inebriated  he  was  not,  however,  sensitive,  and  a  very  little  cocain,  locally 
applied,  produced  sufficient  analgesia  for  endoscopy.  The  tooth  plate  lay 
diagonally  antero-posteriorly.  The  base,  concave  side  up,  being  deeper 
under  the  crico-pharyngeal  constriction  and  the  teeth  impinging  on  the 
trachea,  which  thereby  Avas  materially  obstructed.  Notwithstanding  its 
short  sojourn — 18  hours — there  was  considerable  edema  about  the  foreign 
body,  and  it  was  very  difficult  to  expose  and  grasp  the  edge  lying  under 
the  constriction.  After  vainly  trying  several  laryngeal  and  esophageal 
specula  I  succeeded  with  a  Moser  esophagoscope  in  exposing  the  upper 
border  of  the  plate  and  removed  it  with  alligator  forceps.  The  patient 
was  able  to  leave  the  hospital  and  resume  his  festivities  on  Christmas 
morning.  The  plate  measures  li^  by  I14  inches,  with  two  central  incisors 
attached. 

Dr.  Arrowsmith  also  presented  another  foreign  body-— quite  a  good-sized 
opaque  white  stone — which  had  been  removed,  and  read  an  account  of  it. 

DISCUSSIOX. 

Dr.  Imperatori  said  that  he  wished  to  corroborate  what  Dr.  Arrowsmith 
had  said  about  the  Mosher  esophagoscope  and  doubted  very  much  whether 
the  object  could  have  been  removed  as  successfully  Avith  any  other  instru- 
ment. As  has  been  pointed  out  by  Dr.  Jackson  and  several  others,  to 
simply  grasp  a  foreign  body  and  pull  is  the  most  dangerous  procedure 
that  we  know  of  in  endoscopy.  The  object  should  be  manipulated  so  that 
its  position  will  be  such  on  withdrawal  that  its  edges  will  not  tear  or 
injure  the  esophagus. 

Undoubtedly  the  cessation  of  respiration  was  due  to  an  inhibition  of 
respiration,  produced  by  the  passage  of  the  foreign  body — when  being 
extracted — and  passing  through  the  upper  esophagus,  behind  the  larynx. 
The  very  act  of  swallowing  is  an  inhibition  of  respiration,  and  if  an  inhi- 
bition can  be  continued  long  enough  and  to  this  we  have  added  the  pres- 
sure on  the  esophageal  ends  of  the  vagus,  a  respiratory  cessation  may 
issue. 


I 
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Dr.  Imperatori  said  that  he  would  not  undertake  to  instruct  Dr.  Arrow- 
smith,  who  had  been  his  teacher  and  guide  in  things  endoscopic,  still  it 
would  seem  that  the  passing  of  a  Jackson  bronchoscope  and  attaching  the 
oxygen  tank  to  the  special  tube,  which  is  on  all  these  instruments,  he 
might  have  avoided  doing  a  tracheotomy. 

Radiograms  help  considerably.  Not  so  much  in  locating  the  foreign 
body,  but  in  demonstrating  its  position  in  relation  to  the  long  axis  of 
the  esophagus.  This  case  shows  the  value  of  the  ballooning  esophago- 
scope,  particularly,  when  a  radiogram  is  not  availablo.. 

Dr.  Law  said  he  would  like  to  utter  an  objection  to  Dr.  Arrowsmith's 
remark  that  he  thought  the  x-ray  would  not  have  shown  the  stone.  He 
himself  believes  it  would. 

The  Roentgenogram  made  with  the  stone  directly  on  the  plate  shows 
a  dark  spot  surrounded  by  a  lighter  area.  This  means  that  the  penetra- 
tion of  the  ray  was  less  in  the  center  than  around  the  edge,  because  the 
stone  is  much  thicker  in  the  center.  The  edge  shows  lighter  also,  because 
the  exposure  was  made  outside  the.  body  and  possibly  with  a  greater 
amount  of  exposure  than  would  have  been  given  with  the  stone  in  the 
body. 

He  was  inclined  to  think  that  a  plate  made  at  the  time,  with  the  proper 
exposure,  would  have  shown  a  clear  outline  of  the  foreign  body,  par- 
ticularly as  it  was  situated  in  a  pneumatic  region. 

Dr.  Arrowsmith  asked  if  Dr.  Law  had  ever  seen  any  picture  of  a  stone. 

Dr.  Law  replied  that  he  had  not  seen  one  of  a  stone  of  that  size, 
(a)   Operating  Window  for  the  Mosher  Esophagoscope;    (b)  A   Laryngeal 
Medicator  for  the   Patient's   Use.  Dr..  Hiuekt  Akhowsmith. 

This  was  adapted  from  Dr.  Yankauer's  laryngeal  medicator  which  is  a 
most  valuable  aid  for  a  patient's  home  treatment.  Its  chief  drawback 
is  the  lack  of  durability  of  the  rubber  bulb,  and  as  most  of  the  medications 
are  of  oil,  that  is  serious.  Dr.  Arrowsmith's  device,  a  small  asbestos- 
packed  syringe,  replaces  the  rubber  bulb  and  as  a  modification  of  Dr. 
Yankauer's  medicator  it  will  be  more  durable  and  may  work  out  a  little 
better. 

DISCUSSIO>". 

Dr.  Imperatori  said  that  he  had  used  the  Yankauer  laryngeal  medicator 
a  great  deal,  but  thought  that  this  modification  of  Dr.  Arrowsmith's  was 
an  improvement.  The  rubber  bulb  on  the  Yankauer  instrument  soon  gets 
out  of  order,  particularly  when  oils  are  used,  making  it  difficult  to  get 
the  medicament  up  in  the  tube  or  getting  the  right  amount  injected  in 
the  larynx. 

An   Improved   Krause  Snare,  Particularly  Useful   in  the  Removal   of  Pos- 
terior Tips.    Dr.  Charleis  J.  Imperatori. 

The  modification  consists  in  the  addition  of  serrated  edges  to  the  end 
of  the  canula.  A  number  of  men  have  tried  it  and  found  that  it  is  very 
satisfactory  in  the  removal  of  posterior  tips. 

Dr.  Imperatori  said  that  he  had  used  Dr.  Mial's  snare,  but  in  his  experi- 
ence he  had  found  that  the  tip  of  the  turbinate  was  liable  to  slip  out  after 
it  had  been  engaged,  whereas  with  this  instrument  it  stays  caught,  within 
the  wire. 

He  thought  a  combination  of  the  two  instruments  would  certainly  make 
an  ideal  one  for  removing  the  posterior  ends  of  the  inferior  turbinate. 
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Stenosis  of  the  Larynx  Following  Cut  Throat.      Dk.  A.  P.  Voislawskt. 

Mr.  B.  B.,  age  44,  came  to  me  in  February  complaining  of  great  difficulty 
in  breathing  and  continual  hoarseness.  One  month  previous  he  had  been 
cut  on  the  neck  in  the  region  of  the  thyroid  cartilage  with  a  razor.  He 
was  removed  to  St.  Vincent's  Hospital,  Staten  Island,  where  the  wound 
was  superficially  sutured,  resulting  in  primary  union.  After  operation 
the  patient  had  slight  difficulty  in  breathing  and  since  leaving  the  hos- 
pital he  has  been  gradually  getting  worse. 

Physical  examination  showed  a  constricting  band  below  the  vocal 
cords  occupying  the  anterior  third  of  the   lumen   of  the  larynx. 

I  sent  the  patient  to  St.  Luke's  Hospital  in  Dr.  Delavan's  service  and 
on  February  7,  where,  with  the  Lynch  suspension  apparatus  and  under 
local  anesthesia,  the  fibrous  band  was  removed.  The  patient  was  able  to 
talk  and  breathe  freely  within  a  few  days  and  presents  himself  this  even- 
ing, seven  weeks  later,  with  a  fairly  good  voice  and  no  respiratory  inter- 
ference. 

DISCUSSIOX. 

Di{.  Forbes  said  that  he  would  like  to  know  the  method  used  by  Dr. 
Voislawsky  in  approaching  the  band,  and  the  type  of  instrument  em- 
ployed,— the  Lynch  being  preferable, — and  whether  there  was  any  dif- 
ficulty experienced  in  handling  the  instrument;  also  whether  the  bleed- 
ing was  annoying. 

Dk.  Harmon  Smith  asked  if  he  was  correct  in  undertsanding  that  the 
original  cut  was  across  the  thyroid  cartilage,  and  if  Dr.  Voislawsky  had 
removed  the  cicatricial  band  from  below  the  vocal  cords?  If  so,  he  did 
not  understand  why  they  were  so  much  lower  than  where  the  cut  was 
inflicted. 

Dk.  Voisl-vwsky  replied  that  the  cut  was  slanting. 

Dr.  Smith  said  that  these  were  interesting  cases,  although  the  out- 
come, in  the  majority  of  instances,  was  favorable.  He  had  presented  some 
j^ears  ago,  a  case  embodying  similar  conditions,  where  an  attempt  at 
suicide  had  been  made  with  a  razor,  leaving  a  permanent  fistula  in  the 
thyroid  cartilage  and  likewise  severing  the  left  vocal  cord  from  its  at- 
tachment anteriorly.  He  did  a  thyrotomy,  attached  the  vocal  cord  in 
place  and  permanently  closed  the  fistulous  opening.  The  subsequent  re- 
sults were  most  pleasing,  as  the  patient,  inside  of  a  year,  was  enabled 
to  talk  so  that  he  could  be  heard  distinctly  across  a  room.  In  the  course 
of  three  years,  which  observation  was  made  just  recently,  it  was  no- 
ticed that  the  movement  of  the  left  side  was  almost  as  free  as  that  of 
the  right,  although  the  left  recurrent  nerve  had  been  severed  at  the  time 
of  injury.     His  voice  now  is  remarkably  good. 

Dr.  Voislawsky  said  that  he  did  not  know  whether  it  had  been  no- 
ticed in  examining  the  patient  that  his  upper  incisor  teeth  were  broken 
off;  this  made  it  a  very  easy  matter  to  suspend  him  with  the  ordinary 
suspension  apparatus  and  Lynch  attachments.  The  larynx  came  into 
view  very  easily  Indeed,  more  so  than  in  any  other  case  he  had  had, 
except  where  the  incisor  teeth  were  missing.  He  used  the  straight  for- 
ceps and  punched  away  until  he  cut  through. 

Di;.  Lyxah  asked  what  was  the  duration  of  the  laryngeal  stenosis,  and 
how  long  after  the  injury  was   the  endolaryngeal  operation  performed. 
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From  what  he  could  see  with  the  mirror  the  lesion  involved  the  crico- 
thyroid membrane  and  the  vocal  cords  were  not  involved.  There  was, 
however,  ample  room  for  good  respiration. 

Dk.  Voislawsky  replied  that  the  cut  was  beneath  the  cords.  Appar- 
ently this  happened  about  the  time  of  the  injury  and  he  did  not  come 
under  observation  until  February.  Dr.  Voislawsky  said  that  he  had 
had  a  number  of  these  cases,  and  apparently  the  object  of  the  house  or 
ambulance  surgeon,  when  they  are  brought  into  the  general  hospital  is 
to  close  the  external  wound.  It  is  very  surprising  how  little  attention 
is  paid  to  the  surgery  of  the  larynx  Avhen  the  patient  is  first  seen.  The 
band  seemed  to  be  just  above  where  the  cut  was, — at  an  angle  of  about 
45  degrees. 

Chronic  "Infiltrative"  Laryngitis.    Du.  H.  H.  Forbes. 

The  patient,  a  man.  51  years  of  age,  came  to  the  Post-Graduate  Hos- 
pital a  year  ago  with  a  history  of  hoarseness  dating  back  a  year  and  a 
half,  making  a  total  of  two  and  one-half  years.  He  was  a  peddler  and 
used  his  voice  excessively.  The  hoarseness  came  on  gradually,  with  loss 
of  voice  but  no  loss  of  weight,  and  his  general  health  did  not  suffer. 
A  year  and  eight  months  ago  he  went  to  one  of  the  hospitals  in  Brook- 
lyn; his  blood  was  examined;  report,  negative;  a  portion  of  the  growth 
in  the  larynx  was  removed,  and  reported  by  pathologist  to  be  a  chronic 
inflammatory  process. 

After  his  admission  to  the  dispensary  of  the  Post-Graduaie  Hospital, 
local  applications  were  made,  and  his  blood  was  examined  twice;  re- 
ports were  negative,  but  he  was  put  upon  mixed  treatment  with  no  im- 
provement. Four  months  ago,  under  suspension  laryngoscopy,  a  por- 
tion of  the  growth  was  removed  from  the  inter-arytenoid  region,  suf- 
ficient to  include  in  its  margin  normal  tissue,  for  comparison.  The 
pathologist  reported  a  chronic  inflammatory  process.  Since  then  the 
patient's  voice  improved  considerably,  but  Avithin  the  last  ten  days  the 
picture  has  changed  entirely  and  instead  of  having  a  simple  chronic 
infiltration  there  is  now  an  ulcerated  area  in  the  upper  part  of  the  glottis. 
Dr.  Macpherson  suggested  that  another  Wassermann  test  be  made,  and 
the  report  received  in  the  afternoon  was  that  it  was  negative.  This  is 
probably  the  fifth  blood  examination  that  has  been  made.  The  question 
of  tuberculosis  was  considered,  but  the  medical  men  reported  the  case 
negative.  Xo  x-ray  had  yet  been  made.  The  case  was  printed  on  the 
program  "for  diagnosis"  and  that  has  not  yet  been  determined  definitely, 
but  within  the  last  two  weeks,  the  additional  element  of  ulceration  of 
the  epiglottis  has  appeared.  So  far  as  known,  the  patient  has  had  no 
other  treatment  at  any  other  hospital,  nor  has  he  been  suspended  within 
the  last  two  months,  so  there  wSs  no  reason  to  suspect  a  trauma  as  the 
cause  of  the  epiglottic  condition. 

In  reply  to  an  inquiry  as  to  whether  the  sputum  had  been  examined, 
Dr.  Forbes  replied  that  it  had,  and  the  report  was  negative. 

Discrssiox. 

Dr.  Harmon  Smith  said  he  saw  no  reason  for  classifying  these  ulcer- 

ativ'e  cases  as  either  tuberculous,   syphilitic  or  malignant.     There  is  no 

reason  why  there  should  not  be  simple  ulcerative  conditions  in  the  larynx 

as  upon  other  mucous  membranes.    The  patient  has  had  no  pain,  no  tem- 
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perature,  no  indications  of  sypliilis,  and  it  seemed  reasonable  to  suppose 
that  lie  might  have  an  infiltration  from  an  overworked  larynx,  or  it 
might  result  from  some  hyi)eracidity  or  acidosis.  We  are  too  prone  to 
classify  all  laryngeal  involvement  in  one  of  the  three  classes  mentioned, 
which  would  not  necessarily  be  done  were  the  lesion  in  some  other  part 
of  the  respiratory  tract. 

Dr.  Ernst  Uanzigkr  asked  Dr.  Smith  how  many  cases  he  had  seen  that 
he  could  not  classify  under  one  of  these  three  classes. 

Dr.  Smith  replied  that  he  had  seen  many,  which  had  been  confirmed 
by  other  diagnosticians  and  that  it  was  time  some  one  should  establish 
the  fact  that  not  all  such  lesions  necessarily  come  within  one  of  these 
three  classes  mentioned. 

Dr.  Dakziger  said  that  a  negative  Wassermann  does  not  necessarily  ex- 
clude syphilis.  Only  recently  he  had  seen  such  a  case.  It  is  not  suf- 
ficient to  make  the  blood  test  in  these  doubtful  cases;  in  some  cases  a 
spinal  puncture  will  help  out,  but  the  blood  alone  does  not  exclude  syph- 
ilis. 

Dk.  Carter  cited  a  case  to  illustrate  the  principle  that  it  might  be  a  sim- 
ple ulceration.  His  patient  was  a  young  man  who  had  been  seen  by  a 
distinguished  specialist  in  Cincinnati,  who  had  referred  him  for  observa- 
tion, saying  that  the  condition  was  probably  either  tuberculous,  syphilitic, 
or  malignant,  but  as  the  patient  was  a  traveling  man  he  had  not  had 
time  to  make  the  diagnosis.  Dr.  Carter  said  that  he  advised  his  patient 
to  rest  his  voice  completely  for  ten  days,  using  simple  applications  of 
argyrol,  and  that  the  ulceration  practically  healed  up  inside  of  two 
weeks. 

Dk.  Macphekson  said  that  Dr.  Smith  had  suggested  the  diagnosis  of 
scleroma. 

Dr.  Smith  said  that  as  the  patient  had  come  from  Southern  Russia,  it 
should  unquestionably  be  considered  as  a  possible  diagnosis. 

Dr..  FoitnE.s  said  that  scleroma  had  been  excluded. 

Hematoma  of  the  Pharynx  Following  Operation.  Dr.  M.  F.  Jones  (by 
invitation). 
The  patient  was  operated  upon  for  goitre  at  the  Nose  and  Throat  De- 
partment of  the  Post-Graduate  Hospital  on  January  24.  The  next  day  Dr. 
Jones  was  called  to  see  the  patient,  and  found  him  suffering  with  ob- 
structed breathing;  the  tissues  of  the  throat  were  edematous,  but  there 
was  no  discoloration.  The  edema  prevented  a  good  view  of  the  cords,  but 
the  left  cord  was  visible.  The  trachea  was  pushed  to  the  left,  and  most 
of  the  mass  was  to  the  right.  The  patient  was  in  a  serious  condition  from 
dyspnea,  and  in  this  state  it  was  a  question  as  to  whether  it  was  best  to 
put  in  a  laryngeal  tube  or  to  do  a  tracheotomy.  Intubation  w^as  ruled 
out  on  the  ground  that  it  would  not  help  the  edamatous  tissue  high  up 
in  the  throat.  Tracheotomy  was  a  last  resort,  as  the  tissues  were  swollen 
and  of  course,  right  after  the  operation,  were  filled  with  blood.  The  pa- 
tient was  therefore  put  under  treatment  with  a  tracheotomy  set  by  the 
bedside  in  case  of  necessity.  He  was  treated  with  inhalation  of  tincture 
of  benzoin  and  an  ice  coil.  After  fifteen  minutes,  the  inhalations  were 
discontinued;  and  at  the  end  of  two  hours  the  ice  coil  seemed  to  have  re- 
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lieved  the  condition  considerably.  In  the  morning  of  tlie  26th,  he  was 
much  better. 

In  the  afternoon  of  the  26th,  when  seen  with  Dr.  Macpherson,  there  was 
visible  a  distinct  hematoma,  and  the  swelling  was  discolored  posteriorly. 
The  chest  and  neck  behind  the  ear  showed  a  large  hematoma,  which  ex- 
tended down  as  far  as  the  umbilicus,  being  higher  on  the  right  side  than 
on  the  left. 

The  patient  left  the  hospital  in  about  two  weeks,  and  returns  to-night 
with  somewhat  questionable  findings;  probably  the  right  cord  would  be 
found  to  be  in  the  cadaveric  position,  and  the  other  one  movable,  although 
slightly  impaired.  The  right  ventricle  was  enlarged  and  so  also  is  the 
right  arytenoid. 

DISCUSSION. 

Di:.  Macphersox  said  that  he  saw  the  case  in  the  wards  and  the  ques- 
tion arose,  what  should  be  done  to  relieve  the  dyspnea?  There  was  marked 
dyspnea,  and  a  tremendous  hematoma.  The  question  was  whether  to 
open  the  hematoma  pressing  against  the  larynx  which  was  causing  the 
dyspnea  and  endangering  the  life  of  the  patient.  It  was  finally  decided  to 
watch  him  carefully  and  endeavor  to  avoid  operation  and  probable  in- 
fection. It  was  a  matter  of  watching  the  patient  very  closely  and  being 
ready  at  a  moment's  notice  to  perform  a  low  tracheotomy  or  if  necessary 
to  open  the  tumor.  The  oozing  gradually  stop")ed  and  the  dyspnea  sub- 
sided. 

Lupus  of  the  Larynx.     Dr.  J.  J.  King. 

L.  W.,  age  15  years,  was  referred  to  me  by  Dr.  Virgil  P.  Gibney,  on 
March  9,  1917,  with  the  history  of  loss  of  voice,  following  a  cold  three 
years  ago.  As  you  see,  he  is  a  well  nourished  youth,  in  apparently  good 
health. 

His  mother  says  he  had  a  cold  three  weeks  ago  and  then  his  voice 
gradually  disappeared.  He  cannot  speak  above  a  low  whisper.  His  gen- 
eral condition  is  good  and  he  has  been  increasing  in  weight.  He  has  no 
pain  in  his  throat,  either  upon  eating  or  swallowing  or  at  other  times. 
His  appetite  has  always  been  good  and  he  has  no  fever. 

His  father  and  mother  and  two  brothers  and  two  sisters  are  alive  and 
well.    One  brother  died  four  years  ago  of  tubercular  meningitis. 

The  examination  of  his  chest  is  negative  for  clinical  signs  of  tubercu- 
losis.    Several  Wassermann  tests  have  been  negative. 

The  x-ray  report  of  his  chest,  made  by  Dr.  Darling,  is  as  follows: 

In  the  left  lung,  running  from  the  root  of  the  upper  lobe  towards  the 
second  to  the  fourth  ribs  posteriorly,  a  fan  shaped  area  of  cloudy  ap- 
pearance, strongly  suggesting  tuberculosis.  Extending  from  the  root  of 
the  lung  downward,  in  the  region  of  the  third  and  fourth  ribs  anteriorly, 
is  a  diffused  area  about  the  size  of  a  half  dollar,  strongly  suggesting 
tubercular  involvement. 

In  the  right  lung,  extending  from  the  root  of  the  lung  towards  the  third 
to  the  fifth  ribs  posteriorly,  is  a  fan  shaped  area  with  present  or  past 
tubercular  involvement. 

None  of  the  areas  in  question  are  easy  to  make  out,  but  the  more  the 
chest  is  studied,  the  more  convinced  I  am  that  he  has  definitely  tubrcular 
lungs,  the  left  lung  showing  the  most  amount  of  involvement.    At  the  root 
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of  this  lung,  there  is  some  small,  irregular  calcification,  which  bears  out 
the  involvement  towards  the  periphery. 

The  examination  of  his  larynx  shows  a  slight  area  of  inactive  or  healed 
ulceration  of  the  upper  left  side  of  the  epiglottis,  a  very  large  mass  of 
Infiltration  on  the  right  false  vocal  cords  and  in  the  interarytenoid  space. 

It  seems  to  me  that  this  is  a  typical  case  of  lupus,  with  its  history  of 
loss  of  voice  and  no  other  signs  or  symptoms.  I  do  ftot  feel  justified  in 
making  a  diagnosis  of  tuberculosis  from  the  few  suggestive  signs  as  shown 
by  the  x-ray  examination,  and  Dr.  Darling  is  also  unwilling  to  make  such 
the  lungs  to  be  ce-existent  with  lupus  of  the  larynx, 
a  diagnosis  from  his  plates.     It  is,  however,  possible  fcr  tuberculosis  of 

DISCUSSION. 

Di{.  HuRD  said  that  the  more  larynges  one  sees  the  less  he  feels  he 
knows  about  them.  He  did  not  think  that  this  child  could  have  tuber- 
culosis of  the  larynx  and  be  in  such  excellent  physical  condition.  Syphilis 
would  probably  account  for  the  condition,  and  is  the  most  frequent  cause 
of  these  infiltrations  of  the  larynx;  it  will  attack  and  destroy  a  part  of  the 
epiglottis.  He  was  strongly  inclined  to  think  that  the  infiltration  in  the 
larynx  was  a  syphilitic  granuloma,  notwithstanding"  the  negative  Was- 
sermann. 

Dk.  Freudexthal  said  that  he  had  made  only  a  superficial  examination 
of  the  case,  but  that  he  would  advise  taking  out  a  piece  of  the  tissue  and 
having  it  examined.  It  might  after  all  be  tuberculosis,  for  he  had  seen 
three  or  four  cases  in  which  the  epiglottis  was  eaten  away  just  as  in  a 
specific  case,  and  after  all  it  proved  to  be  tuberculosis.  This  may  prove 
to  be  a  similar  case. 

Dk.  Hurd  asked  if  the  epiglottis  was  healed  while  the  rest  of  the  larynx 
was  active? 

Dr.  Smith  said  that  he  had  seen  some  cases  in  the  Loomis  Sanitorium 
while  there  as  an  interne,  where  the  condition  of  the  larynx  was  similar 
to  this  case,  likewise  spots  in  the  lungs,  as  shown  in  the  x-ray  just  as  in 
this  case,  and  there  was  absence  of  pain,  just  as  in  this  instance.  Where 
the  cartilage  is  involved  there  is  apt  to  be  pain.  Dr.  Smith  said  that 
he  was  inclined  to  think  the  case  was  lupus  rather  than  tuberculosis.  The 
boy  might  have  healed  areas  of  tuberculosis  In  the  lungs  and  still  have 
lupus  of  the  larynx.  As  long  as  the  case  had  taken  sucli  good  care  of 
itself,  he  would  be  inclined  t  o  leave  it  alone,  except  the  administration  of 
nourishing  diet  and  general  hygiene. 

Du.  Carter  said  that  last  fall  he  had  shown  a  case  at  a  meeting  of  the 
section  in  which  two-thirds  of  the  epiglottis  had  been  entirely  destroyed  by 
tuberculosis.  The  margin  of  the  destroyed  portion  had  healed;  at  the 
same  time  there  was  an  active  process  going  on  in  the  larynx  and  in  the 
lungs.  It  was  strongly  probable  that  this  patient  had  died  within  the  last 
few  months,  for  he  was  in  very  bad  shape  when  last  seen  in  the  clinic 
at  Gouverneur's  Hospital. 

Dr.  Lyxah  supported  Dr.  Hurd's  opinion  that  the  condition  was  spe- 
cific, and  said  he  thought  it  was  a  case  of  the  so-called  condylomata, 
which  are  seen  frequently  on  other  mucous  membranes  than  in  the  larynx. 
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HAY=FEVER  AND  HYPERESTHESIC  RHINITIS. 

Dr.  William  Scheppegrell,  Xew  Orleans,  La. 

While  hay-fever  is  a  form  of  hyperesthesic  rhinitis,  there  are 
some  cases  in  which  pollens  are  not  responsible.  Probably,  however, 
the  proportion  of  true  hay  fever  is  much  greater  than  is  generally 
supposed,  especially  in  cases  in  which  the  rhinitis  develops  outside 
of  the  usual  hay  fever  season  and  is  due  to  unfamiliar  forms  of 
pollen. 

In  New  Orleans,  for  instance,  there  is  a  form  of  hay  fever  which 
is  active  in  February  and  whose  relationship  to  hay  fever  was  not 
recognized  until  we  found  it  due  to  the  pollen  of  the  annual  meadow 
grass  {poa  annua,  Fig.  1),  a  grass  which  in  higher  latitudes  does 
not  bloom  until  June.  More  obscure  than  this  is  a  form  of  hay 
fever  prevailing  in  December  and  Januar)-,  and  which  we  found  to 
be  due  to  the  pollen  of  the  false  wormwood  (Parthenium  hystero- 
phorus,  Fig.  2),  which  is  a  perennial  bloomer  in  Southern  Louisi- 
ana, and  whose  pollen  is  found  on  our  atmospheric-pollen  plates 
during  these  months.  Both  of  these  forms  of  hay  fever  represent 
only  a  small  percentage  of  the  total  number — about  five  per  cent 
and  two  per  cent  respectively — but  the  establishment  of  the  active 
cause  was  necessary  noi  only  from  the  standpoint  of  prevention  and 
treatment,  but  also  to  establish  the  complete  relationship  of  pollens 
to  hay  fever. 

More  recently  in  Texas,  the  cause  of  a  local  outbreak  of  hay  fever 
in  Austin  during  the  month  of  January  was  traced  to  the  pollen  of 
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tlie  mountain  cedar  (Sabiim  sabinoida).  Dr.  S.  N.  Key,  who  re- 
ported these  cases,  exposed  our  atmospheric-pollen  plates  which 
were  then  sent  to  our  biological  laboratory  in  Xew  Orleans  for  ex- 
amination. The  plates  (Fig.  3)  show  an  average  of  27  pollen  per 
square  centimeter,  these  being  identified  as  those  of  the  mountain 
cedars  which  were  pollinating  at  that  time. 

These  cases,  developing  during  the  months  of  December,  Janu- 
ary and  February,  were  formerly  not  recognized  as  hav  fever  but 
were  supposed  to  be  hyperesthetic  rhinitis  of  undefined  origin.  The 
scientific  application  of  the  atmospheric-pollen  plates  and  the  biologi- 
cal tests  enabled  us  to  establish  the  diagnosis  of  hay  fever  and  to 
determine  the  pollens  responsible  for  the  attacks. 

Hay  Fever  and  Dust. — It  is  well  known  that  persons  suffering 
from  hay  fever  have  their  symptoms  aggravated  by  the  dust  of  a 
carriage  or  automobile  drive,  and  this  was  therefore  made  the  sub- 
ject of  a  series  of  tests.  The  atmospheric-pollen  plates  exposed  on 
these  trips  not  only  showed  atmospheric-pollen  mixed  with  the  dust 
but  also  that  these  were  present  in  large  proportions.  A  photo- 
micrograph of  a  portion  of  one  of  these  plates  is  shown  in  Fig.  4. 

\\  e  also  exposed  a  series  of  these  plates  on  railroad  trips  dur- 
ing the  hay  fever  season.  When  the  cars  passed  through  locali- 
ties where  hay  fever  weeds  were  found  in  abundance,  the  records 
showed  a  large  increase  over  the  pollens  ordinarily  found  in  the  air, 
this  being  sometimes  over  100  per  cent.  In  passing  through  large 
forests,  away  from  cultivated  lands  and  over  water  and  marshes, 
as  in  certain  portions  of  the  coast  of  Louisiana,  the  number  of  pol- 
lens was  greatly  reduced. 

The  following  case  illustrates  the  border  line  between  ordinary 
hyperesthetic  rhinitis  and  true  hay  fever.  The  patient,  a  man  of  32 
years,  has  his  ofhce  in  Xew  Orleans,  but  resides  in  the  country, 
about  forty  miles  from  the  city.  Ordinarily  he  makes  these  trips 
without  discomfort.  He  also  visits  the  fields  in  the  country  while 
the  ragweeds  are  pollinating,  without  developing  hay  fever.  During 
the  hay  fever  season,  however,  he  suft'ers  from  severe  attacks  of 
hay  fever  while  traveling  on  the  trains.  In  other  words,  the  dust 
and  cinders  of  the  trip  are  ordinarily  not  sufficiently  irritating  to 
annoy  him,  and  the  pollens  of  the  ragweed,  also  under  ordinary 
conditions  do  not  cause  hay  fever,  but  the  combined  eft"ects  of  the 
dust  of  the  train  and  the  atmospheric-pollens  invariably  causes  an 
attack  of  hay  fever.  As  soon  as  the  pollen  disappears  from  the  air, 
he  again  travels  without  discomfort. 
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Fig-.   1. 
hay  fever. 


Pollen  of  June  grass   (Poa  annua).     A  cause  of  early   (February) 
Magnified  .300  diameters. 


Fig.  2.  I'ollen  of  False  ^Vorm^vood  (Parthenium  hysterophorus).  May 
cause  hay  fever  during  any  month  of  the  year  in  localities  where  it  is 
found.     Magnified   500   diameters. 
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Fig'.    3.      Atmospheric-puUen    plate    exposed    at    Austin,    Texas,    showins 
pollen  of   Mountain  Cedar    (Sabina   sabinoida).      Magnified    500   diameters. 


Fig-.   4.     Atmospheric-pollen  plate  exposed  on  automobile   trip   and   show 
ing   rag-weed   and   grass   pollen.     Magnified   250   diameters. 
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Fig.   5.     Atmospheric-pollen  plate   exposed  on   railroad   trip   showing   rai 
weed  pollen.     ^Magnified  250  diameters. 


Fig.    6.      Spiculated   pollen.      Group   of  Giant   rag-weed    (Ambrosia  trifida) 
on   atmospheric-pollen   plate.      Magnified   1,000   diameters. 
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Fig-.  7.  I'ollen  of  Common  rag-weed  (Ambrosia  elatior)  showing  pores 
for  the  emission  of  the  germinating  tubes  and  of  the  pollen  contents.  Mag- 
nified  2,000   diameters. 


f 


Fig.  8.  Pollens  of  Absinth  Wormwood  (Artemisia  absinthium)  showing 
e.iection  of  a  portion  of  their  contents  from  the  germinating  pores.  Mag- 
nified 500  diameters. 
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An  atmospheric-pollen  plate  was  given  him  to  expose  during  the 
trip,  a  photomicrograph  of  a  portion  of  this  being  shown  in  Fig.  5. 
The  record  showed  a  high  percentage  of  pollen,  almost  twice  as  high 
as  our  Xew  Orleans  station  records  for  these  pollens  at  the  same 
time.^ 

During  the  hay  fever  season,  even  the  dust  of  the  houses  is  im- 
pregnated with  the  hay  fever  pollens.  The  series  of  atmospheric- 
pollen  plates  exposed  at  various  times  show  that  the  air  of  the  ordi- 
nal y  house  has  an  infestation  of  hay  fever  pollens  var}-ing  but  little 
from  the  air  out  of  doors.     As  the  windows  during  the  hav  fever 


Fig-.  9.  Pollen  of  sedge  (Cyperus  rotundus  "nut-gi-ass'  j.  The  dense 
covering-  of  the  sedge;*  make  them  resistant  to  the  discharge  of  their  con- 
tents.    Magnified  500  diameters. 

season  (August-September)  are  usually  open  this  is  really  sur- 
prising. 

In  most  of  the  above  cases,  tlie  attacks  of  hay  fever  are  attributed 
to  hyperesthetic  rhinitis,  the  cause  being  supposed  to  be  the  ordi- 
narv  dust.  A  careful  investigation  of  such  cases  will  show  that  a 
large  proportion  are  really  due  to  atmospheric-pollen  and  are  there- 
fore true  hay  fever. 

(1)  "Hay-fever  and  Hay-fever  Pollens."  W.  Scheppegrell,  :M.  D., 
Archives  of  Internal  Medicine,  June,  1917. 
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Effects  of  Rain  on  Hay  Fever  Pollens. — It  is  well  known  that  a 
continued  rain  affords  relief  to  hay  fever  patients.  The  action  of 
the  rain  is  to  cause  precipitation  of  the  pollen  floating  in  the  air 
and  prevents  more  pollen  from  leaving  the  plant  during  the  continu- 
ation of  the  rain.  If  this  continues  long  enough  to  allow  the  effects 
of  inhaled  pollen  to  pass  off,  the  patient  has  relief  until  the  rain  is 
over  and  a  wind  of  sufficient  velocity  again  infects  the  air  with  the 
hay  fever  pollens. 


Fig.    10.      Pollen   of  Okra   (Hibiscus   esculentus)    with   germinating   tubes. 
Magnified  200  diameters. 


It  has  been  supposed  that  the  pollens  which  are  precipitated  by 
the  rain  may  again  be  carried  into  the  air  and  continue  their  irritat- 
ing effect.  This,  however,  is  not  the  case.  The  principal  varities 
of  pollen  have  been  tested  in  our  biological  laboratory  and  it  has 
been  found  that  the  submersion  of  the  pollen  in  a  large  amount  of 
water  removes  their  toxic  properties.  After  the  pollens  have  been 
exposed  in  this  way,  they  have  been  tested  in  large  numbers  in  the 
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nostrils  of  hay  fever  subjects  without  apparent  effect.  Several  hun- 
dred pollens  were  frequently  inhaled  without  eft'ect  by  hay  fever 
subjects  who  ordinarily  react  to  a  small  number  of  fresh  pollens. 

The  result  of  this  investigation  is  of  practical  value  in  certain 
cases  of  hay  fever.  When  a  hay  fever  subject  has  been  operated  on 
or  is  seriously  ill  from  other  causes  so  that  the  irritation  of  sneezing 
and  other  symptoms  of  hay  fever  would  not  only  be  annoying  but 
even  dangerous,  the  patient  may  be  protected  by  having  the  win- 
dows of  his  room  screened  with  thin  cloth  saturated  with  water.  All 
pollens  coming  in  contact  with  the  moist  cloth  would  not  only  be 
arrested  but  be  robbed  of  their  toxicity.^ 

When  this  is  not  practical  a  special  inhaling  device  based  on  the 
same  principle  may  also  be  arranged  for  the  patient  for  the  same 
purpose. 


Fig.  11.     Poll...    .^   'J_.  -._.;-  _d    . Am. ii;„;. :..,..,  .-,...;^...^    with  germiDat- 

ig  tube.     From  atmospheric-pollen  plate.     Magnified  1,000  diameters. 


Character  of  tJie  Reaction. — In  hay  fever  we  have  both  the  direct 
and  indirect  effect  of  the  pollen  inhalation.  In  the  case  of  the  spicu- 
lated  pollen  the  direct  eft'ect  may  be  due  to  the  mechanical  irritation 
of  their  spicules  (Fig.  6j.  In  others  it  may  be  the  local  irritation 
of  the  mucous  membrane  from  the  solution  of  a  portion  of  the  pollen 
contents. 

The  manner  in  which  the  dissolved  extract  of  the  pollen  leaves 
the  pollen  varies  in  dift'erent  species  and  depends  on  the  formation 
of  the  external  coat  (extine).  In  the  common  ragweed  (ambrosia 
clatior)  there  are  three  openings  or  pores  shown  in  the  photomi- 
crograph (Fig.  7)  and  which  are  intended  for  the  emission  of  the 
germinating  tubes,  through  which  the  dissolved  material  may  es- 
cape. 

(2)  "Toxicity"  here  refers  to  the  positive  reaction  in  hay-fever  sub- 
jects. The  existence  of  a  true  toxin  in  these  pollens  is  still  under  inves- 
tigation. 
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In  the  worwoods'*  (Artmisias)  this  is  not  only  the  case  but  the 
process  can  easily  be  observed  under  the  microscope.  In  the  photo- 
micrograph (Fig.  8)  the  pores  are  shown  and  a  portion  of  the  con- 
tents which  has  been  ejected  from  these  points. 

Before  the  severity  of  the  reaction  of  the  artemisias  was  known, 
instead  of  making  an  extract  of  the  pollen  for  the  initial  test,  the 
ordinary  pollens  were  used.  Immediately  there  was  a  violent  re- 
action which  lasted  over  twenty-four  hours.  As  these  pollens  are 
not  spiculated,  in  which  case  w^e  frequently  have  a  rapid  primar}^ 
reaction,  this  prompt  reaction  was  difficult  to  understand  until  the 
test  was  made  under  the  microscope.  It  was  then  found  that  the 
injection  of  a  warm,  normal  saline  solution  was  immediately  fol- 
lowed by  the  ejection  from  one,  two  or  three  pores  of  the  pollens 
a  portion  of  its  contents  as  shown  in  the  photomicrograph,  and 
which,  in  view  of  the  toxic  character  of  its  contents,  explained  the 
rapidity  of  the  primary  reaction. 

In  the  sedges  the  extine  is  usually  dense  so  that  the  extract  is 
given  off  with  difficulty.  This  is  probably  the  reason  for  the  inert- 
ness of  the  sedge  pollen  (Fig.  9)  in  hay  fever.  The  grasses,  on 
the  contrary,  although  closely  allied  to  the  sedges,  have  an  extine  of 
remarkable  porosity,  and  they  all  have  a  marked  hay  fever  reaction. 

It  was  at  one  time  supposed  that  some  portion  of  the  nasal  reac- 
tion in  hay  fever  was  due  to  the  development  and  action  of  the  ger- 
minating tube  of  the  pollen. 

This  development  of  the  germinating  tube  or  tubes  is  essential  to 
the  function  of  fertilization  which  is  the  primary  object  of  the  pol- 
len. In  the  photomicrograph  (Fig.  10)  there  is  shown  the  pollen 
of  the  okra  (hibiscus  esciilentus)  which  we  dissected  from  the  stig- 
ma of  the  flower.  The  germinating  tubes  are  shown  in  three  stages. 
Figure  11  shows  the  pollen  of  the  careless  weed  {amarantlms  spin- 
osus)  containing  a  single  tube.  This  specimen  was  found  on  an 
atmospheric-pollen  plate,  the  pollen  evidently  having  been  blown 
from  the  stigma  of  the  plant. 

The  development  of  these  tubes  is  always  a  slow  process  and 
could  in  no  way  explain  the  ha)^  fever  reaction  which  always  de- 
velops within  a  half  hour  and  frequently  almost  immediately.  A 
conclusive  proof,  however,  is  that  in  the  microscopic  examination 
of  the  hay  fever  secretions  made  at  our  biological   laboratory  in 

(3)  The  wormwoods  replace  the  rag-weeds  as  the  principal  cause  of 
hay-fever  west  of  Kansas.  "Hay -fever;  Its  Cause  and  Prevention,  in  the 
Pacific  and  Rocky  Mountain  States."  W.  Scheppegrell,  M.  D.,  United 
States  Public  Reports,  July,  1917. 
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which  hundreds  of  pollens  were  examined,  no  case  of  a  pollen  with  a 
developed  germinating  tube  was  found. 

The  Importance  of  a  Correct  Diagnosis. — In  all  cases  of  hyper- 
esthetic  rhinitis  it  is  important  to  determine  that  it  is  not  some  ob- 
scure case  of  hay  fever.  The  fact  that  the  attack  occurs  outside  of 
the  usual  hay  fever  season  is  no  proof  that  it  is  not  hay  fever.  As 
already  stated,  cases  occurring  during  the  months  of  December, 
January  and  February,  which  were  formerly  supposed  to  be  due  to 
hyperesthetic  rhinitis,  were  found  to  be  due  to  the  pollens  found  in 
the  air  at  that  time. 

The  importance  of  a  correct  diagnosis  in  these  cases  is  due  not 
only  to  the  application  of  the  correct  treatment,*  but  also  from  a 
prophylactic  standpoint.  Knowing  the  noxious  pollens,  the  patient 
may  make  use  of  means  to  have  the  cause  removed,  or,  when  this 
is  impracticable,  he  may  avoid  the  proximity  of  the  oiTending  plants. 

Summary. —  (1)  Hay  fever  is  the  most  important  and  common 
form  of  hyperesthetic  rhinitis. 

(2)  Many  cases  of  hyperesthetic  rhinitis  of  unknown  origin  are 
really  due  to  atmospheric  pollens  and  are  therefore  true  hay  fever. 

(3)  The  irritating  effects  of  dust  are  often  due  to  the  presence 
of  hay  fever  pollens. 

(4)  In  hay  fever,  there  is  both  a  direct  Clocan  and  indirect  (con- 
stitutional) effect  of  the  pollens. 

(5)  The  recognition  of  the  pollens  which  cause  hay  fever  is  im- 
portant from  both  a  therapeutic  and  prophylactic  standpoint. 

(6)  In  cases  in  which  an  attack  of  hay  fever  would  be  a  serious 
complication,  the  patient  may  be  protected  by  the  solvent  action  of 
water  on  the  atmospheric-pollens. 

(4)     "Notes  on.  the  Treatment  of  Hay-fever."    W.   Scheppegrell,  ^I.  D., 
Interstate  MedicoA  Journal.  May,  1917. 
844  Audubon  Building. 
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HISTOPATHOLOGY    OF    THE    INTERNAL    EAR    IN    TYPHOID 

FEVER,  PURPURA  HEMORRHAGICA  AND  EPIDEMIC 

CEREBROSPINAL  MENINGITIS. 

Dr.  Fumio  Tanaka,  Okayama.  Japan. 

I.       HISTOPATHOLOGY  OF  THE  INTERNAL  EAR  IN  TYPHOID  FEVER. 

It  often  happens  in  the  course  of  typhoid  fever  that  impairment 
of  hearing  develops  as  a  result  of  inflammation  of  the  tympanum. 
As  McCrae^  states:  "Deafness  without  any  discoverable  lesions 
occurs  comparatively  frequently."  According  to  Rhese,-  of  all  the 
typhoid  cases  in  his  service  there  was  bilateral  deafness  in  14.9  per 
cent,  without  any  accompanying  complication  in  the  middle  ear. 
Clinical  experience,  however,  allows  us  to  presume,  as  Knapp,^ 
!Moos,"'  Bezold"  and  others  have  suggested,  that  in  the  majority  of 
such  cases  there  is  some  change  in  the  internal  ear.  It  would  seem 
to  the  writer  that  the  pathological  evidence  to  support  this  theory 
is  rather  insufficient.  He  was  able  to  find  only  three  reports  on  this 
subject  in  the  literature. 

Sporleder'''  was  the  first  to  report  microscopic  findings  of  such 
changes  in  the  internal  ear.  He  made  a  post-mortem  examination 
of  a  patient  who  had  become  deaf  in  consequence  of  an  attack  of 
typhoid  fever  six  years  previously,  and  found  that  the  spiral  gan- 
glion, the  cochlear  nerve  and  the  trunk  of  the  acoustic  ner\-e  had 
disappeared,  leaving  in  their  places  new  formation  of  connective 
tissue.  Sporleder  regarded  these  changes  as  due  to  a  chronic  neu- 
ritis caused  by  the  disease  six  years  before. 

Wittmack'  reports  a  case  in  which  he  found  atrophy  of  the  organ 
of  Corti,  of  the  spiral  ganglion  and  of  the  cochlear  ner\e.  He 
ascribed  these  changes  to  typhoid  fever  because  the  patient,  who 
had  died  of  purulent  meningitis,  had  had  nerve  deafness  since  the 
typhoid  fever  attack  thirty  years  before.  \\'ittmack  is  of  the  opin- 
ion that  nerve  deafness  in  the  course  of  typhoid  fever  must  be  re- 
garded as  due  to  inflammation  of  the  acoustic  nerve.  ]\Ianase'^  ex- 
amined the  petrous  bone  in  this  ca?e  and  found  new  formation  of 
connective  tissue  in  the  scala  vestibuli  and  scala  tympani  and  atrophy 
of  the  organ  of  Corti,  ligamentum  spirale,  ganglion  spirale,  cochlear 
nerve  and  the  trunk  of  the  acoustic  nerve.     He  concludes  that  the 
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new  formation  of  connective  tissue  must  have  been  due  to  otitis 
interna  which  could  have  been  caused  by  tlie  typhoid  fever,  but  it  is 
not  certain  whether  it  was  an  inflammation  of  the  auditor}"  nerve 
as  in  Sporleder's  case  or  not. 

We  see,  therefore,  that  the  changes  considered  as  pathological 
evidence  for  otitis  interna  or  acoustic  neuritis  in  typhoid  fever  are 
nothing  more  than  the  secondary  changes  which  must  have  follt)wed 
some  primary  process.  And  as  regards  that  primar}-  process  we 
have  no  conception  but  Manase's  assumption:  "IVelche  Umstiinde 
das  sind,  milssen  weitcre  L  ntersitchiing  lelircn,  besonders  in  Fallen 
die  bet  Beginn  der  Erkrankung  znr  ajiafomisclien  Untersnchung  ge- 
langen." 

The  writer  had  the  opportunity  of  making  the  following  study:* 

Y.   K.,  male,  30  years  old. 

Previous  History.  About  five  years  ago,  while  in  China,  the  patient 
suffered  from  beri-beri.  Otherwise  he  has  always  been  well  up  to  the 
time   of   the   present   trouble. 

Present  illness.  About  one  month  ago  the  patient  had  a  chill  and  a 
rapid  rise  in  temperature.  Since  then  he  has  felt  feverish  and  general 
exhaustion.  For  two  weeks  motor  disturbance  has  been  present  in  both 
lower  extremities  and  in  the  upper  extremities  for  one  week.  No  appe- 
tite.   About  five  stools  per  diem. 

Physical  examination.  The  patient  is  a  well  nourished  and  well  de- 
veloped man;  skin  and  visible  mucous  membranes  very  pale;  consider- 
able dyspnea.  Temperature  39  -  C;  pulse,  120.  Facial  and  hypoglossal 
nerves  seem  not  to  have  been  affected.  There  is  no  change  in  pupillary 
reaction.     Tongue  is  dry  and  has  a  dry  coat  on  a  purple  backgroimd. 

Heart.  Area  of  cardiac  dullness  somewhat  increased  towards  the  right. 
Soft  systolic  murmur  at  apex.     Second  aortic  sound  slightly  accentuated. 

Lungs.     Dry  rales  on  auscultation. 

Abdomen.     Flat;   pain  in  muscles  on  palpation;   spleen  palpable. 

Extremities.  Motor  and  sensory  disturbances  in  upper  and  lower  ex- 
tremities. 

Diazo  reaction,  positive. 

Widal  reaction  positive  with  1-50  and  1-100  dilutions. 

Diagnosis.     Typhoid. 

Patient  died  November  14,  1911. 

It  is  to  be  regretted  that  there  was  no  chance  for  hearing  tests  which 
would    have   been   interesting   and   important   for   this   study. 

Autopsy  was  performed  in  the  pathological  department  of  the 
university  the  following  day  and  the  clinical  diagnosis  was  confirmed. 
I  am  very  greatly  indebted  to  Prof.  Fujinama,  chief  of  the  depart- 
ment, who  willingly  gave  me  the  temporal  bones  of  the  patient. 

Microscopical  examination.  The  petrous  bones  were  fixed  in 
Mtiller's  fluid  for  about  one  month  and  embedded  in  celloidin  after 
decalcification  in  5  per  cent,  aqueous  solution  of  nitric  acid.  Serial 
sections  were  prepared  parallel  to  superior  and  anterior  surface  of 
the  pyramid.     Some  of  these  sections  were  stained  in  1  per  cent 

♦Abstracted  from  the  record  of  the  Medical  Clinic  of  the  Imperial  Uni- 
versity of  Kioto,  through  the  courtesy  of  Prof.  Xakanishi. 
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osmic  acid  solution  for  three  to  five  days  (modification  of  ^larclii's 
chrom-asmium  method),  and  some  in  1  per  cent,  thionin.  Heiden- 
hain's  iron-hematoxylin,  Weigert's,  Van  Gieson  and  hematoxylin- 
eosin  stains  were  also  used. 

The  left  car.  External  auditory  meatus  and  nieinbrana  tympani. 
Xot  notable. 

Middle  ear:  The  cavity  is  filled  with  serous  exudation  containing 
a  small  number  of  l}'mphocytes  and  red  blood  corpuscles.  In  several 
lesions  in  the  mucous  membrane  there  is  infiltration  of  lymphocytes 
with  congestion  of  the  neighboring  blood  vessels.  The  ossicles  and 
their  ligaments  as  well  as  the  muscles  show  no  changes. 

Chorda  tympani  nerve:  No  change  except  slight  swelling  of  the 
nerve  fibers. 

Osseous  labyrinth:  In  the  modiolus  congestion  of  the  blood  ves- 
sels is  noticeable.  The  scala  vestibuli  and  scala  tympani  are  filled 
with  serous  exudation  which  takes  a  pale  color  with  every  stain. 

Membranous  labyrinth:  The  exudation  is  also  present  in  the  duc- 
tus cochlearis  as  well  as  in  the  perilymphatic  space. 

Membrane  of  Keiss}ier  is  normal.  The  organ  of  Corti  maintains 
its  ordinary  form  comparatively  well  and  the  cells  are  kept  as  usual 
except  the  inner  hair  cells,  each  of  which  is  changed  to  an  irregular 
mass. 

Vestibule  and  semicircular  canals:  Except  for  serous  exudation 
in  the  endo-  and  perilymphatic  spaces  no  notable  change  is  to  be 
seen. 

Cochlear  nen'c:  In  general  the  myelin  sheaths  are  markedly 
swollen  and  many  of  them  present  reticular  formations  which  seem 
to  be  due  to  something  like  vacuoles  produced  in  them.  In  several 
foci  they  have  disappeared.  Segmentation  of  the  nerve  fibers  is  ver}- 
marked  (Fig.  1).  In  the  Marchi  preparations  there  are  intensely 
black  stained,  small  balls  and  clots  joined  together  in  chain  form  in 
the  myelin  sheaths.  These  clots  can  be  traced  through  the  whole 
cochlear  nen'e  except  the  peripheral  portion  from  the  base  of  the 
modiolus  (Fig.  2).  The  blood  vessels  among  the  nerve  fasciculi  are 
in  a  hyperemic  condition. 

Ganglion  spirale:  The  ganglion  cells  are  in  general  markedly 
shrunken  and  show  polygonal,  triangular  or  semilunar  forms  with 
eccentrically  situated  nuclei.  The  arrangement  of  Xissl's  granules 
in  their  protoplasm  is  very  irregular  ;  in  some  of  the  cells  the  granules 
are  to  be  seen  only  around  the  nuclei,  while  in  others  they  have  dis- 
appeared entirely. 
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rcstihiilar  ncrie:  The  changes  exhibited  in  these  nerve  fibers  are 
about  the  same  as  in  the  cochlear  nerve.  Numerous  ^larchi  clots 
in  the  myelin  sheaths  are  also  noticeable.  But  the  segmentation  of 
nerve  libers  is  less  marked  than  in  the  former. 

Vestibular  ganglion:  The  cells  show  considerable  atrophy  and 
the  arrangement  of  Nissl's  granules  in  them  is  very  irregular,  as  in 
the  spiral  ganglion. 

Trunk  of  the  auditory  nerve:  The  histological  changes  in  the 
nerve  fibers  are  almost  the  same  as  in  those  of  the  vestibular  nerve. 
Congestion  of  blood  vessels  among  the  nerve  fasciculi  is  noticeable. 

Ductus  cndo-  and  perilympliaticus:    Xormal. 

Facial  nerve:  Findings  the  same  as  in  the  vestibular  nerve, 
although  the  changes  here  are  less  marked  than  in  the  latter. 


Fig-.  1.  (Typhoid  fever.)  Nervous  cochleae  in  tlie  case  of  typhoid  fever. 
(Heidenhein's  Iron — Haematoxylin  stain).  The  fibres  are  very  swoHen 
and  the  segmentation  in  them  is  remarkable.  In  some  fibres  the  disap- 
pearence  of  the  mj'elin  sheaths  is  to  be  seen. 

The  Right  Ear.  Speaking  generally,  the  histological  changes  in 
the  right  ear  are  almost  the  same  as  in  the  left  ear.  Numerous 
]\Iarchi  clots  in  the  myelin  sheaths  of  the  auditor}'  nerve  and  its 
branches  as  well  as  in  the  facial  nerve,  are  present. 

Discussion.  The  changes  to  be  taken  into  consideration  in  the 
above  mentioned  findings  are  the  following: 

1.  Serous  exudation  in  the  tympanum  and  labyrinth. 

2.  Congestion  of  the  blood  vessels  in  the  middle  and  internal  ear. 

3.  Degeneration  of  the  nerve  fibers  of  the  cochlear  and  vestibular 
neiwes,  the  trunk  of  the  auditorv  nerve  and  the  facial  nerve. 
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As  already  mentioned,  Manase,  in  the  case  he  studied,  found  con- 
nective tissue  formation  in  the  labyrinth,  irom  which  finding  he 
assumed  that  there  must  have  existed  inflammation  of  the  labyrinth 
caused  by  the  typhoid  fever. 

In  the  case  here  described  the  substance  resembling-  nebula  which 
filled  the  peri-  and  endolymphatic  spaces  of  the  labyrinth  may  be 
considered  as  an  artificial  product.  In  the  tympanum,  where  the 
mucous  membrane  presented  more  hyperemia  the  same  substance 
Avas  present  mixed  wnth  a  few  lymphoc^-tes  and  red  blood  corpuscles. 
Such  is  the  finding  in  a  catarrhal  inflammation  of  the  middle  ear. 
jMoreover,  I  have  seen  such  an  exudation  in  both  labyrinths  as  well 
as  in  both  tympani.  Sections  of  a  normal  labyrinth  examined  by 
the  same  technique  as  a  control,  showed  nothing  of  this  character. 


Pig.  2.  (Typhoid  fev^er).  Nervous  cochleae  in  the  case  of  typhoid  fever. 
(5larchi  method.)  In  the  myelin  sheaths  many  black  stained  clods  are 
to  be  noticed.    A  part  of  the  modiolus  is  presented  in  the  picture. 

In  regard  to  the  changes  in  the  nerve  filjers  it  might  be  argued 
that  they  may  be  post-mortem  effects,  but  there  is  no  need  to  discuss 
this  point  because  the  changes  in  this  case  were  very  striking  and 
far  from  the  changes  considered  as  post-mortem  effects.  Further- 
more, the  degeneration  of  the  nerve  fibers  has  been  clearly  proved 
by  Marchi's  method. 

These  changes  in  the  internal  ear  are  practically  the  same  as  W^itt- 
mack^  and  Doinikow^'^  described  as  changes  occurring  in  nerve  fibers 
in  toxic  neuritis  and  I  do  not  doubt  that  in  this  case  there  has  been 
a  neuritis  in  the  acoustic  nerve  and  its  branches  as  well  as  in  the 
facial  nerve,  on  both  sides. 
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Fi^.  '■>.  (I'Lirpuia  hemoiiliaKica. j  Shows  an  area  in  a  section  of  the  case 
of  purpura  hemorrhagica.  (Haematoxylin-Eosin  stain.)  Crista  acustica 
of  poEtor'or  semicircular  canal,  posterior  ampullary  nerve  of  the  vestibular 
nerve  and  a  part  of  the  osseous  labyrinth  are  presented.  Hemorrhage 
among  the  nerve  fasciculi  and  the  fibres   is  to  be  noticed. 


Fig.  4.  (Epidemic  cerebrospinal  meningitis.)  Presents  basal  whorl  of 
the  cochlea  in  a  section  of  the  case  of  epidemic  cerebrospinal  meningitis. 
(Haematoxylin-Eosin  stain. )~  Hemorrhages  in  the  scala  tympani,  modiolus 
and  among  the  cells  of  the  ganglion  spirale. 
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I  have  also  noticed  that  the  changes  are  most  marked  in  the  coch- 
lear nerve  and  less  severe  in  the  facial  nerve.  This  is  easily  under- 
stood if  we  consider  the  slighter  pouter  of  resistance  of  the  cochlear 
nerve  than  that  of  the  vestibular  nerve,  and  as  described  by  Politzer^^ 
the  greater  impressionability  of  the  auditory  nerve  as  compared  with 
the  other  cranial  nenes. 

Concerning  the  findings  in  the  ganglion  cells  I  feel  that  it  is  very 
difficult  to  discuss  the  arrangement  of  Nissl's  bodies  and  make  a 
clear  differentiation  from  post-mortem  or  artificial  effects  in  a 
section  which  was  treated  in  so  strong  a  reagent  as  nitric  acid. 
However,  it  is  possible  that  the  marked  atrophy  and  the  disorder 
of  the  Nissb bodies  might  be  the  result  of  the  degeneration. 

Destruction  of  the  inner  hair  ceils  of  the  organ  of  Corti  should 
have  no  significance  other  than  post-mortem  alteration  because  these 
cells  undergo  post-mortem  changes  very  earl];  as  Tomita^^  and 
Yoshii  and  NageP"  have  proved. 

It  may  be  asked,  therefore,  what  was  the  cause  of  the  above- 
mentioned  changes  ? 

In  the  case  described  the  inflammatory  process  in  the  internal  ear 
is  in  an  early  stage  and  I  believe  that  no  other  possible  cause  can 
account  for  the  changes,  except  typhoid  fever,  c>f  which  the  patient 
died  after  one  month's  illness. 

Conclusions.  1.  This  is  a  case  in  which  acute  otitis  media,  otitis 
interna  and  neuritis  of  the  trunk  of  the  auditor}^  nerve,  the  cochlear 
and  vestibular  nerves  and  of  the  facial  nerves  have  been  caused  by 
typhoid  fever. 

2.  This  case  presents  histological  evidence  that  in  the  course  of 
typhoid  fever  there  may  occur  otitis  interna  or  neuritis  acustica. 
This  was  previously  assumed  from  clinical  experience  and  patho- 
logical deduction  from  secondary  changes  after  a  lapse  of  time 
(Sporleder,  Wittmack,  Manase). 

II.      HISTOPATHOLOGY   OV   THE   INTERNAL   EAR   IN    PURPURA 
HEMORRHAGICA. 

In  1900,  Sugar^  reported  a  case  of  purpura  accompanied  by  dis- 
turbances in  the  organ  of  hearing,  the  clinical  symptoms  pointing  to 
hemorrhage  in  the  labyrinth.  He  claimed  to  be  the  first  to  have 
reported  such  a  case.  In  fact,  we  know  very  little  concerning  the 
relation  of  purpura  to  the  ear  structures.  The  literature  contains 
but  few  reports  on  this  subject. 

Moos-  described  a  case  of  hemorrhagic  complication  in  the  tym- 
panum in  the  course  of  purpura  and  Tomka-^  reported  a  similar 
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instance,  Citelli^  reported  a  case  in  which  the  patient  became  a 
deafmute  after  an  attack  of  purpura  and  this  author  urges  that  pur- 
pura be  taken  into  consideration  as  a  cause  of  deafness.  Guettichi^ 
described  a  case  in  Avhich  total  deafness  developed  after  purpura 
hemorrhagica.    Stimson's'^  case  was  similar  to  Citelli's. 

All  these  reports,  however,  lack  pathological  evidence  to  prove 
the  occurrence  of  hemorrhage  in  the  internal  ear  in  the  course  of 
purpura. 

The  writer  was  fortunately  able  to  make  an  histological  examina- 
tion of  the  internal  ear  in  the  following  case  of  purpura  hemor- 
rhagica :* 

I.  S.,  male,  17  years  old. 

Family  history.  A  maternal  uncle  is  said  to  have  died  from  articular 
rheumatism. 

Previous  history.  For  a  considerable  time  the  patient  used  to  have 
nose-bleed  twice  or  three  times  a  month. 

Present  iWiess.  About  two  years  ago  there  appeared  a  flat,  corn-sized 
spot  in  the  skin  of  the  left  chest,  and  successively  in  several  regions  of 
the  body.  The  color  of  the  spots  was  first  red,  then  brown  and  finally 
faded.  While  the  first  crop  of  spots  faded  new  ones  appeared,  but  after 
about  one  month  the  patient  was  free  from  all  spots.  Six  months  later 
there  was  a  recurrence  and  this  attack  continued  until  the  day  of  ad- 
mission without  any  serious  symptoms  accompanying  it. 

For  one  week  the  patient  had  pain  in  the  extremities,  especially  in  the 
leg.s,  and  complained  of  headache,  fever  and  general  exhaustion. 

Physical  examination.  Well  developed  and  well  nourished.  Tempei-- 
ature,   37.6°;    pulse,   100;    synchronous  and  of  moderate  tension. 

Skin.  All  over  the  body  except  the  plantar  surfaces  and  the  head,  there 
are  many  dark  red  or  brown  spots  which  vary  in  size  from  a  rice  to  a 
corn  kernel  and  do  not  change  color  on  compression.  The  spots  are 
present  also  on  the  buccal  and  palatal  mucous  membrane. 

Heart.  Area  of  Cardiac  dullness  normal;  the  sounds  are  loud  and  there 
are  no  murmurs. 

Lungs.     Not  notable. 

Ahdomen.     Not  notable;   liver  and  spleen  not  palpable. 

Extremities.  Pain  in  knee-joints  on  movement  but  they  are  not  swollen 
or  fluctuant. 

Admitted  to  the  hospital  April  2,  1911.    Died,  June  1,  1911. 

During  the  patient's  stay  in  the  hospital  he  had  moderate  fever 
(37.6^-39.0°  C).  On  May  3,  a  new  spot  appeared  in  the  conjunc- 
tiva ;  since  then  he  had  vomiting,  tinnitus  and  impairment  of  hearing. 
Hemorrhage  in  fundus  oculi  was  present  also  on  both  sides.  No 
hearing  tests  were  made. 

Autops}^  was  performed  the  da}'  following  death  and  hemorrhages 
were  seen  mainly  in  the  pleura,  lungs,  endocardium,  liver  and  mucous 
membrane  of  the  larynx,  trachea,  bronchi,  stomach  and  intestine, 
in  the  dura  mater  and  pia  mater. 

Microscopical  findings  in  the  internal  ear.  Through  the  courtesy 
of  Prof.  Fujinami  I  obtained  the  right  petrous  bone  which  I  fixed 

.   ♦Throug'h   the  courtesy  of  Prof.   Nakanishi,   Imperial  University  of  Kioto 
Medical   Clinic. 
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and  prepared  as  described  in  the  preceding  case.  The  same  stains 
were  applied  except  the  thionin  and  Marchi  stains. 

Vestibular  nerve.  At  the  area  just  before  the  termination  of  the 
posterior  ampullar^'  nerve  in  the  crista  acustica  of  the  posterior 
semicircular  canal  there  is  considerable  hemorrhage  among  the 
nerve  fasciculi  and  nerve  fibers  (Fig.  3).  Some  of  the  red  blood 
corpuscles  have  kept  their  ordinary  forms  but  many  of  them  have 
disintegrated  into  a  granular  mass  staining  dark  brown  with  eosin. 

The  nerve  fibers  seem  slightly  atrophied  but  the  methods  employed 
in  the  examination  show  no  ver}^  noticeable  changes. 

Ganglion  spiralc.  Among  the  ganglion  cells  of  the  basal  whorl  an 
ecchymosis  is  seen  without  it  having  caused  any  marked  disturbance 
in  the  neighboring  tissue. 

Scala  tympani.  Considerable  extravasation  of  blood  is  present  in 
the  scala  tympani  of  the  middle  whorl.  The  red  blood  cells  keep 
their  form  comparatively  well  and  take  a  dark  red  color  by  the 
eosin  stain. 

Internal  auditory  meatus.  Ecchymoses  are  present  in  the  dura 
covering  the  acoustic  nerve. 

Facial  nerve.  The  nerve  fiber  itself  presents  no  abnormality  but 
in  the  sheath  surrounding  the  nerve  many  bloody  extravasations 
are  to  be  seen  and  especially  at  the  area  where  the  facial  nerve 
joins  the  stapedius  muscle  this  hemorrhage  is  very  marked. 

Extertial  atiditory  meatus,  memhrana  tympani  and  tympanum. 
Xo  change. 

Reissner's  membrane.     Normal  condition. 

Organ  of  Corti.     Normal  condition. 

Discussion.  There  are  to  be  noted  the  hemorrhages  in  the  internal 
ear,  especially  those  in  the  vestibular  nerve,  scala  tympani  and  spiral 
ganglion.  We  know  that  hemorrhage  in  the  internal  auditor}'  meatus 
may  occur  in  terminal  agony  and  also  in  tlie  labyrinth  in  suffocation 
and  in  some  infectious  diseases.  But  these  can  easily  be  excluded  as 
causes  of  the  hemorrhages  in  the  case  outlined.  The  only  other 
disease  to  be  considered  is  purpura.  Moreover,  the  finer  examination 
of  these  hemorrhages  discloses  the  fact  that  they  occurred  some 
time  before  the  death  of  the  patient,  except  those  in  the  scala  tympani 
and  internal  auditor}-  meatus.  But  even  the  latter  may  be  said  with 
utmost  probability  to  have  occurred  from  tlie  same  cause  as  the 
numerous  hemorrhages  in  the  skin,  viscera  and  brain. 

It  is  to  be  observed  that  the  findings  in  the  labyrinth  and  in  the 
vestibular  nerve  are  in  accord  with  the  clinical  symptoms :  impair- 
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ment  of   hearing,   tinnitus   and  vomiting  which   set  in  about   one 
month  before  the  death  of  the  patient. 

Conclusions.  The  case  here  reported  is  a  case  in  which  hemor- 
rhages in  the  internal  ear  were  caused  by  purpura  hemorrhagica. 

III.       HI5T0PATHOLOGY  OF  THE  INTERNALL  EAR  IN  EPIt)EMIC  CEREBRO- 
SPINAL MENINGITIS. 

It  is  a  well-known  fact  that  a  large  number  of  patients  suffering 
from  epidemic  cerebrospinal  meningitis  have  lost  their  hearing  in 
the  course  of  the  disease,  although  the  affection  of  the  ears  in 
this  disease  depends  a  great  deal  upon  the  character  of  the  epidemic. 
For  instance,  in  his  statistical  study  of  sixty-four  patients  who  sur- 
vived the  disease.  Moos^  found  thirty-eight  cases  that  had  become 
deaf.  According  to  Smith's-  statistics  about  one  in  ever}'  ten  pa- 
tients becomes  deaf.  The  cause  of  this  deafness  has  been  under- 
stood to  be  the  disorder  in  the  labyrinth  and  acoustic  nerve. 

The  pathological  changes  in  the  internal  ears  in  cases  of  epidemic 
cerebrospinal  meningitis  have  been  described  in  the  cases  reported 
by  Heller,^  Lucae.*  Steinbriigge,^-  *'-  '•  ^  Schwabach,^  Goerke^**  and 
Doki^^  and  in  general  the  changes  found  in  these  cases  were  mainly 
purulent  infiltration  in  the  labyrinth  and  acoustic  nerve  and  the 
phenomena  resulting  from  such  infiltration.  The  infection  of  the 
labyrinth  results  from  the  inflammatory  process  in  the  subdural 
space  of  the  brain  spreading  into  the  labyrinth  chiefly  along  the 
sheath  of  the  acoustic  nerve,  but  sometimes  through  the  ductus  peri- 
lymphaticus  and  more  rarely  through  the  ductus  endolymphaticus. 
In  his  seventeen  cases  Goerke  found  that  the  inflammation  of  the 
labyrinth  took  place  along  the  acoustic  nerve  in  eleven  cases, 
through  the  ductus  perilymphaticus  in  three  cases,  through  both 
paths  in  two  cases  and  through  the  ductus  endolymphaticus  in  one 
case.  Whether  or  not  the  infection  may  occur  through  the  blood 
stream  has  not  been  shown. 

In  the  autumn  of  191-3  there  was  an  epidemic  of  cerebrospinal 
meningitis  in  Okayama  Province,  Japan.  The  total  number  of 
cases  was  -iTG  with  .293  fatalities.  Xo  definite  etiological  organism 
for  this  epidemic  was  discovered  but  the  symptoms  were  t}-pically 
those  of  cerebrospinal  meningitis  (Katsurada^-). 

I  was  able  to  make  a  histological  examination  of  the  ear  in  one 
case  as  follows : 

The  patient  was  a  woman  who  died  after  eight  days  of  the 
disease.  The  autopsy  was  performed  on  the  following  day  in  the 
pathological   department   of   the   Okayama   ]\Iedical    School.      The 
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anatomical  examination  re\ealed,  besides  the  typical  changes  in 
the  cerebral  and  spinal  meninges,  cell  infiltration  and  hemorrhage 
in  the  gray  matter  of  the  spinal  cord,  especially  in  the  anterior  horns, 
and  hemorrhages  in  several  of  the  viscera  (Muda^'^j. 

Through  the  kindness  of  Prof.  Katsurada  I  obtamed  both  temporal 
bones. 

Microscopical  findings.  The  technique  of  examination  was  almost 
the  same  as  in  the  preceding  examinations  but  following  Witt- 
mack's^*  suggestion  the  bones  were  placed  in  Midler's  fluid  for  one 
month  after  previous  fixing  in  chrom-formol  solution,  then  in 
IMarchi's  fluid  for  twenty  days.  Decalcification,  embedding  and 
stains  were  the  same  as  in  tlie  former  examinations. 

Left  car.    External  auditory  meatus.     Xot  notable. 
Membrana  tympani.     The  inner  layer  is  swollen  with  moderate 
cell  infiltration  ;  many  ecchymoses  and  congestion  of  blood  vessels 
are  seen. 

Tympanum.  The  cavity  is  filled  with  purulent  exudation  mixed 
with  numerous  red  corpuscles ;  in  the  mucous  membrane  hyperemia 
and  many  hemorrhages  present. 

Vestibule  and  semicircular  canal.  Xo  notable  change  is  to  be 
seen. 

Scala  vestibidi.    X'ormal. 

Scala  tympani.  Considerable  hemorrhage  containing  many  pus 
corpuscles  are  seen  in  the  cavity  from  the  basal  whorl  to  the  middle 
whorl ;  this  hemorrhage  can  be  traced  to  a  blood  vessel  in  the  spiral 
ligament  (Fig.  4 ). 

Reissncr's  membrane.    Xormal. 

Organ  of  Corti.  Slight  change  which  cannot  be  regarded  other 
than  as  a  post-mortem  change. 

Modiolus.  Marked  hyperemia  and  several  ecchymoses  with  infil- 
tration of  pus  corpuscles  around  them  are  noticeable. 

Trunk  of  acoustic  nerve.  Along  the  sheath  congestion  of  blood 
vessels  and  slight  infiltration  of  pus,  but  the  pus  does  not  reach  to  the 
branches  of  the  nerve. 

Cochlear  nerve  and  spiral  ganglion.  X'o  noticeable  change  in 
Marchi  or  other  preparations  except  several  ecchymoses  among  the 
ganglion  cells.  A^estibular  nerve  and  its  ganglion  present  no  visible 
change.  In  the  sheath  of  the  facial  nen-e  there  is  hyperemia  and 
several  ecchymoses.    The  nerve  fiber  itself  shows  no  change. 

Riglit  ear.  There  is  no  inflammation  and  hemorrhage  in  the 
tympanum  and  scala  tympani,  as  present  on  the  left  side.     With 
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these  exceptions  the  other  findings  in  the  right  ear  are  almost  the 
same  as  in  the  left  ear. 

Discussion.     The  mam  findings  in  this  case  as  as  follows 

1.  Hemorrhagic  purulent  inflammation  of  the  tympanum. 

2.  Hemorrhages  in  the  scala  tympani,  spiral  ganglion  and  in  the 
modiolus. 

3.  Hyperemia  of  the  middle  and  internal  ear. 

The  changes  agree  with  the  findings  in  the  other  visceral  organs 
in  which  many  hemorrhages  were  found.  It  indicates  that  the  dis- 
ease has  a  septic  character. 

That  inflammation  of  the  middle  ear  may  occur  frequently  in  the 
course  of  epidemic  cerebrospinal  meningitis  is  a  well-known  fact. 
Roes^^  is  of  the  opinion  that  the  inflammation  follows  in  the  tym- 
panum through  the  blood  vessels.  Hessler^*^  reported  one  such  case. 
Levinger''  points  out  that  in  some  cases  the  inflammation  in  the 
tj'mpanum  may  be  a  ■pr'wazry  afifection  and  from  the  tympanum  the 
infection  may  spread  to  the  cranial  cavities. 

In  the  case  here  reported  the  changes  in  the  tympanum  showed 
acute  and  septic  characteristics,  as  was  proved  also  in  the  other  or- 
gans. This  inflammation  in  the  tympanum  leaves  little  question  as 
to  its  cause  which  was  the  same  as  that  of  the  cerebro-spinal  menin- 
gitis. Whether  the  inflammation  in  the  middle  ear  was  primary-  to 
the  brain  infection  is  a  ver\-  difticult  question  to  solve. 

In  regard  to  hemorrhages  in  the  internal  ear  in  the  course  of 
cerebrospinal  meningitis,  Heller^  and  Lucae*  repored  cases  in  which 
they  found  besides  pus  infiltration  in  the  labyrinth  and  auditory 
nerve  several  ecchymoses  in  the  tissues  of  the  internal  ear.  From 
the  presence  of  this  ecchymosis  Heller  doubts  whether  the  inflamma- 
tion in  the  labyrinth  in  his  case  spread  along  the  auditory  nerve 
into  the  labyrinth  or  occurred  independently  from  that  in  the  brain 
and  spinal  cord.  He  inclines  to  the  former  possibility  in  view  of 
the  microscopical  findings  in  the  auditory  nerve. 

Moos^*  states  that  in  his  case  the  otitis  interna  in  the  course  of 
cerebrospinal  meningitis  was  not  of  vascular  origin.  Goerke,  as 
already  mentioned,  could  prov-e  no  causative  relationship  between 
the  labyrinthine  inflammation  and  the  blood  stream  in  his  seventeen 
cases. 

In  the  case  here  reported  the  admixture  of  pus  corpuscles  with 
the  hemorrhages  in  the  scala  tympani  and  the  other  areas  of  the 
internal  ear  point  to  infection  of  vascular  origin  for  the  changes  in 
the  internal  ear  have  no  direct  communication  with  those  in  the 


620  tanaka:    iiiSTorATnoLOGY  of  internai,  ear. 

brain  and  the  infiltration  of  pus  around  the  acoustic  nerve  does  not 
reach  to  its  branches.  Moreover,  the  changes  are  the  same  as  in 
the  other  organs.  It  seems  probable  that  the  inflammation  of  the 
labyrinth  would  become  as  severe  as  the  inflammation  in  the  tym- 
panum were  the  process  to  continue. 

Conclusions.  1.  In  a  case  of  epidemic  cerebrospinal  meningitis 
there  was  found  hemorrhagic  purulent  inflammation  in  the  middle 
and  in  the  internal  ear. 

2.  The  case  has  proved  that  in  epidemic  cerebrospinal  meningitis 
inflammation  of  the  labyrinth  may  occur  as  a  result  of  blood  infec- 
tion. 

In  closing  this  report  I  desire  to  acknowledge  my  indebtedness  to 
Dr.  H.  Watsuji,  Professor  of  Otology,  Imperial  University,  who 
gave  me  constant  advice  in  these  examinations. 

I  also  wish  to  thank  Dr.  E.  E.  Southard,  Director  of  the  Psycho- 
pathic Hospital,  Boston,  Mass.,  and  Mr.  H.  \Y.  Taylor,  who  gave  me 
kind  advice  in  regard  to  the  photomicrographs. 
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REPORT  OF  A  CASE  OF  CYST  OF  THE  LARYNX. 

Dr.  William  B.  Chamberlix,  Cleveland,  Ohio, 

Cysts  of  the  larynx  receive  but  passing  mention  in  any  of  the 
recent  American  text  books.  An  excellent  discussion  of  their 
etiology  and  pathology  is  found  in  Chiari's  volume  on  the  larynx. 
According  to  this  author,  "they  owe  their  origin  very  infre- 
quently to  the  mucous  glands."  In  addition,  they  arise  from  dis- 
tended blood  or  lymph  vessels,  as  well  as  from  serous  effusions 
into  connective  tissue  spaces.  AIucous  cysts  develop  from  the 
glands  through  retention,  after  the  closing  of  their  openings  as 
the  result  of  inflammatory,  ulcerative  or  cicatricial  processes. 
Through  this  retention  of  the  secretion  the  acini  or  tubules  be- 
come distended,  their  walls  become-  stretched  and  gradually 
eroded  so  that  ultimately  a  round  sack  develops,  which  is  lined 
within  by  at  most  a  cuboidal,  or  a  flattened  pavement  epithelium. 
The  cyst  is  covered  without  by  mucous  membrane,  which  is  at 
first  red  but  later  becomes  pale  and  translucent  as  the  pressure 
becomes  greater.  Almost  always  one  sees  upon  the  surface  single 
or  branching  blood  vessels.  These  cysts  vary  greatly  in  size. 
They  form  two  per  cent  to  seven  per  cent  of  all  benign  growths." 
From  the  few  reported  cases  it  would  seem  that  cysts  of  large 
size  are  relatively  uncommon. 

In  reviewing  the  literature  one  cannot  but  be  impressed  with 
the  difficulties  which  confronted  the  operators  in  the  earlier  cases, 
especially  in  children,  and  the  boon  to  patient  as  well  as  operator, 
which  suspension  laryngoscopy  affords.  A  most  interesting  case 
of  cyst  of  the  larynx  was  reported  by  Greene  in  1007.  In  his  article 
the  author  states  that  he  operated  in  Rowe's  position  l)ut  does  not 
state  definitely  how  he  secured  a  satisfactory  view,  nor  does  he  state 
just  where  the  cyst  was  located,  though  he  mentions  later  a  thicken- 
ing of  the  right  pharyngo-epiglottic  fold. 

Greene,  quoting  from  Moure's  117  collected  cases,  gives  fifty  as 
located  on  the  epiglottis,  forty-five  on  the  vocal  cords,  eight  on 
the  ventricles,  four  on  the  arytenoids,  three  on  the  ary-epiglottic 
fold,  one  on  the  cartilage  of  Santorini,  two  on  the  ventricular 
bands,  and  four  locations  not  given.     Of  all  reported  tumors  of 
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the  epiglottis  up  to  1905,  Purseigle  found  that  forty  per  cent  were 
cysts. 

The  case  in  question  was  referred  to  me  on  October  25,  1915, 
by  Dr.  R.  D.  Reynolds  of  Green  Spring,  Ohio.  The  history  was 
as  follow  s :  Almost  from  birth  the  parents  had  noticed  that  the 
child  had  a  peculiar  cry.  Soon  after  there  was  noticed  a  stridor 
on  inspiration  onh'.  This  had  always  been  present.  During  the 
past  six  months  it  had  become  markedly  worse.  There  was  no 
history  of  dyspnea  or  cyanosis. 

Examination  at  the  office  showed  a  normal,  well  developed 
child.  The  tonsils  were  not  enlarged  and  there  were  no  evi- 
dences of  adenoids.  Examination  with  the  mirror  showed  an 
overhanging  epiglottis,  which  rendered  a  view  of  the  larynx  im- 
possible. The  patient  was  accordingly  referred  to  Lakeside  Hos- 
pital for  examination  under  anesthesia  by  means  of  suspension 
laryngoscopy.  Aft€r  primary  gas,  succeeded  by  light  ether  anes- 
thesia, the  child  was  placed  in  suspension  and  the  region  of  the 
larynx  brought  easily  into  view.  A  large  tumor  mass,  smooth- 
walled,  of  rounded,  even  contour,  and  with  small  blood  vessels 
upon  its  surface,  was  immediately  seen.  This  mass  was  roughly 
two  centimeters  in  diameter  and  occupied  the  entire  right  side 
of  the  larynx,  rendering  a  view  of  the  right  true  and  false  cords, 
as  well  as  the  interior  of  the  larynx,  impossible. 

At  the  summit  of  the  left  ary-epiglottic  fold  was  a  hyper- 
trophic fold  of  mucous  membrane  flapping  back  and  forth  in  the 
air-stream  and  giving  rise  to  the  stertor.  This  fold  was  grasped 
by  the  Killian  baby  forceps  and  easily  resected  with  the  long, 
straight  Lynch  knife.  After  its  removal  the  stertor  immediate!}' 
ceased.  .Vttention  w^as  now  again  turned  to  the  tumor  mass  on 
the  right.  Examination  with  the  probe  showed  it  to  be  sessile 
or  semi-pedunculated  and  exceedingly  firm  to  the  touch — so  firm 
in  fact  that  a  probable  diagnosis  of  enchondroma  was  made.  In 
order  to  definitely  confirm  this  diagnosis,  before  deciding  upon 
the  external  operation  which  an  enchondroma  would  probably 
have  necessitated,  the  long  knife  was  thrust  firmly  into  the  tumor 
mass.  There  followed  an  immediate  gush  of  a  brownish,  vissid, 
almost  gelatinous  fluid  one-  to  two  drachms  in  amount.  The 
tumor  had  disappeared.  Careful  examination  even  failed  to 
reveal  its  walls  or  the  location  of  the  stab  wound.  It  seemed 
most  probable,  however,  that  the  tumor  had  been  situated  on 
the  right  arj^-epiglottic  fold.  An  excellent  and  unobstructed  view 
of  the  entire  larvnx  and  several  rinsfs  of  the  trachea  was  at  once 
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possible.  The  child  was  returned  to  the  ward  in  excellent  condi- 
tion and  left  the  hospital  at  the  end  of  the  third  day. 

On  account  of  the  inability  to  resect  a  portion  of  the  cyst  wall, 
some  anxiety  was  felt  in  regard  to  the  possibility  of  a  recurrence 
A  letter  from  the  mother  on  March  7,  1916,  in  reply  to  my  inquir  v 
as  to  the  child's  condition,  is  as  follows :  "There  is  not  a  sign  of 
trouble  in  his  throat.  He  is  feeling  fine  and  has  been  all  winter. 
He  has  not  had  a  cold,  whereas  before  he  had  a  cold  continuously. 
He  plays  out  of  doors  all  day  long.  If  we  ever  notice  anything 
wrong  we  will  bring  him  in  to  see  you  at  once." 

Osborn  Building. 


A    CASE    OF    EPIDURAL    ABSCESS    WITH     PARALYTIC 

SYMPTOMS    SIMULATING     BRAIN    AB5CESS    AND 

MENINGITIS.     OPERATION  AND   RECOVERY. 

Major  J.  C.  Calhoun,  London,  England. 

P.  \y.,  20  years  of  age,  admitted  into  the  hospital  April  27,  1916. 

Complaint.  Discharging  ear  (right)  of  many  years'  duration  but 
with  no  particular  symptoms  till  recently,  since  when  he  has  com- 
plained of  severe  headache  and  vertigo. 

Bxaniinahon.  Left  ear:  Xonnal.  Right  ear:  Canal  almost  com- 
pletely occluded  by  a  large  polyp  with  profuse  discharge  escaping 
with  difficulty  and  under  pressure ;  sUght  tenderness  over  mastoid. 

The  polyp  was  removed  by  snare  to  facilitate  drainage  and  patient 
put  on  routine  treatment.  The  discharge  continued  profuse  each 
day. 

May  I/.  Complained  of  feeling  very  ill  with  severe  headache ; 
tongue  heavily  coated ;  mastoid  moderately  tender. 

May  i8,  A.  M.  Headache  less  severe  but  vertigo  marked ;  mastoid 
less  tender;  discharge  less;  physiological  nystagmus  on  extreme 
abduction  to  left ;  no  stiffness  of  neck  nor  retraction  of  head ;  no 
Kernig  sign.  Examination  of  chest  and  abdomen,  negative;  ex- 
amination of  eye  grounds,  negative. 

May  i8,  /.jo  P.  M.  Eyes  turned  to  right,  could  only  abduct  to 
left  with  difficulty ;  pupils  dilated :  neck  stiff ;  suggestion  of  Kemig ; 
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pulse  slow ;  patient  much  more  comatose.    Cerebro-spinal  fluid  with- 
drawn under  pressure ;  turbid,  no  actual  organism  found. 

May  19.  Very  comatose,  head  and  eyes  turned  to  right,  unable 
to  move  eyes  to  left  beyond  mid-line ;  imperfect  closure  of  left  eye- 
lids; left  pupil  dilated  more  than  right  with  sluggish  reaction  to 
right;  pulse  slow,  respiration  slow  and  regular.  Knee  jerks  absent, 
ankle  jerks'absent ;  dorsi-flexion  of  left  great  toe;  no  clonus;  neck 
muscles  stiff,  slight  if  any  retraction.  Kernig  positive  on  both  sides ; 
abdominal  reflexes  absent;  no  rash.  Fundus  examination:  Right, 
normal ;  left,  slight  swelling  of  optic  disc  and  distension  of  ophthal- 
mic veins. 

May  21.  Complete  paralysis  of  left  arm,  slight  facial  paralysis 
(corner  of  mouth  drawn  to  right  side  and  no  wrinkling  of  skin  on 
forehead).  Xo  aphasia.  A  diagnosis  was  made  of  temporo-sphe- 
noidal  abscess. 

May  21.  Operation.  Radical  mastoid  done  with  complete  ex- 
posure of  dura  of  mid-brain  and  sinus.  Free  escape  of  foul,  green 
pus,  pulsating  under  pressure  which  came  more  or  less  indefinitely 
from  the  epidural  region  over  tegmen  of  antrum  and  middle  ear.  The 
bone  comprising  the  roof  of  the  antrum  and  middle  ear  was  very 
much  necrosed.  Sinus  was  covered  with  granulation  but  appeared 
healthy.  Dura  edematous  and  generally  discolored.  An  exploratory 
incision  into  the  substance  of  the  brain  in  the  temporo-sphenoidal 
region  did  not  locate  any  abscess  and  as  free  pus  had  already  been 
encountered  further  explorations  into  brain  tissue  were  not  made. 
Wound  packed  with  iodoform  gauze  and  left  open. 

May  22.  General  improvement.  Temperature  normal;  partial 
recovery  of  movement  of  left  arm,  although  no  grip  or  finger  move- 
ments. Normal  plantar  reflexes  and  knee  jerks  on  both  sides.  Di- 
vergence of  pupils  not  so  marked. 

May  2 J.  Patient  rational  but  cloudy;  neck  still  slightly  stiff; 
facial  paralysis  markedly  improved ;  able  to  abduct  eyes  to  left ; 
slight  movement  of  fingers  with  weak  grip. 

May  24  and  2j.     General  improvement. 

Alay  2/.  Grip  markedly  stronger.  General  improvement  in  every 
way  except  a  continued  slow  pulSe  ranging  between  48  and  56. 

From  this  date  until  the  present  no  tmtoward  symptom  has  arisen. 

This  case  appears  interesting'  because  although  the  pus  was  epi- 
dural and  covered  a  considerable  area,  the  symptoms  were  so  definite- 
ly focal  of  an  abscess.  It  also  emphasizes  the  importance  of  any 
acute  lighting  up  of  a  chronic  aural  suppuration. 

Canadian  Expeditionary  Force. 


ACUTE  OTITIS  MEDIA  OF  DIPHTHERITIC  ORIGIN.* 

Dr.   W'm.   C.  Bane,  Denver,  Colorado. 

The  literature  on  diphtheria  of  the  ear  is  not  voluminous,  and 
most  of  the  articles  on  the  subject  were  written  within  the  past 
twenty-five  years.  In  1889,  Billington  made  mention  of  diph- 
theria of  the  ear,  and  that  the  exciting  organism  was  undiscovered. 
In  1905,  Welch  and  Schamberg  merely  mentioned  that  the  dis- 
ease is  due  to  extension  of  the  exudate  from  the  pharyngeal  vault. 
The  late  Dr.  Ballenger,  in  his  book,  stated,  "that  infection  of  the 
external  auditory  meatus  is  seen  in  rare  instances  in  which  there 
is  diphtheritic  otitis  media  with  extension  through  the  tympanic 
membrane ;''  and  also  that  "otitis  media  as  a  complication  of 
diphtheria  occurs  in  only  four  to  six  per  cent  of  the  cases."  Borden 
finds  the  percentage  much  lower  than  this.  Barnhill  and  Wales 
divide  otitis  media  caused  by  the  Klebs-Loeffler  bacillus  into  three 
classes,  namely:  (1)  Primary  diphtheritic  inflammation  of  the  mid- 
dle ear.  This  is  ver}'-  rare.  (2)  Diphtheritic  otitis  media  by  ex- 
tension from  the  naso-pharynx.  There  are  a  few  cases  of  this  type. 
(8)  The  most  common  form  is  the  secondary  middle  ear  infection, 
which  accompanies  diphtheria  of  the  throat.  Lewin  states  that 
acute  otitis  media  often  accompanies  genuine  throat  diphtheria. 
Phillips  states  that  primary  diphtheria  of  the  ear  is  very  rare,  but 
that  otitis  media  purulenta  acuta  occurs  in  ten  per  cent  of  all  cases 
(Duel),  and  that  it  shows  a  marked  tendency  to  become  chronic. 

I  have  reveiwed  the  literature  on  the  subject  rather  carefully, 
and  the  above  references  are  typical,  I  believe,  of  most  of  the  ar- 
ticles referring  to  diphtheria  of  the  ear.  They  are  meager,  and 
reference  is  usually  made  to  otitis  media  accompanying  throat  diph- 
theria, rather  than  to  real  infection  of  the  ear  with  the  Klebs- 
Loeffler  bacillus. 

Symptoms  and  Course:  Phillips  also  states  that  the  disease 
usually  comes  on  at  the  height  of  the  naso-phar>-ngeal  process,  and 
the.  infective  bacteria  enter  the  tympanic  cavity  tlirough  the  Eu- 
stachian tube.  Diphtheria  bacilli,  once  in  the  ear,  are  likely  tc 
remain  there  for  a  long  time,  but  lose  much  of  their  virulence  after 
the  subsidence  of  the  acute  symptoms. 

*Read  before  the  American  Academy  of  Opthalmology  and  Oto-laryn- 
gology  at  the  twenty-first  annual  meeting,  Memphis,  Tenn.,  December  11-13. 
1916. 
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The  pain  in  the  ear  is  severe,  and  persists  for  several  days  after 
drainage  is  estabHshed.  Rupture  of  the  drum-head  is  apt  to  occur 
early  in  the  inflammation.  The  deposit  of  the  diphtheritic  mem- 
brane appears  on  the  drum  and  on  the  auditory  canal  where  the 
surface  has  been  deprived  of  its  protective  epithelium. 

The  membranous  exudate  has  the  characteristic  dirty  white  ap- 
pearance and  adheres  firmly  to  the  underlying  tissues.  The  lym- 
phatic glands  back  of  the  ear  and  in  tlie  cervical  region  become 
infiltrated  and  tender.  The  discharge  from  the  ear  is  rather  scanty 
for  the  first  few  days,  increasing  as  the  membrane  exfoliates.  The 
mastoid  and  adjacent  areas  are  often  congested  and  painful. 

Prognosis:  The  tendency  is  for  the  disease  to  become  chronic 
for  the  perforation  in  the  drum-head  to  persist,  and  for  granulations 
to  appear  in  the  opening.  Impairment  of  the  hearing  is  marked, 
and  improvement  usually  occurs  with  the  subsidence  of  the  in- 
flammation, although  permanent  damage  may  result. 

Treatment :  This  is  constitutional  and  local.  Antitoxin  is  im- 
perative in  the  early  stages  and  is  to  be  repeated  according  to 
indications.  Locally,  early  free  drainage  is  indicated,  and  the  ear 
should  be  cleansed  with  hot  boric  or  salt  solution.  The  irrigation 
of  the  ear,  nose,  and  pharynx  with  a  one-fourth  of  one  per  cent 
solution  of  formaldehyde  several  times  daily  will  aid  in  bringing 
about  a  destruction  of  the  diphtheria  bacilli.  This  latter  treatment 
was  advocated  by  H.  R.  Miller,  of  New  York,  in  1914,  and  has 
proven  very  efficient  in  several  cases. 

Case  report:  The  following  case  I  believe  to  be  one  of  the  few 
cases  of  true  diphtheria  of  tlie  ear.  Dr.  W,  C.  ^Mitchell,  bac- 
teriologist for  the  city  of  Denver  for  many  years,  can  recall  seeing 
but  one  case  of  diphtheria  of  the  ear  other  than  this  one. 

W.  A.  P.,  aged  73  years,  developed  acute  inflammation  of  the 
right  ear  August  16,  1916.  The  following  day  the  drum-head  rup- 
tured and  he  came  under  my  care  on  that  day.  There  was  a  free 
serous  discharge.  To  make  sure  of  ample  drainage,  I  incised  the 
drum  under  local  anesthesia.  On  the  day  following  the  incision, 
the  discharge  was  not  free,  the  patient  was  suffering  with  consid- 
erable pain,  and  upon  examination  I  could  not  make  the  line  of  my 
incision,  due  to  a  grayish  white  deposit  on  the  lower  half  of  the 
drumliead  and  in  the  angle  between  the  drumhead  and  the  floor  of 
the  canal.  I  reinserted  the  knife,  and  learned  by  the  sensation  of 
touch  that  the  opening  was  free. 

The  patient  was  feeling  badly,  and  suffering  with  pain  in  the 
back  of  the  ear.     He  was  given  10  grains  of  aspirin  every  four 
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hours.  On  the  following  day  there  was  a  little  improvement  in 
the  ear  but  no  change  in  the  appearance  of  the  drumhead  or  canal, 
and  only  a  slight  discharge.  There  was  some  diminution  of  the 
pain. 

The  exudate  looked  like  the  diphtheritic  membrane,  so  a  cul- 
ture was  taken  which,  on  the  following  morning  was  reported 
positive.  The  patient  was  then  sent  to  Steel  Hospital  for  contagious 
diseases,  given  antitoxin,  and  placed  under  the  care  of  Dr.  Tin- 
gen  felter.  Cultures  were  taken  from  the  nose  and  throat,  and  these 
cultures  proved  to  be  positive,  although  there  was  nothing  in  the 
nose  or  throat  suggestive  of  diphtheria.  Upon  entering  the  hos- 
pital the  patient's  temperature  was  subnormal,  pulse  88,  respira- 
tions 30.  The  next  day  the  temperature  was  100.4°,  and  the  fol- 
lowing day  99.6°,  due  no  doubt  to  the  reaction  from  the  antitoxin. 
After  several  days  of  a  subnormal  temperature,  the  records  were 
omitted.  The  right  ear  continued  to  discharge  moderately,  and  the 
patient  improved  in  general  health  for  about  two  months,  during 
whicli  time  the  cultures  remained  positive.  I  was  then  called  in  on 
account  of  a  severe  pain  in  the  left  ear,  accompanied  by  some  ten- 
derness of  the  mastoid  and  darting  pains  throughout  the  left  side 
of  the  head.  I  incised  the  drumhead  of  this  ear,  and  it  then  began 
a  course  similar  to  that  of  the  right  ear  except  for  the  absence 
of  any  membrane.  The  cultures  remained  positive.  I  ordered 
irrigation  of  the  nose,  throat,  and  ears  several  times  daily  with  a 
one-fourth  of  one  per  cent  solution  of  formaldehyde.  Within  four 
days  the  cultures  were  reported  negative,  and  the  patient  was  then 
dismissed  from  the  hospital. 

Since  that  time  I  have  treated  him  frequently  at  the  office.  The 
jeft  ear  discharges  very  little,  and  what  moisture  does  collect  there 
I  believe  comes  from  the  throat  through  the  small  perforation  in  the 
drumhead.  The  right  ear  has  not  done  so  well.  The  perforation 
remains  about  2  by  4  mm.  in  size,  with  granulations  showing  through 
it,  and  the  discharge,  no\v  due  to  mixed  infection,  is  at  times  pro- 
fuse. Various  methods  of  treatment  have  been  used  in  an  effort 
to  dry  up  the  discharge,  but  without  much  benefit.  The  high  fre- 
quency current  seemed  to  make  it  worse.  Chromic  acid  applied  to 
the  granulations  was  of  some  benefit. 

I  would  not  care  to  operate  in  this  case,  on  the  account  of  the 
patient's  age  and  his  weakened  condition.  He  also  has  a  chronic 
diseased  condition  of  the  left  antrum  of  Highmore  which  is  being 
treated  by  irrigation.     The  duration  of  the  otitis  media  has  been 
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prolonged  beyond  my  expectation.  However,  it  has  been  in  keep- 
ing with  the  prognosis  of  these  cases  as  given  by  those  who  have 
had  experience  with  them. 

RMU.IOfiRAPHY. 

Bii.LiNOTox:      Book  published  in  1889. 
Weixh  and  Shambkrg:     Book  published  in  1905,  p.  626. 
Ballknokk:     Disease  of  Nose.  Throat  and  Ear,  1911,  p.  482. 
BAUxnii.L  AM)  Wales:    Modern  Otology,  1911  Ed.,  p.  72. 
rniLEiPS:     Diseases  of  Ear,  Throat  and  Nose,  1911  Ed.,  p.  451. 
Mii.r.KK.  H.  R.:     Method  of  Treatment  of  Diphtheria  Carriers,  Medical 
Record,  July  25,  1914. 

530  MetropoHtan  Building. 


CHANCRE  OF  THE  PHARYNGEAL  TONSIL. 

Dr.  Henry  C.  HadEn,  Galveston,  Texas. 

Mrs.  X.,  35  years  old.  was  referred  to  me  on  April  15,  1912,  by 
her  family  physician  for  examination  of  the  eyes.  She  had  had 
headache  continuously  for  two  weeks.  The  pain  was  not  localized  to 
any  one  place  but  occurred  in  different  parts  of  the  head.  A  thor- 
ough physical  examination,  including  urinalysis,  had  been  made  but 
nothing  could  be  found  to  account  for  the  headache. 

Her  previous  history  presented  no  unusual  occurrences.  Her 
general  health  had  been  good,  she  was  the  mother  of  three  healthy 
children  and  had  had  no  miscarriages.  She  had  worn  glasses  off 
and  on  since  childhood.  The  woman  was  in  such  severe  pain  that 
the  examination  of  the  eyes  was  conducted  with  difficulty.  The 
vision  and  accommodation  of  each  eye  was  normal,  there  was  no 
muscle  imbalance  and  the  fundus  showed  no  gross  lesion.  There 
was  a  small  refractive  error,  a  half  diopter  of  hypermetropia  which 
was  corrected  by  the  glasses  she  was  using. 

I  advised  her  that  I  did  not  believe  that  her  headache  came  from 
her  eyes  and  questioned  her  in  regard  to  her  nose.  She  stated  that 
she  could  breathe  well  through  the  nose,  had  no  discharge  of  mucus 
or  pus  from  the  nose  or  throat  and  had  never  had  any  trouble  with 
the  upper  air  passages.  As  a  last  resort  I  requested  permission  to 
examine  the  nose  and  throat.  The  nasal  fossa  anteriorly  presented 
no  unusual  appearances  nor  did  the  mouth  or  oro-pharv'nx  show  any 
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abnormal  change.  The  posterior  rhinoscopic  examination  with  the 
mirror  revealed  the  pharyngeal  tonsil  which  was  swollen,  bright  red 
and  with  an  apparent  ulceration  of  its  surface.     I  therefore  made  a 


diagnosis  of  acute  inflammation  of  the  pharyngeal  tonsil  and  be- 
lieved it  to  be  the  cause  of  her  headache.  I  made  an  application  to 
the  vault  of  the  pharynx  of  argjTol  and  prescribed  a  solution  of 
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adrenalin  chlorid  to  be  used  as  a  nasal  spray.  The  next  day  the 
headache  was  so  severe  that  she  was  unable  to  leave  her  bed.  She 
had  taken  practically  no  nourishment  for  some  days  and  was  very 
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weak.  There  was  no  elevation  of  temperature.  It  was  necessary 
to  keep  her  under  the  influence  of  morphia  to  control  the  pain.  The 
na=o-pharyngeal  appearances  were  the  same  as  the  day  before.     On 
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the  third  day  the  conditions  were  about  the  same  but  the  patient  was 
so  weak  that  I  thought  it  unreasonable  to  disturb  her  with  a  post- 
nasal examination.  As  I  was  about  to  leave  the  room  her  husband 
stated  that  his  wife  had  expectorated  something  that  day  and  he  had 
saved  it  to  show  me.  It  proved  to  be  a  section  of  the  pharyngeal 
tonsil  five-eighths  of  an  inch  long  by  one-fourth  of  an  inch  wide  and 
it  presented  the  ai)pearance  of  having  been  cut  ofT  with  a  very  sharp 
curette,  the  separated  surface  being  perfectly  smooth.  It  was  not 
red  but  was  the  color  of  grape  pulp  or  polyp.  I  immediately  took 
the  tissue  to  Dr.  J.  J.  Terrill,  who  made  a  microscopic  examination 
W'ith  a  dark  ground  slide  and  found  numerous  living  spirochetae 
pallida.  I  notified  the  family  physician  and  he  made  a  physicial  ex- 
amination and  foimd  a  typical  secondary  rash  beginning  to  make  its 
appearance  on  the  body.  Salvarsan  was  administered  the  next  day 
and  the  headache  disappeared.  Mercurial  inunctions  were  then  used 
and  in  a  few  days  she  was  feeling  quite  well. 

At  no  time  was  there  glandular  enlargement,  there  were  no  mucous 
patches  nor  any  other  symptoms  of  syphilis  until  the  secondary  rash 
appeared.  The  rash  did  not  develop  until  the  headache  had  existed 
for  three  weeks  and  it  is  to  be  presumed  and  quite  possible  that  the 
inflammation  of  the  pharyngeal  tonsil  existed  for  a  week  or  more 
previously.  So  with  the  exclusion  of  any  other  demonstrable  lesion 
1  think  that  one  is  justified  in  thinking  that  the  primary  lesion  was 
in  this  tonsil.  Both  the  husband  and  wife  denied  ever  having  had 
syphilis. 

203  Trust  Bldg. 


SARCOMA  OF  THE  SOFT  PALATE. 

Dr.  B.  G.  \'oorhei:s,  Elmira,  X.  Y. 

Patient,  F.  P.,  a  girl  10  years  of  age. 

fiunily  history.  Father,  mother  and  one  brother  living  and  well. 
Grandmother  on  the  father's  side  and  three  aunts  on  the  mother's 
side  died  of  cancer. 

Personal  history.    Diseases  of  childhood. 

Present  condition.  The  patient  was  operated  on  by  the  family 
physician  on  March  20,  1916,  for  adenoids.  She  was  brought  to  rr-e 
on  June  12,  191  (i.     I  later  communicated  with  the  family  physician 
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in  regard  to  the  case  and  he  reported  that  at  the  time  he  operated 
there  was  a  small  growth  on  the  soft  palate.  About  May  1,  the 
mother  noticed  that  the  mass  in  the  throat  was  growing  rapidly. 

Symptoms.  Dysphagia,  anorexia,  anosmia,  dyspnea,  mouth-breath- 
ing, marked  anemia,  asthenia,  marked  loss  of  weight,  slight  rise  in 
temperature  :  no  pain,  no  chills. 

Examination  showed  an  enlarged  gland  on  the  outside,  of  the 
sterno-mastoid  muscle  freely  movable  along  the  course  of  the 
sterno-mastoid  as  well  as  antero-posteriorly.  The  growth  was 
about  the  size  of  an  English  walnut,  hard  and  somewhat  irregu- 
lar in  shape  and  had  first  appeared  about  May  1.  Along  the  sterno- 
mastoid  muscle  as  well  as  in  the  posterior  triangle  of  the  neck  there 
were  groups  of  enlarged  glands. 

Nose.  The  postnasal  space  was  entirely  shut  off,  no  air  being 
able  to  pass  through.  The  nasal  fossa  were  filled  with  a  thick, 
string}'  mucous  which  had  to  be  removed  with  a  cotton  applicator. 

Mouth  and  throat.  There  was  a  mass  about  the  size  of  a  hen's 
egg,  which  had  its  origin  in  the  soft  palate,  extending  so  far  down 
into  the  throat  that  it  was  difficulty  that  the  lower  part  of  the  soft 
palate  could  be  seen  even  when  the  tongue  was  depressed.  This 
mass  was  tender  to  touch. 

Chest.  Very  much  emaciated  ;  no  enlarged  glands  in  the  upper 
part  of  the  chest  or  axilla. 

Liver.  Extended  two  fingers'  breadth  below  the  costal  margin 
and  was  regular.     Spleen  not  palpable. 

X-ray  report  was  that  the  mass  was  an  abscess.  Upon  this  re- 
port it  was  opened  by  a  nose  and  throat  specialist  about  ten  days 
before  I  saw  the  patient.  On  June  13,  I  made  an  exploratory  inci- 
sion and  introduced  a  curved  hemostat  upward,  laterally  and  then 
downward,  but  no  pus  was  obtained.  Bleeding  was  free.  There 
was  a  soft  consistency  when  the  hemostat  was  introduced.  It  had 
the  feeling  of  entering  a  honey-comb. 

The  diagnosis  at  operation  was  sarcoma  and  I  gave  a  poor 
prognosis. 

The  patient  died  on  July  l-^r  1916.  I  saw  her  about  one  week 
before  her  death  and  all  the  symptoms  and  signs  were  considerably 
aggravated. 

A  specimen  taken  from  the  throat  on  the  day  of  her  death  was 
reported  by  the  laboratory  as  a  spindle  cell  sarcoma. 

408  N.  Main  Street. 


AN    UNESTABLISHED    INCISION    FOR   THE    RESECTION    OF 
THE  NASAL  SEPTUM  OR  AN  ALL=SKIN  INCISION.* 

Dr.  C.  E.  Purcell,  Paducah,  Ky. 

I  appreciate  the  honor  your  secretary  has  conferred  upon  me  by 
the  invitation  to  read  a  paper  on  the  all-skin  incision  for  the  resec- 
tion of  the  nasal  septum,  and  I  feel  that  I  am  assuming  a  great 
responsibility  in  accepting  it,  because  of  the  technical  perfection  of 
the  septum  operation,  both  by  American  and  European  surgeons. 
Your  society  would  not  be  interested  in  a  discussion  of  the  merits  of 
ways  of  performing  the  submucous  operation  by  American  surgeons 
over  German  rhinologists.  Neither  would  you  be  interested  in  a 
review  of  the  classical  operation  nor  the  classifying  of  kinds  of 
deviations,  but  I  believe  all  of  you  will  welcome  any  suggestion  that 
will  lessen  or  eliminate  entirely  the  complications  following  resec- 
tions made  by  any  of  the  mucous  membrane  incisions. 

In  this  short  paper,  I  shall  endeavor  to  point  out  the  difference 
between  mucous  membrane  incisions  and  the  all-skin  incision.  I  am 
familiar  with  the  complications  that  may  follow  submucous  resec- 
tions, because  I  believe  I  have  experienced  practically  all  of  them. 
Some  operators  seem  to  underestimate  the  difficulties  of  complete 
septum  surgery,  and  many  minimize  the  complications.  With  the 
advent  of  the  submucous  operation  as  developed  by  Freer  and 
Killian — which'  had  as  its  main  objects  the  eradication  of  all  ob- 
struction, or  rather  restoration  of  nasal  breathing — it  might  have 
been  thought  that  a  new  era  would  have  opened,  as  it  did  in  the 
treatment  of  appendicitis  by  surgery.  This  has  not  been  the  case, 
and  there  are  nasal  surgeons  treating  nasal  stenosis  in  the  same 
antique  way,  by  sprays,  cautery,  operations  on  the  turbinates,  and 
worst  of  all,  by  incomplete  and  ineffectual  septal  surgery. 

I  propose  to  discuss  the  various  incisions  from  the  standpoint  of 

clinical  results.     The  objections  to  the  Hajek  incision  are  that  it 

does  not  give  access  to  the  deeper  parts,  especially  to  the  bony  parts, 

and  being  in  the  mucous  membrane,  on  or  near  the  free  border  of 

the  septum,  is  followed  by  a  prolonged  scabbing.     The  objections 

to  the  Killian  are  the  dangers  of  a  permanent  perforation  when  the 

cartilage  is  cut  through,  limited  room  for  instrumentation,  which 

•Read  before  the  American  Laryn&ological,  Rhinological  and  Otological 
Society,   Southern  Section,  Memphis,   Tenn.,  March  24,   1917. 
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leads  to  incomplete  work,  and  a  tendency,  I  might  add  a  certainty,  to 
scab  formation.  The  Killian  incision  seems  the  most  popular,  and 
I  am  sure,  the  easiest.  The  Freer  incision  is  the  best  planned  and 
has  the  merit  of  being  developed  on  sound  surgical  principles — free 
access.  While  this  gives  ample  operative  interference,  yet  in  my 
experience,  it  is  followed  by  extensive  and  prolonged  scab  formation. 
The  genius  and  cleverness  of  Freer  are  evident  in  all  his  work  and 
writings,  but  he  is  open  to  conviction.  The  possibility  of  dr}^nes3 
and  scab  forming  following  his  incision  has  prompted  him  to  make 
changes  from  the  original  incisions.  The  last  operation  I  saw  him 
do,  he  placed  the  vertical  cut  far  back  on  the  septum — near  the  mid- 
dle turbinate.  In  St.  Louis,  in  11)10,  before  the  Section  on  Laryn- 
golog}'  and  Otolog}^  I  advocated,  and  at  that  time  practiced  in  order 
to  prevent  scabbing,  placing  the  vertical  cut  far  back  on  the  septum, 
but  the  horizontal  cut  was  made  in  the  muco-cutaneous  structure. 
Freer  and  I  had  changed  the  vertical  cut  unknown  to  each  other,  but 
I  had  changed  the  horizontal  cut  nearer  the  skin  in  the  free  border.  I 
felt  I  had  the  drawbacks  of  the  operation  sewed  up  in  a  sack.  How 
quickly  I  was  disillusioned !  Wherever  I  cut  the  mucous  membrance, 
scabbing  and  disagreeable  feelings  always  followed.  While  I  got 
perfect  breathing,  because  I  did  not  stop  till  I  completely  removed 
all  of  the  obstruction,  however  far  back  it  went,  I  was  disappointed. 
The  patients  invariably  complained  of  some  disagreeable  sensation, 
either  dryness,  scabbing  or  something  else.  They  get  the  habit  either 
of  forcibly  blowing  out  these  crusts  or  removing  them  by  picking 
with  the  finger  or  a  toothpick.  Personally,  I  do  not  know  the  dis- 
comforts of  nasal  stenosis,  but  I  feel  quite  positive  I  should  prefer 
to  have  the  stenosis  remain,  rather  than  to  have  regrets  from  a  sep- 
tum operation.  It  strikes  me  that  the  scabbing  would  be  just  as 
annoying,  or  worse,  than  the  stopping  up. 

As  I  have  for  a  long  time  contended,  I  believe  the  initial  incision 
is  the  key  to  a  successful  submucous  operation.  For  I  believe  the 
patient's  comfort  and  satisfaction  after  the  operation  depend  upon 
the  character  and  kind  of  initial  incision. 

It  takes  but  a  few  words  to  describe  the  all-skin  incision  as  I  now 
place  it.  Beginning  on  the  floor  of  the  nose  opposite  the  attach- 
ment of  the  inferior  turbinate,  the  incision  is  carried  forward  to  the 
tip  of  the  nose,  being  sure  all  the  while  that  the  incision  is  in  the 
cutaneous  septum,  and  not  in  mucous  membrane.  In  extreme  an- 
terior deflections,  I  have  begun  the  incision  near  the  junction  of  the 
inferior  turbinate  on  the  lateral  wall.  However,  there  is  no  crusting 
when  the  incision  is  started  in  the  middle  of  the  floor,  provided  that 
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you  cut  entirely  within  skin  tissue.  I  use  this  method  in  all  deflec- 
tions, however  deep  in  the  nose  they  are  located,  when  it  is  decided 
best  to  do  the  submucous  resection.  This  may  be  thought  unneces- 
sar}^  surgery,  but  my  results  justify  me  in  this  method  of  approaching 
the  obstruction,  and  too,  results  justify  the  extra  labor  and  time 
taken.  As  is  well  known,  the  dissection  is  much  harder  in  this 
region  than  in  mucous  membrane,  because  of  the  fibrous  nature  of 
the  tissues,  and  the  tenacity  with  which  they  cling  in  this  regioii. 
Too,  there  is  more  bleeding  than  in  the  purely  mucous  membrance 
cut.  The  thick  skin  covering  the  foremost,  lower  part  of  the  sep- 
tum, does  not  favor  the  penetration  of  cocain,  so  that  little  anes- 
thesia is  obtained  by  applying  the  drug  to  the  surface.  I  have  em- 
ployed subcutaneous  injections  of  a  solution  of  cocain  here,  but  of 
late  have  given  them  up,  for  they  cause  as  much  pain  as  the  cut 
itself.  It  w'ill  soon  be  three  years — to  be  exact,  in  August — since 
I  l)egan  the  use  of  the  all-skin  incision.  In  not  a  single  case  has 
there  been  a  complaint  of  even  dryness.  The  results  have  been  so 
ideal  that  I  am  very  enthusiastic  and  the  submucous  operation  has 
been  robbed  of  the  terrors  of  scab  forming.  This  incision  does  not 
and  cannot  deserve  the  name  of  buttonhole  cut  and,  moreover,  is 
sufficiently  ample  to  carry  the  resection  far  back  into  the  bony 
septum,  even  where  the  crista  and  vomer  require  extirpation  along 
the  nasal  floor. 

In  order  to  be  certain  that  I  have  not  deceived  myself  in  my  en- 
thusiasm over  results  of  the  cut  thus  placed,  I  have  had  my  confrere, 
])r.  C.  H.  Johnson  of  our  city,  see  a  number  of  cases  and  he  com- 
mented that  it  was  practically  impossible  to  find  the  line  of  incision. 
He  also  noted  the  freedom  of  complication  of  mv  cases. 

I  am  herewith  (|uoting  a  letter  from  him,  which  states  in  a  few 
words  all  I  claim  for  the  all-skin  incision: 

Dr.  C.  E.  Purcell,  Paducah,  Ky.,  Dear  Dr.: 

I  wish  to  acknowledge  a  debt  I  have  owed  you  for  some  time.  You 
recall,  don't  you,  showing  me  your  latest  incision  in  the  submucous 
operation?  It  appealed  to  me  at  the  time,  and  after  using  it,  my  first 
impression  has  changed  to  conviction.  I  now  use  it  in  every  case  and 
the  end  results  are  all  that  can  be  desired— no  complaint  from  patients 
of  any  kind  so  far.  The  line  of  incision  heals  without  the  aid  of 
sutures,  and,  best  of  all,  no  crusts  or  scabs  form. 

Yours   truly,  C.    H.   Joh.nsox. 

Fraternity  Building. 


STAMMERING— A  RESPONSIBILITY. 

Mr.  Ernest  Tompkins,  Pasadena,  Calif. 

Let  us  put  aside  for  a  moment  stammering,  the  disorder,  and 
consider  stammering-,  the  responsibility.  In  order  to  do  that 
we  must  re\ie\v  the  field  briefly. 

First,  let  us  consider  the  knowledge  of  stammering.  The  be- 
ginning of  knowledge  is  accurate  observation.  Is  it  possible  that 
in  all  the  time  from  the  beginning  of  speech  until  now  we  have 
made  no  accurate  observations  of  this  leading  defect  of  a  most 
important  faculty?  It  is  impossible.  From  the  very  nature  of 
the  circumstances  we  must  have  a  wonderful  fund  of  accurate 
observati«jn  on  which  to  base  our  discussions. 

Second,  let  us  consider  the  general  conditions.  W  ith  an  im- 
mense standing  army  of  stammerers  in  every  civilized  country ; 
with  accretions  to  these  armies  at  least  equal  to  their  losses ; 
with  the  multiplication  of  activities  in  the  interest  of  the  stam- 
merer—clinics, institutions,  discussions;  with  stinging  criticisms 
and  pitiful  appeals — what  have  we?  ^Monumental  confusion,  and 
practically  no  benefit. 

Third,  let  us  consider  the  effect,  especially  in  regard  to  the 
medical  profession.  \\'ith  the  responsibility  of  human  suffering 
on  one  side,  and  the  intricacies  of  the  human  organism  on  the 
other  side,  who  has  greater  need  of  a  logical  mind  than  the  phy- 
sician? Who  meets  more  problems  in  a  day — problems  as  dif- 
ficult of  solution  as  they  are  wearing  on  the  nerves?  Who  has 
more  general  problems  thrust  upon  him  with  impelling  urgency 
— carcinoma,  poliomyelitis,  and  all  the  rest?  Shall  he  sacrifice 
the  credit  he  has  won  for  the  solution  of  many  such  problems, 
and  the  credit  he  expects  for  the  solution  of  the  others,  by 
illogical  work  in  this  side  field,  which,  though  large  in  the  ag- 
gregate, is  comparatively  insignificant.  To  do  so  would  be  to 
confess  lack  of  logic.  It  would  be  bad  buisness  in  every  sense  of 
the  word.  Let  us  "about  face"  and  clean  up  this  field  which  we 
have  no  excuse  for  leaving  unclean. 

How  shall  we  go  about  it?  Simply  collect  the  verified  facts 
and  connect  them  by  logical  reasoning.  \\'hat  could  be  easier? 
\\'hy  have  we  not  done  so  before?     Because  someone  jumped  at 
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an  unwarranted  conclusion,  someone  had  an  idea  to  ventilate, 
someone  had  a  mistaken  practice  to  defend.  We  must  stop  that. 
We  must  accept  the  facts  and  reject  the  fiction  regardless  of 
source  or  authority.  We  must  question  any  idea — chiefly  our 
own.  We  must  take  our  ground  so  securely  that  we  can  defend 
it.  But  in  order  to  take  our  ground  we  must  first  clear  it.  We 
must  eliminate  the  mistaken  ideas,  not  only  to  get  an  audience, 
but  to  show  that  there  is  need  for  a  new  idea.  The  right  to 
preference  of  the  most  satisfactory  theory  is  woefully  infringed 
in  the  discussions  of  stammering. 

Since  this  discussion  is  not  to  present  any  particular  view, 
but  to  present  the  broad  question  of  the  responsibility  entailed 
by  stammering  and  the  means  of  making  every  discussion  of  the 
subject  discharge  that  responsibility,  let  us  take  one  of  tlie  most 
accepted  views  of  stammering  and  consider  it  as  it  should 
be  considered;  take  the  dextro-sinistralis  causation  theory.  Tn 
order  to  be  specific  we  cannot  do  better  than  to  follow  the  argu- 
ments of  Scripture,  Glogau  and  DeBra,  entitled  "Left-Handed- 
ness  as  an  Etiological  Factor  in  Speech  Defects,"  printed  in 
The  Laryngoscope,  Mar.,  1917,  Vol.  XXVII,  No.  3,  which  show 
thoroughness  of  preparation  and  carefulness  of  conclusion  rarely 
found  in  discussions  of  stammering. 

Mutual  understanding  of  the  words  we  use  is  necessary  for 
an  intelligent  exchange  of  ideas.  In  the  English  language,  stam- 
mering is  spasmodic  abortive  speech ;  and  stuttering  is  needless 
repetition.  Stuttering  may  occur  as  an  expression  of  stammer- 
ing; but  stuttering,  the  disorder,  is  non-spasmodic  repetition,  a 
habit,  generally  of  childhood,  which  leads  to  stammering.  Much 
of  the  confusion  now  prevailing  is  due  to  the  recent  use,  with 
the  German  meanings  of  the  words  "stottern"  and  "stammeln" 
spelled  stuttering  and  stammering;  about  as  inexcusable  an  in- 
fraction of  logic  and  language  as  could  be  devised. 

Specific  conclusions  cannot  be  reached  by  general  terms.  We 
must  eliminate  the  words  "speech  defects"  when  we  are  dis- 
cussing any  one  defect,  for  they  are  dissimilar. 

Aphasia  is  loss  of  speech.  It  is  not  spasmodic;  it  is  so  gener- 
ally traceable  to  a  cerebral  lesion,  that  it  is  alway  attributed  to 
an  organic  disturbance  in  the  brain;  it  is  characterized  by  slow 
changes ;  it  is  frequent  in  advanced  age. 

Stammering  is  a  convulsive  abortive  eflfort  to  say  a  word  that 
is  known — not  the  loss  of  the  word,  as  in  aphasia.  The  most 
diligent  search  has  shown  no  lesion,  and  no  alleged  structural 
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defect  has  ever  been  demonstrated ;  its  changes  are  instantane- 
ous ;  it  originates  almost  exclusively  in  childhood. 

Lisping  is  a  defect  of  pronunciation  known  to  be  due  to  such 
obvious  causes  as  carelessness,  defective  teaching,  defective 
hearing,  and  structural  defects  of  the  peripheral  vocal  organs ; 
and  there  seems  to  be  little  if  any  justification  for  a  search  for 
defects  in  the  central  organs ;  certainly  none  has  ever  been  found. 

Here  we  have  three  disorders,  each  distinct  from  the  other  in 
the  great  majority  of  its  characteristics,  and  yet  we  put  them 
together  under  the  name  "speech  defects,"  reach  conclusions 
on  some  characteristic  of  any  one  and  apply  those  conclusions 
to  either  of  the  otliers.  How  can  such  procedure  be  justified?  And 
could  we  expect  anything  but  confusion  in  the  conclusions? 

Now  that  we  have  some  principles  with  which  to  begin,  let 
us  make  a  start  in  the  discussion.  The  first  thing  to  do  is  to 
agree  where  we  can  agree,  in  order  to  establish  a  basis  for  recon- 
ciliation of  our  disagreements.  It  is  safe  to  say  that  there  will 
be  general  acceptance  of  this  statement  from  the  article  in 
question: 

"The  localization  of  the  speech  centers,  then,  seems  to  be  well 
established;  their  situation  in  the  cerebral  hemisphere  cor- 
responding to  the  most  developed  side  of  the  body  seems  to  be 
the  rare  exception ;  and  the  proximity  of  the  speech  center  to 
the  area  of  motor  control  of  the  arm,  together  with  cases  where 
disorders  have  appeared  in  these  functions  simultaneously,  lends 
itself,  on  the  anatomical  side,  to  the  hypothesis  that  there  is  an 
intimate  connection  between  the  localized  areas  for  speech  and 
the  highly  refined  motor  co-ordination  of  the  right  arm." 

However,  the  connection  that  has  so  far  been  demonstrated 
seems  to  be  that  where  the  motor  center  of  the  dextrous  hand  is, 
near  there  will  be  found  the  speech  motor  center;  and  that  an 
organic  disturbance  sufficiently  extensive  to  involve  both  cen- 
ters manifests  itself  in  disabilities  of  the  corresponding  peri- 
pheral organs.  Note,  however,  that  these  are  disturbances  of  both 
centers  transmitted  outward ;  and  that  conclusive  evidence  is  lacking 
that  a  narrowly  localized  disturbance  of  one  center  would  be  trans- 
mitted to  the  other  center  and  then  outward. 

Now  we  come  to  the  line  of  argument : 

"...  a  consideration,  first,  of  the  anatomical  background  of 
the  speech  mechanism,  and  then  of  the  neural  representation  of 
the  fine  adjustments  of  the  right  fore-arm  will,  we  think,  show 
a  relatedness  of  kind  and  intimacv  of  association  which  makes 


640  TOMPKINS:     STAMMKRING. 

easy  of  acceptance  the  fact  we  have  observed,  that  a  forced  dis- 
turbance in  one  of  the  functions  is  apt  to  make  itself  evident  in 
the  other." 

The  reasoning  and  the  observed  fact  ought  each  to  stand  on 
its  merits.  Let  us  take  the  observed  fact  in  the  language  of  the 
observers. 

"The  evidence  that  training  the  right  hand  of  the  left-handed 
child  produces  a  speech  defect  must  be  more  or  less  inconclusive 
for  there  will  always  be  an  abundance  of  negative  cases.  But 
the  fact  is  before  us  that  many  times  the  speech  defect  appears 
simultaneously  with  the  correction  of  the  left  hand  at  a  time 
when  the  child's  speech  has  become  well  established,  and  there 
'is  some  evidence  to  show  that  the  defect  disappears  with  the 
return  to  use  of  the  left  hand."  In  connection  with  the  last 
statement,  the  authors  themselves  say,  "...  we  have  not  found 
that  where  a  return  to  the  use  of  the  left  hand  occurred  that  the 
difficulty  disappeared."  These  contentions  are  sound.  The 
period  of  acquisition  of  stammering  is  generally  stated  to  be 
from  3  to  12  years,  and  left-handedness  is  corrected  within  that 
period ;  so  coincidence  of  appearance  of  stammering  and  correc- 
tion of  left-handedness  is  unavoidable.  Similarly,  the  outgrowth 
of  stammering,  although  frequently  disputed,  is  perfectly  demon- 
strable ;  and  reversion  to  left-handedness  is  frequent;  so  both 
w'ould  necessarily  occur  at  times  in  conjunction.  It  is  obviously 
inadmissible  to  use  this  coincidence  as  an  argument  that  one 
event  causes  the  other ;  although  it  would  be  admissible  to  show 
that  coincidence  will  not  account  for  all  of  the  simultaneous 
occurrences  of  the  two  events.  Xo  such  showing  seems  to  have 
been  made. 

In  this  connection,  we  have  the  statistics  on  the  subject;  and 
the  article  in  question  might  have  strengthened  its  contention 
that  dextro-sinistrality  causes  stammering  by  quoting  the  sta- 
tistics of  P.  B.  Ballard,  said  by  Lewis  M.  Terman  to  establish 
the  point  "beyond  controversy."  But  on  the  contrary,  we  have 
the  findings  of  J.  E.  Wallace  Wallin.  of  the  Psycho-Educational 
Clinic  of  the  St.  Louis  Board  of  Education,  deduced  from  "A 
Census  of  Speech  Defectives  Among  8!).0o?  Public-School 
Pupils."  among  Avhich  findings  are.  "The  above  figures  show  that 
the  vast  majority  of  our  left-handed  pupils  who  had  been 
taught  to  write  with  the  right  hand  had  not  developed  any  speech 
defects."  Also.  "But  even  thus,  the  data  do  not  prove  that  the 
9.5  per  cent   of  dextro-sinistral   stutterers  developed   stuttering 
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because  they  had  been  taught  to  write  with  the  right  hand.  As 
a  matter  of  fact  many  of  them  stuttered  before  they  had  been 
taught  to  write  at  all."  It  would  seem  from  these  conclusions  that 
any  fair-minded  person  must  decide  that  the  observed  facts  fail  to 
show  that  dextro-sinistrality  causes  stammering.  Moreover,  there 
has  never  been  a  dearth  of  known  causes  for  stammering.  Dr. 
Makuen  demonstrated  this  in  his  report  on  1,00U  cases  of  stammer- 
ing in  which  he  listed  so  many  known  causes  as  to  exclude  even 
inheritance  {Volta  Review,  July,  VM~^).  So  the  dextro-sinistrality 
theory  had  not  even  a  cause  for  existence.  If  some  of  the  known 
causes  could  have  been  proved  fallacious,  then  we  would  have  been 
warranted  in  looking  for  a  cause  to  fill  the  gap ;  but  not  otherwise. 

Now  let  us  consider  the  reasoning  in  favor  of  the  theory.     \\'e 
had  the  admitted  proposition  that  a  pathological  involvement  of 
two     proximate    motor     centers     indicated     itself     in     disabilities 
of  the  peripheral  organs  of  the  two  respective  centers.    That  is, 
a  common  central  inxolvement  radiated  manifestations  through 
two  separate  neural  paths.     From  that — and  without  anything 
to  bridge  the  immense  intervening  gap — the  argument  proceeds 
on  the  assumption  that  interference  with  the  ability  of  one  peri- 
pheral member,  the  hand,  will  transmit  an  effect  inward  to  its 
motor  center,  from  that  to  the  other  center  and  then  outward  to 
the  peripheral  organs  of  the  other,  the  articulatory  apparatus. 
If  this  was  true,  the  effect  on  the  brain  would  be  pathological, 
and  the  effect  on  the  speech  would  be  aphasia — the  only  speech 
defect    under    consideration    known    to    result    from    a    cerebral 
lesion.     Let  us  see  if  this  is  so.    \\'hat  do  we  do  when  we  correct 
left-handedness?    We  educate  the  right  hand.    A\'e  do  not  inter- 
fere with  the  ability  of  the  left  hand :  we  adopt  a  laissez-faire 
policy  with  it ;  but  even  at  that,  we  know  that  it  goes  on  adding 
to  its  education  surreptitiously.     So  the  eft'ect  of  discouraging 
left-handedness  is  merely  to  lessen  the  rate  of  the  education  of 
the  left  hand,  and  positi\ely  not  to  deprive  it  of  its  ability,  as  is 
claim.ed.      But   suppose   we   did   deprive   it   of    its   ability?      Go   so 
far   as    to    cut    it    off'.      Plenty  of    people    have    a  hand     cut     oft". 
Does  a  lesion  of  the  manual  motor  center  occur?     Does  a  speech 
defect — especially    aphasia — occur?      If    so,    why    have    not    the 
advocates  of  the  dextro-sinistrality  causation  theory  of  stammer- 
ing told  us  of  it?    And  why  is  there  never  a  mention  of  aphasia 
in   these   statistics  brought   forward   in   support  of  the   theory? 
The  only  speech  defect  that  we  might  expect  would  be  caused 
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by  dextro-sinistrality  is  the  one  that  is  not  even  mentioned  in 
the  statistics.  We  are  forced  to  the  conclusion  that  the  reason- 
ing fails,  even  more  than  the  observations,  to  prove  the  theory. 

But  suppose  that  it  shall  linally  be  established  beyond  contro- 
versy that  stammering  and  lisping  is  more  prevalent  among 
sinistrals  and  among  mentally  deficient  children  than  among 
other  children.  What  will  that  signify?  Let  us  banish  all  pre- 
conceived notions  and  endeavor  "to  see  things  as  they  are,"  an 
attitude  that  disappointed  Matthew  Arnold  told  us  we  could 
never  expect  of  the  mass  of  mankind.  We  know  that  left-hand- 
edness  is  frequent  in  childhood — some  authorities  say  that  most 
children  are  normally  left-handed — and  we  know  that  careful 
parents  generally  correct  it.  We  know  that  much  stammering 
arises  from  the  simple  habit  of  stuttering  and  the  practice  of 
imitation  of  stammering — Fletcher  attributes  most  of  it  to  imi- 
tation— and  we  know  that  careful  parents  discourage  the  stut- 
tering and  forbid  the  imitation  of  stammering.  We  know  that 
much  lisping  is  habitual,  and  that  careful  parents  correct  it. 
Therefore,  when  parents  are  careless,  either  through  inclination 
or  on  account  of  deficient  mentality,  we  should  expect  to  find 
sinistrality,  stammering,  and  lisping,  on  account  of  failure  to 
correct  them  when  they  are  readily  corrective.  And  we  are  de- 
cidedly unscientific  when  we  impute  a  mysterious  connection 
between  these  characteristics  before  we  have  demonstrated  the 
inadequacy — if  inadequacy  there  be — of  the  evident  connection, 
namely,  the  lack  of  correction  of  all  three. 

Finally,  let  us  reflect  that  the  article  which  has  been  reviewed 
is  superior  to  most  articles  on  stammering.  If  there  is  so  inuch 
to  question  in  it,  what  shall  we  say  for  the  others?  Shall  we  say, 
let  them  stand  to  perpetuate  the  suffering  of  the  stammerers,  to 
discredit  American  medicine  and  science,  to  encourage  mistaken 
and  corrupt  practice?  Or  shall  we  say,  we  will  criticise  every 
old  theory  that  is  out,  we  will  criticise  our  new  theories  before 
we  let  them  out,  we  will  make  beneficial  the  truth  that  is  left 
and  thereby  we  will  turn  this  ages-old  disgrace  to  our  everlast- 
ing credit. 

1994  N.  Los  Robles  Avenue. 


AN  UNUSUAL  INFECTION  FROM  ETHMOIDITIS. 

Dr.  John  A.  Thomtsox,  Cincinnati,  Ohio. 

Miss  Bessie  D.,  age  35  years,  a  school  teacher  of  Greensburg. 
Ind.,  was  disabled  by  an  attack  of  sciatica  early  in  October,  lUlo. 
The  pain  became  so  severe  that  she  was  confined  to  bed  most 
of  the  time  and  could  walk  only  with  the  aid  of  crutches.  She 
was  treated  at  home  by  antirheumatic  remedies  and  by  osteo- 
pathic massage  for  six  weeks  without  benefit.  She  then  came 
to  this  city  to  consult  Dr.  Dudley  W.  Palmer.  Dr.  Palmer's 
examination  of  the  joints  of  the  attectcd  left  leg  showed  no  dis- 
ease in  the  joints.  Dr.  Doughty 's  x-ray  examination  of  the  joints, 
teeth  and  the  sinuses  also  was  negative.  The  motion  of  the  joints 
was  not  in  any  way  impaired.  Dr.  E.  W.  Mitchell  examined 
the  chest  November  24,  and  found  no  evidence  of  any  disease. 
The  patient's  temperature  varied  from  99°  to  100°  each  evening 
and  was  often  subnormal  in  the  morning.  Dr.  Palmer  sent  her 
to  me  December  17,  1915,  for  examination  of  the  tonsils.  Find- 
ing them  normal,  I  examined  the  nose  as  a  possible  source  of 
infection.  The  patient  reminded  me  that  I  had  treated  her  for 
hypertrophic  rhinitis  fifteen  years  ago.  At  the  time  I  saw 
her,  the  sciatic  pain  and  an  afternoon  rise  of  temperature  were 
the  only  notable  symptoms.  The  nose  was  normal,  except  that 
the  membrane  over  the  right  bulla  ethmoidalis  did  not  blanch 
when  an  adrenalin  spray  was  used  to  shrink  the  tissues.  A  little 
pressure  on  the  congested  area  with  a  cotton-wrapped  probe  was 
sufficient  to  break  through  the  cell  wall  and  permit  the  escape 
of  a  few  drops  of  pus.  The  third  day  after  puncturing  the  cell 
the  patient  returned  to  the  office  and  reported  she  had  neither 
pain  nor  fever.  I  feared  both  would  return  when  the  small 
puncture  closed,  but  it  was  decided  to  wait  a  few  days  before 
operating.  On  January  3,  1916,  she  came  to  tire  office  saying  all 
her  symptoms  had  returned.  The  next  morning  at  Christ  Hos- 
pital, under  local  anesthesia,  a  small  portion  of  the  right  middle 
turbinate  was  removed  and  the  bulla  freely  opened.  No  other 
ethmoid  cell  was  found  diseased.  Again  there  was  an  immediate 
relief  of  the  sciatica  and  disappearance  of  the  fever.  She  re- 
turned to  her  work  in  ten  days  and  has  remained  well.  Neuritis 
about  the  head  from  ethmoid  infection  is  very  common.  Sciatic 
infection  from  this  region  is  certainly  rare. 
028  Elm  Street. 
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THE    DEAF 

Their  Education — Improvement  of  Conditions — 
Responsibilities  and  Participation  of  the  Profession. 


JOHN     BUTTON    WRIGHT.     M.A. 

N  EW   YORK    CITY. 


In  several  instances  during  the  past  few  years,  physicians  have 
themselves  instituted  successful  campaigns,  or  have  vigorously  aided 
those  started  by  others,  for  the  betterment  of  the  deaf  in  their 
States. 

The  readers  of  The  Laryngoscope  could  be  a  tremendous  force 
for  this  purpose  if  they  were  willing  to  actively  exert  their  influence, 
and  I  would  like  to  make  a  specific  suggestion  for  their  adoption 
whenever  they  are  willing  to  aid  the  helpless  deaf  children  of  their 
localities. 

Probably  the  most  pressing  need  at  present  in  most  of  the  State 
institutions  for  the  deaf  in  order  to  more  nearly  approximate  the 
normal  development  of  their  pupils,  is  for  the  facilities  for  better 
training  many  of  them  in  speech  and  lip-reading.  All  institutions 
for  the  deaf  have  now  reached  the  point  in  their  development  where 
they  attempt  to  teach  speech  and  lip-reading  to  many  of  their  pupils. 
Fifty  years  ago  scarcely  any  attention  was  paid  to  this.  At  that 
time  all  institutional  instruction  was  wholly  given  by  means  of  silent 
means  of  communication :  writing,  finger-spelling  and  the  sign  lan- 
guage. AX'ith  the  establishment  in  1867  of  two  schools  in  which  no 
use  was  made  of  finger-spelling  or  the  sign  language,  pressure  was 
gradually  brought  to  l)ear  upon  the  older  schools  to  adopt  this  so- 
called  "Oral  Method.'"  This  adoption  was  very  much  opposed  by 
those  connected  with  the  earlier  schools,  many  of  whom  were  either 
deaf  and  dumb  themselves  or  had  deaf  and  dumb  wives  or  relations. 
Influences  in  favor  of  speech  and  lip-reading  were,  however,  too 
strong;  and  these  schools  were  forced  to  adopt  the  new  method  to 
a  certain  extent  in  order  to  continue  their  existence.     They  devised 
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what  they  called  the  "Combined  System,"  in  which  much  use  was 
still  made  of  silent  means  of  communication  both  in  and  out  of  the 
classrooms,  but  some  instruction  was  given  in  speaking  and  by  means 
of  speech.  This  system  has  been  gradually  modified  till,  so  far  as 
classroom  instruction  is  concerned,  the  number  of  pupils  taught  ex- 
clusively by  finger-spelling  and  the  sign  language  is  relatively  small, 
most  of  the  teaching  in  class  being  by  means  of  spoken  communica- 
tion and  writing.  But  the  medium  of  communication,  outside  the 
few  hours  in  class,  is  a  silent  one  not  only  on  the  part  of  the  pupils 
but  by  the  supervisors,  teachers  of  industries,  servants  and  even  by 
the  principals  and  teachers  themselves.  The  result  is  that,  of  the 
sixteen  waking  hours  of  the  pupils,  five,  at  most,  are  passed  in  a 
speech  environment  and  eleven  or  more  in  a  finger-spelling  and  sign 
language  atmosphere.  A  more  accurate  term  than  "The  Combined 
System"  to  describe  this  state  of  affairs  would  be  "The  Commingled 
System."  It  is  this  "commingled"  characteristic  that  has  caused  the 
failure  of  the  so-called  "Combined  System"  so  far  as  speech  and  lip- 
reading  are  concerned.  The  most  pressing  need  of  the  state  institu- 
tions is  for  the  means  of  removing  this  "commingled"  condition  and 
for  doing  their  oral  work  in  a  speech  atmosphere.  That  is  to  say, 
ihey  need  the  facilities  for  completely  segregating  those  pupils  that 
they  w^ish  to  teach  to  speak  and  to  educate  by  means  of  spoken 
language  from  the  pupils  that  they  wish  to  teach  by  means  of  finger- 
spelling  and  the  sign  language.  So  long  as  they  are  obliged  to  turn 
their  orally  taught  pupils  loose  outside  the  classroom  in  an  environ- 
ment where  finger-spelling  and  the  sign  language  are  used  in  the 
shops,  the  playgrounds,  the  dining-rooms  and  dormitories,  those 
orally  taught  pupils  do  not  acquire  the  facility  in  speaking  and 
reading  the  lips  that  they  would  be  capable  of  if  they  \vere  practiced 
in  them  throughout  their  entire  waking  time.  It  is  not  difficult  for 
any  intelligent  person  to  see  the  inevitableness  of  this  result. 

The  chief  opposition  to  this  reform  comes  from  three  groups  of 
persons,  and  combined  w^ith  public  ignorance  and  the  natural  in- 
difference of  the  mass  of  the  people  who  have  no  personal  interest 
in  the  welfare  of  the  deaf,  this  opposition  has,  up  to  the  present, 
prevented  the  reform  in  most  of  the  institutions  wdiere  maintenance 
comes  through  legislative  appropriation. 

The  three  groups  are  : 

1.  The  large  number  of  deaf  persons  who  have  been  educated  in 
"Combined  Schools"  and  who  find  the  speech  and  lip-reading  which 
they  have  there  obtained  to  be,  as  was  to  be  expected,  wholly  in- 
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adequate  to  the  needs  of  daily  life  in  a  hearing  and  speaking  com- 
munity. 

2.  Those  deaf  persons  who  are  engaged  in  teaching  hy  means  of 
finger-spelling  and  the  sign  language  in  the  "Comhined  Schools,"  and 
who  would  lose  their  positions  if  the  greater  i)art  of  the  school  were 
devoted  to  oral  instruction. 

.3.  Those  hearing  persons  who  have  been  associated  with  the 
education  of  the  deaf  by  the  early  methods  for  very  many  years  and 
naturally  are  averse  to  any  drastic  change  at  this  late  hour  in  their 
lives. 

The  increasing  intelligence  of  parents  of  the  deaf  on  this  sul^ject, 
and  of  people  in  general,  especially  of  physicians  who  see  the  deaf 
children  early  in  their  lives,  is  making  the  task  of  the.se  opporients 
of  progress  more  and  more  difficult.  Most  of  the  persons  in  charge 
of  the  institutions  are  now  convinced  of  the  desirability  of  such  a 
segregated  oral  department  in  every  school  for  the  deaf,  and  a  few 
more  years  will  probably  see  this  accomplished.  The  arrival  of  this 
much-to-be-desired  change  can  be  greatly  hastened  by  the  universally 
exerted  influence  upon  parents  and  legislators  of  every  physician  in 
the  country.  Let  each  one  do  what  he  can  in  his  own  community. 
The  editor  of  this  department  will  be  glad  to  supply  anyone  inter- 
ested with  literature  that  can  be  used  in  such  a  campaign. 


Simplified    Technic    in    the    Application    of    the    Schick    Test. 

W.  LiTTKREK,  Southern  Med.  Jour.,  Feb.,  HUT. 
The  author  first  dissolves  the  dried  diphtheria  toxin  in  sterile 
normal  salt  solution  and  injects  0.'2  c.c.  into,  not  under,  the  skin. 
A  positive  reaction  is  indicated  by  an  area  of  infiltration,  up  to 
about  one  inch  in  diameter,  more  intense  in  the  center  and  lasting 
about  10  to  14  days.  Its  disappearance  is  gradual,  leaving  a  brown 
desquamated  surface.  This  reaction  indicates  that  the  patient  is 
susceptible  to  diphtheria ;  those  who  do  not  give  this  reaction  pos- 
sess a  natural  immunity.  A  pseudo-reaction,  due  to  local  ana- 
phylaxis, is  more  sharply  circumscribed,  comes  on  earlier  and  dis- 
appears in  from  24  to  48  hours.  Ed. 


OBITUARY. 

VICTOR  DELSAUX. 

Born  1863.     Died  lOlT. 

Amongst  the  wholesale  horrors  of  the  present  war,  although 

"Each  new  morn, 
New  widows  howl;    new  orphans  cry;    new   sorrows 
Strike  heaven  on  the  face." 

yet  single  instances  of  misery  sometimes  bring  home  to  us  even 
more  acutely  the  "weight  of  this  sad  time."  The  death  of  Jules 
Broeckaert  in  London,  an  exile  from  his  native  land,  and  now  the 
death  of  Victor  Delsaux,  a  prisoner  in  his  own  beloved  country, 
fill  us,  as  Prof.  Tapia  says  in  the  Rcvista  Espanola  de  Laringologia, 
with  "una  impresion  de  imborrable  tristeza."  They  were  not  only 
leading  men  in  Ghent  and  Bruxelles,  but  were  both  such  distin- 
guished laryngologists  and  had  contributed  such  valuable  work  in 
advancing  our  specialty,  that  their  names  were  well  known  to  every 
laryngologist  in  the  world. 

\  ictor  Delsaux  was  born  in  ISfJl  and  spent  his  childhood  in  his 
native  town  of  Fleurus.  He  went  to  school  at  Dinant,  little  dream- 
ing of  the  days  when  this  picturesque  city  on  the  Aleuse  would  be 
ruined  by  the  brutalities  of  war.  Entering  the  University  of 
Bruxelles  in  ].S7I)  he  devoted  his  tirst  two  years  to  the  study  of 
natural  sciences.  After  qualifying,  he  passed  a  year  in  the  best 
known  clinics  in  Paris,  and  settled  down  to  a  family  practice 
amongst  the  poor  of  Bruxelles.  Whilst  thus  engaged  he  obtained 
the  post  of  assistant  with  Profs.  Capart  and  Delstanche  pere,  per- 
fecting himself  in  oto-rhino-laryngology  and  gradually  withdrawing 
himself  from  general  practice. 

About  this  time  he  showed  his  cosmopolitan  tastes  for  tra\el  and 
culture,  \isiting  London.  Petrograd,  Moscow,  Zurich,  Berne, 
Geneva,  the  chief  Italian  ciiies,  and  the  Scandinavian  and  neighbor- 
ing German  countries.  He  went  still  further,  visiting  the  Island  of 
Madeira,  where  he  did  not  .forget  to  inspect  and  study  its  leper 
hospitals,  and  touring  in  ^lorocco  where  he  did  not  omit  to  see  its 
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hospitals  and  gaols.  During  these  travels,  as  later  on,  he  formed 
a  large  circle  of  acquaintances  with  colleagues,  clinics  and  learned 
societies,  and  from  each  journey  he  brought  back  observations 
which  widened  his  views  and  deepened  his  sympathies,  as  well  as 
books  which  he  was  continually  adding  to  his  cherished  library. 
For  he  was  a  great  reader,  an4  owing  to  his  linguistic  talents  he 
was  able  to  devote  himself  to  the  medical  literature  of  half  a  dozen 
languages. 

Working  so  long  as  "medecin-adjoint"  at  the  hospital  and  uni- 
versity work  of  Prof.  Delstanche,  it  is  not  surprising  that  on  the 
latter's  death  in  1900,  Delsaux  should  be  promoted  to  follow  him 
as  Chef  de  Clinique  at  the  Hopital  St.  Jean.  At  this  time  Delsaux 
was  forty  years  of  age,  and  he  then  started  on  the  full  and  vig- 
orous career  for  which  he  had  so  carefully  trained  himself.  Not 
only  did  he  lecture  to  students,  manage  a  large  clinic,  and  build  up 
a  large  private  practice,  but  he  devoted  attention  to  such  things 
as  photography,  electricity,  radio-therapy,  the  spreading  of  anti- 
septic surgery,  and  the  diffusion  of  fresh-air  principles,  but  in 
all  these  directions  he  gave  a  full  measure  of  prodigious  energy 
and  rare  talent. 

He  founded  the  Presse  Oto-Rhino-laryngologique  Beige,  and  re- 
mained its  editor  until  the  red  ruin  of  war  arrested  the  progress 
of  science  and  substituted  an  empire  of  barbarism.  This  journal 
soon  obtained  a  high  scientific  reputation  among  the  researchers 
and  literary  men  of  all  countries.  His  own  contributions  to  it  were 
considerable  and  made  him  a  well-known  international  figure,  still 
further  increased  by  his  travels  and  investigations  in  France,  Al- 
giers, the  Netherlands,  Switzerland,  Spain,  Canada,  and  the  United 
States. 

Many  of  us  had  the  opportunity  of  being  further  attracted  by  his 
charming  personality  when  we  traveled  on  the  same  ship  with  him 
to  Quebec  to  attend  the  Toronto  meeting  of  the  British  Medical 
Association  in  1906,  under  the  presidency  of  Dr.  Dundas  Grant. 
And  we  also  had  the  pleasure  of  welcoming  him  at  the  Belfast 
meeting  of  the  Association  in  1909,  when  he  read  an  interesting 
paper  on  "Laryngostomy." 

Delsaux  had  an  international  spirit,  but  it  was  of  the  sincere 
and  generous  type.  Like  all  wise  travelers,  he  did  not  go  abroad 
to  think  less  of  his  native  land,  but  to  return  to  it  a  still  truer 
and  more  enthusiastic  patriot,  only  anxious  that  it  should  advance 


OBITUARY.  (349 

along  any  of  the  paths  of  progress  he  had  spied  out  during  his 
travels.  Thus  he  was  among  the  first  to  start  in  Bruxelles  a  private 
nursing  home,  founded  on  what  he  had  seen  here  and  in  the  private 
hospitals  of  America,  \\hen  one  recalls  that  the  Presse  Oto- 
Rhino-Laryngolog-ique  Beige,  carefully  edited,  came  out  weekly 
and  punctually,  that  he  had  so  many  interests,  and  that  he  was 
such  a  far  traveler,  it  is  astonishing  that  he  still  found  time  to 
keep  his  friendships  in  repair.  Yet  there  was  no  more  sociable 
man  in  Europe,  amongst  high  or  low,  rich  or  poor,  than  the  large- 
hearted  and  generous  Victor  Delsaux.  The  Italians  would  have 
called  him  a  "buonaccione,"  a  term  which  is  not  altogether  well 
translated  by  "a  jolly  good  fellow,"  and  the  little  children  of  the 
poor  at  the  Hopital  St.  Jean  always  referred  to  him  as  their  "cher 
gros  docteur."  For  children  he  always  had  an  affection,  and  even 
when  his  country  was  in  the  hands  of  the  Bosches  he  worked  hard 
at  establishing  and  managing  a  "mother's  canteen"  where  more 
than  12,000  destitute  children  have  been  saved  from  perishing  in 
Bruxelles  from  want  of  food. 

Just  before  the  war  he  w'as  engaged,  in  collaboration  with 
Lermoyez,  of  Paris,  and  Moure,  of  Bordeaux,  in  producing  a  mon- 
umental work  on  otology  and  laryngolog}^  I  do  not  know  whether 
his  part  has  been  completed,  but  I  hear  that  his  heroic  and  strenu- 
ous character  is  proved  by  the  fact  that,  even  during  the  last  year, 
although  a  prisoner  in  his  own  country,  he  had  been  able  to  com- 
plete an  important  "Traite  de  Laryngologie  Pratique." 

Last  winter  he  was  stricken  with  appendicitis  on  January  35. 
He  died  on  February  3,  and  was  followed  to  his  grave  by  a  crowd 
of  mourners  on  a  day  of  freezing  cold,  and  with  the  German  flag 
flying  overhead  in  a  bitter  wind. 

He  lies  in  the  cemetery  of  Ixelles  alongside  of  his  wife,  whom 
he  lost  in  1891,  after  a  short  two  years  of  wedded  life.  For  her 
memory  he  always  retained  a  touching  devotion. 

It  is  heart-rending  to  think  that  Belgium,  brutally  beaten  down 
by  "military  necessity,"  should  have  lost  in  Delsaux  such  a  gallant 
son.  But  it  is  not  only  Belgium,  it  is  the  science  and  humanity  of 
the  civilized  world  which  share  in  this  loss.  Some  of  us  will  look 
forward  sadly  to  visiting  that  cemeter}^  at  Ixelles,  when  the  German 
flag  no  longer  waves  there.  StClair  Tho:mson. 
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NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTIOX   OX    LARYXGOLOGY    AXD    RHIXOLOGY. 

CCoiitimicd  from  page  396) 

Dr.  Macpiiersox  suggested  the  possibility  of  a  double  infection,  i.  e., 
syphilis  and  tuberculosis. 

Dr.  HEiRziG  asked  if  any  anti-specific  treatment  had  been  given. 

Di!.  FoRBKs  said  that  possil)ly  all  had  seen  cases  of  mixed  types  of 
infection, — both  tubercular  and  leutic, — where  the  laryngeal  condition  has 
promptly  improved  under  treatment  by  mercury,  the  tubercular  condition 
having  been  cured.  Dr.  Lynah  had  suggested  that  the  active  process  in 
the  larynx  might  be  luetic.  Dr.  Dworetzky  of  the  Otisville  Sanatorium 
found  cases  with  tubercular  elements  healing  and  the  remaining  laryn- 
geal condition  luetic  in  character,  which  again  improved  under  the  luetic 
treatment.  There  is,  then,  always  the  possibility,  as  suggested,  of  a  dou- 
ble infection. 

Dr.  Kkr.xax  asked  if  there  was  any  objection  to  putting  the  two  throat 
cas^s  under  antispecific  treatment  with  the  idea  of  making  a  diagnosis? 
He  had  not  heard  this  suggestion  made  by  any  of  the  members  with  that 
in  view. 

Dr.  Impkuatori  said  that  he  had  corresponded  with  Dr.  Dworetzky  re- 
garding his  laryngeal  cases  at  Otisville,  in  relation  to  cases  under  his  own 
care  at  Riverside  Hospital,  with  reference  to  laryngeal  tuberculosis  and  a 
positive  Wassermann.  The  doctor  said  that  many  cases  had  positive 
Wassermann,  with  other  evidence  of  lues.  It  is  understood  that  there  is 
some  substance  in  those  who  afe  tubercular,  that  may  give  an  apparently 
I'ositive  Wassermann.  It  would  seem  that  we  shall  have  to  go  further 
before  we  can  say  that  a  case  of  tuberculosis  is  also  positively  luetic 
unless  we  have  some  other  clinical  evidence — possibly  a  therapeutic  test. 

Dr.  Kixg  said  that  the  boy  had  had  no  specific  treatment,  and  no  treat- 
ment of  any  kind  since  coming  under  his  observation.  He  had  simply 
been  studying  the  case  for  about  two  weeks.  He  had  seen  one  or  two 
similar  cases  where  the  diagnosis  was  difficult,  which  subsequently  de- 
veloped tuberculosis.  In  one  case,  seen  about  a  year  ago.  Dr.  Darling  had 
taken  an  x-ray  picture  and  made  a  diagnosis  of  tuberculosis,  and  later 
the  sputum  test  was  positive  on  several  occasions.  The  patient  was 
sent  away,  and  she  has  gone  down  very  rapidly  since  going  to  the  sana- 
torium. Another  case  seen  about  two  years  ago  had  a  similar  condition 
of  the  epiglottis.  The  infiltration  was  not  very  great,  but  the  patient 
had  been  to  a  sanatorium.  Dr.  King  said  he  thought  the  infiltration  in 
the  epiglottis  had  not  entirely  healed  up. 

Dr.  B.  C.  Darlixg  demonstrated  the  plates  in  Dr.  King's  case.  Single 
Roentgenograms  of  the  chest  will  not  show  up  any  but  the  most  pro- 
nounced lesions.     In  these  stereoscopic  plates  there  is  a  general  slightly 
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dense  fan-shaped  area  extending  upward  from  the  root  of  the  right  lung, 
some  of  which  is  probably  old  tuberculosis,  for  the  more  white  or  denser 
area  is  supposed  to  be  fibrous.  Then  there  is  a  general  cloudy  appear- 
ance in  the  fan-shaped  area  of  more  recent  and  active  disease.  The  other 
apex  shows  a  similar  condition.  On  the  left  below,  toward  the  lower 
lobe,  are  smaller  areas  of  the  soft  shadow.  The  dense  fibroses  are  pi'ob- 
ably  slight  evidence  of  some  long  continued  tuberculosis;  the  soft,  cloudy 
shadow  would  seem  to  be  more  recent.  It  is  not,  however,  a  clean  cut 
case,  and  the  findings  are  not  very  decided. 

Two  Cases  of   Recurrence  of  Chronic   Stenosis  of  the   Larynx  of  Six  and 
Ten   Years'   Duration,  after   Detubation.     Di:.  Hi;xiiY  L.  Lyxah. 
(To  be  published  in  a  subsequent  issue  of  Thk  L.vryxgoscope. ) 
Enlarged  Thymus  Radiogram.        Dit.   H.   H.   Foiibks. 

In  the  plate,  the  enlarged  thymus  was  shown  very  distinctly  coming 
out  at  the  right  of  the  sternum  and  extending  well  over  to  the  left.  Dr. 
Forbes  stated  that  the  case  was  interesting  for  two  reasons:  first,  in  that 
It  was  an  enlarged  thymus  occurring  in  a  child  of  fourteen  with  a  history 
of  frequent  illnesses,  showing  that, — contrary  to  the  opinion  of  most 
clinicians, — the  patient  had  decided  resistance;  secondly,  the  frequency 
with  which  enlarged  glands  (thymus)  are  now  seen,  following  the  ad- 
vent of  the  x-ray.  The  child  was  sickly  up  to  seven  years  of  age,  when 
its  general  condition  improved;  from  seven  to  fourteen  he  was  somewhat 
stronger.  He  was  admitted  to  the  Post-Graduate  Hospital  in  the  service 
of  Dr.  Macpherson, — through  whose  courtesy  the  case  was  presented.  The 
boy  had  had  frequent  attacks  of  a  spasmodic  laryngeal  type,  usually  com- 
ing on  in  the  evenings, — more  apt  to  occur  on  cold,  chilly  days  or  after 
exhaustion.  He  was  undeveloi)ed  physically  and  mentally.  The  attacks  or 
spasms  of  the  larynx  would  be  accompanied  by  swelling  and  congestion 
of  the  neck,  and  this  was  the  symptom  which  aroused  the  attention  of 
the  family  and  occasioned  them  most  anxiety, — not  the  spasmodic  cough 
or  the  asthma,  but  the  fact  that  he  had  this  spasmodic  cough  and 
with  it  the  tremendous  swelling  of  the  soft  tissues  of  the  neck. 

The  larynx  was  normal,  and  the  view  by  the  indirect  method  was  nor- 
mal for  a  short  distance  into  the  trachea,  nothing  being  seen  to  indi- 
cate any  local  condition  of  the  larynx  or  trachea.  An  x-ray  picture  was 
then  taken.  It  was  hoped  that  at  the  next  visit  a  bronchoscopic  tube 
could  be  passed  and  the  diagnosis  completed,  but  the  patient  did  not  re- 
appear and  it  had  been  impossible  to  trace  him.  It  was  therefore  im- 
possible to  obtain  fuller  information  about  this  unusual  case  which  had 
lasted  over  a  period  of  seven  years. 

The  prevailing  idea  has  always  been  that  with  an  enlarged  thymus  not 
much  operative  work  could  be  done.  Most  of  these  patients  die  sud- 
denly and  are  poor  surgical  risks;  yet  Dr.  Lynah  had  just  told  of  a  case 
with  a  tremendous  thymus  in  which  he  had  performed  a  tracheotomy 
under  stress,  and  the  child  went  on  in  good  condition.  Dr.  Forbes  said 
that  in  two  other  instances  of  children  with  enlarged  thymuses  he  had 
done  extensive  bronchoscopic  work,  difficult  and  repeated,  and  there  was 
apparently  no  difference  between  these  children  and  others. 

Dii.  ijii'Kr.ATOia  said  that  Dr.  C.  .lackson  had  reported  successful  re- 
sults from  thymectomy.     He  relates  such  a  case  in  his  book  on  "Peroral 
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Endoscopy."  Two  cases,  that  were  seen  in  Dr.  Harmon  Smith's  clinic  at 
the  Manhattan  were  diagnosed  by  endoscopy — the  enlarged  thymus  flatten- 
ing tlie  lower  trachea.  Both  these  cases  suffered  from  dyspnea  and  both 
were  in  infants.  Later  the  diagnosis  was  confirmed  by  radiograms.  Un- 
fortunately, both  of  these  cases  were  seen  before  x-ray  therapy  was  used 
for  this  condition  and  the  cases  lost  track  of.  Dr.  Jackson  has  abandoned 
thymectomy  for  x-ray  treatment. 

Dn.  Ly.nak  said  that  it  was  his  belief  that  many  more  children  have 
enlargement  of  the  thymus  gland  than  we  ever  dream  of,  and  it  was  only 
while  under  great  excitement  or  while  under  esthesia  that  the  gland  be- 
comes enormously  engorged  v,ith  blood  and  causes  tracheal  compression 
stenosis.  He  also  thought  that  the  enlarged  thymus  may  be  readily  over- 
looked by  x-ray  findings  if  there  was  not  sufficient  engorgement  of  the 
gland  at  the  time  of  the  radiographic  picture.  This  had  been  demonstrated 
by  him  in  two  cases  in  whom  there  was  practically  no  thymic  shadow  in 
the  ray  picture,  but  there  was  very  definite  tracheal  compression  when 
tracheoscopy  was  performed.  Asthmatic  symptoms  were  present  in  one  of 
the  children  at  the  time  of  the  x-ray  examination  and  absent  in  the  other. 
He  thought  that  the  tracheoscopy  without  anesthesia  and  the  slight  strug- 
gling of  the  child  was  probably  sufficient  to  engorge  the  thymus  and  dem- 
onstrate the  compression  of  the  trachea.  The  little  girls  on  whom  the  low 
tracheotomy  w^as  performed  under  local  anesthesia  had  very  severe  thy- 
mic shocks  as  was  proved  on  opening  the  tissues  of  the  neck,  as  an  en- 
larged portion  of  the  gland,  3  cm.  in  length  appeared  in  the  wound. 
The  gland  was  held  out  of  the  way  by  the  retractor  and  the  trachea 
opened.  The  trachea  was  noted  to  be  almost  completely  collapsed  antero- 
lateral on  the  left  side.  The  boy  also  had  rather  severe  shoe  kfollowing 
his  tracheotomy  which  was  performed  by  Dr.  Gover  of  the  house  staff; 
this  boy  did  not  show  any  shadow  at  the  time  of  the  radiographic  exami- 
nation but  did  show  tracheal  stenosis  when  examined  by  tracheoscopy. 
Dr.  Lynah  said  that  he  intended  to  resect  the  thymus  of  the  girl  as  soon 
as  it  was  impossible  to  decapsulate  her  owing  to  the  enormous  amount 
of  tracheal  collapse  from  thymic  pressure  shortly  after  the  tube  was 
removed.  The  child,  however,  had  been  under  x-ray  treatment  by  Dr. 
LeWald  but  not  for  sufficient  length  of  time  to  make  any  depreciable 
shrinkage  in  the  gland.  Dr.  Lynah  heartily  agreed  with.  Dr.  Imperatori 
that  the  x-ra  ywas  the  best  and  simplest  treatment  for  these  cases;  at  the 
same  time  Dr.  Jackson  had  demonstrated  that  thymic  resection  w^as  not  a 
fatal  procedure  and  he  thought  this  case  was  well  suited  for  this  method. 

Du.  Forbes  said  that  Dr.  Hirsch  had  that  morning  told  him  of  a  thy- 
mus case  which  had  a  remarkable  atrophy  and  it  was  only  necessary  to 
give  two  treatments, — the  exact  strength  of  which  was  not  stated.  This 
child  was  three  years  old,  and  there  were  two  actual  exposures  to  the 
tube  at  an  interval  of  a  few  weeks. 

Severe  Epistaxis  in  a  Woman;  Diabetes,  Myomata  of  Uterus,  Otitis  Media 
Acuta.  Dr.  Wolff  FKEroEXTHAL. 
Dr.  Freudenthal  said  that  the  case  which  he  wished  to  report  was  in- 
teresting on  account  of  the  numerous  complications.  On  January  16,  he 
had  been  called  up  in  the  middle  of  the  night  by  a  man  who  said  that  his 
wife  had  been  bleeding  since  evening.     They  managed  to  bring  the  pa- 
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tient  to  the  office,  and  he  learned  that  a  physician  had  been  called  in  who 
had  left  a  prescription  for  adrenalin,  but  that  it  had  just  the  opposite  to 
the  usual  effect,  since  it  increased  the  bleeding.  Later  on  it  became  more 
profuse  and  other  physicians  were  called  in.  When  the  patient  reached 
the  office  she  appeared  very  anemic,  but  after  some  difficulty  the  bleeding 
was  checked  by  plugging  the  nose  anteriorly.  She  was  about  foriy-five 
years  of  age,  and  the  idea  of  a  vicarious  menstruation  suggested  itself 
to  him,  as  he  had  seen  quite  a  number  of  such  cases.  He  asked  the 
patient  about  her  menses,  and  she  said  that  she  was  just  menstruating, 
that  it  occurred  every  three  weeks,  and  was  very  profuse.  Her  family 
physician  stated  that  she  had  myomata  of  the  uterus.  Dr.  Freudenthal 
said  that  naturally,  he  advised  their  removal,  and  it  was  decided  to  have  it 
done.  The  patient  was  then  sent  home  with  the  usual  instructions  for 
rest.  The  next  day  she  was  seen  at  her  residence,  and  the  packing  was 
removed,  and  this  was  followed  by  the  same  profuse  bleeding.  In  the 
middle  of  the  night  his  assistant  was  called  up,  and  again  there  was  dif- 
ficulty in  checking  the  bleeding. 

The  next  morning  the  patient  complained  of  terrible  pain  in  her  teeth. 
She  had  had  a  tooth  extracted  a  short  time  previously,  and  she  was 
suffering  such  pain  that  she  wanted  this  one  also  extracted;  but  consid- 
ering the  epistaxis  from  the  nose  Dr.  Freudenthal  advised  that  that  be 
postponed.  He  was  under  the  impression  that  the  bleeding  would  not 
stop  entirely  until  the  menstruation  ceased,  and  so  it  was.  They  ceased 
together.  The  patient  was  given  narcotics  and  gradually  the  bleeding 
became  less.  It  was  afterward  easy  to  stop  the  nose  with  applications 
of  ferro-pyrene  (Knoll). 

Following  this,  the  patient  had  an  acute  otitis  media  and  the  drum 
membrane  had  to  be  incised,  which  gave  relief  from  that  source.  Then 
the  ear  began  to  discharge,  and  five  days  later  the  patient  walked 
around,  and  Dr.  Freudenthal  was  able  to  examine  the  throat  more 
carefully,  and  was  much  surprised  at  its  appearance.  There  was  con- 
siderable edema  and  an  irregular  ulceration  of  the  posterior  wall  of  the 
pharj'nx.  There  was  no  tuberculosis;  no  syphilis.  The  urine  was 
examined  for  sugar,  and  was  reported  to  contain  4.5  per  cent  of  sugar, 
plus  acetone.  Naturally,  this  upset  the  plans  for  the  removal  of  the 
myomata,  and  it  was  decided  to  have  the  x-ray  applied,  which  was  done, 
with  excellent  results.  Aft^r  two  applications  the  patient  felt  much 
easier.  Dr.  Freudenthal  said  that  in  his  opinion  sufficient  attention  is 
not  given  to  x-ray  therapeutics  in  our  specialty. 

In  the  meantime  the  woman  felt  better,  and  two  of  her  teeth  were 
extracted  under  cocain.  Then  the  ear  began  to  bother  her  again.  The 
swelling  behind  grew  bigger,  bilt  it  was  not  desirable  to  operate  on 
a  diabetic  patient  with  a  high  sugar  percentage.  When  the  percentage 
was  reduced  to  3,  Dr.  Freudenthal  operated  under  gas-oxygen  anesthesia, 
having  administered  one-fourth  grain  of  morphin  beforehand.  No  ex- 
tensive operation  was  contemplated,  but  the  intention  was  to  work  as 
rapidly  as  possible  and  let  the  pus  out.  The  patient  stood  the  operation 
remarkably  well;  the  healing  was  uneventful,  really  quite  exceptional 
under  the  circumstances.  The  patient  is  now  undergoing  the  Allen 
treatment. 
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Dr.  Freudenthal  said  that  two  important  points  were  brought  out 
by  this  case.  First,  that  the  possibility  of  diabetic  complications  was 
first  pointed  out  by  a  laryngologist;  the  family  physician,  a  very  good 
and  careful  man,  had  not  thought  of  examining  the  patient  for  that 
condition.  Dr.  Freudenthal  had  seen  such  cases  occasionally,  and  had 
directed  attention  to  this  complication,  but  very  little  notice  has  been 
taken  it.  Only  recently  Dr.  Arrowsmith  has  rei)orted  such  a  case,  but 
there  is  little  or  no  reference  to  the  matter  in  literature.  The  other 
point  is  the  feasibility  of  operating  on  patients  with  a  high  amount  of 
sugar.  Dr.  Freudenthal  said  that  several  of  his  patients  had  been  oper- 
ated upon  by  general  surgeons,  and  some  of  them  had  died  shortly  after 
a  very  slight  operation.  It  would  be  very  interesting  to  know  the  opinion 
of  the  inembers  upon  this  point. 

Di:.  Akhowsjiitii  inquired  if  Dr.  Freudenthal's  patient  had  any  ulcera- 
tions of  the  nasal  mucous  membrane.  He  then  told  of  one  of  his  own 
patients  who  had  suffered  from  terrific  attacks  of  nasal  hemorrhage  with 
ulceration  of  the  septum  which  never  healed,  and  who  finally  died  of 
dial)etic  coma.  The  epistaxes  were  frequent  and  severe.  In  another  case 
which  had  come  under  his  observation  within  the  last  year,  the  patient 
had  a  diffuse  diabetic  ulceration  of  the  throat  and  had  5  per  cent  of 
sugar  in  the  urine.  This  patient  was  prut  on  the  Allen  treatment  and 
the  ulceration  became  very  much  better,  and  when  last  seen — two  or 
three  weeks  ago — there  was  only  a  very  small  area  of  ulceration  re- 
maining' on  the  under  surface  of  the  epiglottis. 

Du.  Skymotr  Opprxheimku.  referring  to  the  question  of  the  mastoid 
operation  on  diabetic  patients,  said  that  it  was  not  so  much  the  matter 
of  glycosuria  as  of  acetonuria.  It  is  true  that  those  patients  who  have 
a  glycosuria  often  show  a  decided  acetonuria  post-operatively.  He  said 
he  had  had  occasion  to  operate  on  quite  a  number  of  mastoid  cases  com- 
plicated with  glycosuria  and  in  all  but  two.  he  attempted  to  do  the 
operation  under  local  anesthesia.  The  ante-  and  post-operative  care  of 
these  patients  is  extremely  important.  In  several  patients  who  showed  a 
high  percentage  of  sugar  and  where  the  otitic  symptoms  did  not  require 
urgent  interference,  strict  dietary  regulations  wei*e  employed  to  improve 
the  condition  prior  to  operation.  The  post-operative  care  is  quite  im- 
portant; not  so  much  the  diet,  for  there  is  naturally  a  decided  restriction 
of  food  after  operation,  but  alkaline  medication  both  by  mouth  and  per 
rectum  is  of  great  value. 

Dr.  Guttmax  said  that  these  cases  are  very  interesting.  He  then 
asked  if  Dr.  Freudenthal  had  made  the  diagnosis  of  diabetes  only  by 
the  aspect  of  the  condition,  or  whether  he  judged  by  the  sweetish  odor; 
and  told  of  a  case  of  acute  mastoiditis  in  which  he  himself  had  made 
a  diagnosis  of  diabetes,  based  on  the  associated  odor. 

Dr.  Guttman  said  that  he  also  had  unfortunate  results  in  operating  on 
these  cases.  In  one  instance  the  patient  was  the  mother  of  a  physician, 
and  took  the  ether  quite  well,  but  died  two  weeks  after  the  operation. 

In  regard  to  the  bleeding.  Dr.  Guttman  told  of  a  diabetic  patient  under 
observation  with  polyps  in  the  nose,  and  the  question  was  under  consid- 
eration as  to  whether  or  not  to  operate.  It  is  very  common  to  have 
bleeding  in  these  cases. 


I 
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De.  Ernst  Daxziger  asked  if  the  ulceration  in  the  pharynx  was  super- 
imix)sed  on  a  dry  purple  red  membrane. 

Dr.  ]\IacPhkksox.  referring  to  the  amount  of  sugar  in  diabetic  cases, 
said  that  the  sugar  in  the  blood  is  a  better  criterion  than  the  sugar  in 
the  urine.  The  patient  may  be  free  of  sugar  in  the  urine  and  yet  be  in  a 
bad  diabetic  condition,  which  can  only  be  demonstrated  by  examining 
the  blood. 

Dk.  Hiki)  told  of  a  very  peculiar  case.  The  patient  was  a  woman  with 
a  mastoid  which  had  been  neglected  for  several  months.  He  could  not 
recall  the  exact  percentage  of  sugar,  but  she  had  an  acetonuria  also.  He 
gave  her  some  morphin  and  injected  her  for  local  anesthesia  before  oper- 
ating on  the  mastoid.  She  became  very  much  excited;  ether  was  given, 
also  chloroform;  the  operation  was  performed,  and  the  patient  was 
returned  to  bed.     In  twenty-four  hours  no  trace  of  sugar  could  be  found. 

Dk.  Xoktox  L.  Wilsox  said  that  Dr.  Kurd's  case  might  be  like  one 
that  he  had  operated  upon  under  local  anesthesia,  and  after  the  operation 
could  not  find  any  sugar;  but  he  suspected  the  man  never  did  have 
sugar.  In  another  case  a  sinus  in  the  external  canal  leading  well  down 
into  the  tissues  had  existed  for  two  months.  The  man  was  sent  into  the 
hospital,  and  examination  showed  both  glycosuria  and  acetonuria.  It 
was  considered  unwise  to  operate  upon  him,  and  he  was  put  upon  anti- 
diabetic treatment,  and  the  whole  condition  cleared  up  promptly. 

Dr.  Freidexthal,  closing  the  discussion,  said  that  the  nasal  condition 
did  not  present  anything  especially  indicative  of  diabetes  .  The  patient 
had  a  dry  rhinitis  and  a  dry  pharyngitis;  and  anteriorly  there  was  an 
ulceration  such  as  is  seen  in  these  dry  conditions. 

Replying  to  Dr.  Oppenheimer,  he  said  that  the  post-operative  as  well 
as  the  ante-operative  treatment  is  very  important.  He  had  talked  the 
matter  over  with  an  internist,  and  gave  the  patient  one  dram  of  bicar- 
bonate of  soda  per  rectum  right  after  the  operation. 

The  point  brought  out  by  the  Chairman  (Dr.  ^lacPherson  I  was  very 
important,  too. 

Referring  to  the  case  cited  by  Dr.  Hurd,  Dr.  Freudenthal  said  that  he 
had  heard  of  such  cases  before.  There  was  a  possibility  that  through 
some  neoplasm  or  other  pathological  condition,  the  glucosuria  is  pro- 
duced. That  matter  is  now  being  studied.  Recently  a  surgeon  had  told 
him  of  a  case  of  appendicitis,  where  there  was  positively  sugar  present, 
as  determined  by  a  number  of  men,  but  the  sugar  disappeared  after 
the  removal  of  the  pus  infected  appendix.  Whether  a  neoplasm,  such 
as  the  myomata  in  the  case  just  reported,  or  the  abscess  in  the  ear, 
could  have  produced  the  sugar,  h.e  did  not  know,  but  such  things  have 
to  be  considered. 

Replying  to  Dr.  Guttman,  Dr.  Freudenthal  said  there  was  no  special 
odor.  He  made  the  diagnosis  of  diabetes  by  exclusion;  there  was  no 
syphilitic  condition,  or  anything  else. 

Dr.  Hvrd  said  that  the  woman  to  whose  case  he  had  referred  was  the 
patient  of  a  very  able  practitioner,  and  had  been  running  a  certain  per- 
centage of  sugar  for  a  long  time.  After  the  operation  the  sugar  per- 
centage dropped  right  down. 
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Stricture  of  the  Esophagus.  Suspension.  Dilation:  Sudden  Cessation 
of  Respiration.  Tracheotomy.  Pneumonia.  Subsequent  Death. 
Necropsy.     Findings;   Carcinoma  of  the  Esophagus.      Dr.   Antome  P. 

VOISLAWSKY. 

Mr.  F.  J.  S.,  age  37,  New  York  City,  was  referred  to  me  at  St.  Luke's 
Hospital  on  the  29th  of  January,  complaining  that  he  could  not  swallow 
his  food.  This  condition  had  been  coming  on  gradually  for  a  year  and 
during  the  last  two  months  he  had  very  great  difficulty  in  swallowing 
solids.  His  condition  kept  getting  worse  and  three  weeks  prior  to  admis- 
sion he  could  take  nothing  but  soft  solids  and  liquids  and,  for  the  last 
few  days,  had  been  taking  only  a  small  quantity  of  it  at  a  time.  At 
times  a  small  quantity  of  fluid  was  regurgitated.  Prior  to  ten  days  he 
had  no  pain  but  latterly  had  slight  pain  in  chest  at  intervals. 

It  seems  that  about  twelve  years  previous  he  had  had  his  throat  cut 
in  a  brawl  (his  family  thought  it  was  attempted  suicide).  He  had 
been  removed  to  Bellevue  Hospital,  the  wound  sutured  and  he  was  dis- 
charged 18  days  thereafter.  Following  the  injury  he  had  trouble  similar 
to  what  he  now  complains  of  and  for  one  month  after  he  left  the  institu- 
tion he  could  not  swallow  solids.  Following  the  injury  his  tongue  was 
very  much  foreshortened  and  would  turn  to  the  right  when  he  attempted 
to  put  it  out  of  his  mouth.  The  glands  under  the  tongue  were  slightly 
enlarged.  There  was  a  long  scar  about  the  level  of  the  thyroid  cartilage 
extending  in  a  horizontal  plane  about  two  inches  on  each  side  of  the 
median  line.  No  glands  in  neck  enlarged.  Lung  expansion  good  and 
equal,  no  dullness,  no  rales.     Wassermann  negative. 

His  was  a  most  difficult  case  to  examine  on  account  of  the  inability  to 
put  out  his  tongue.  Besides  a  paralysis  of  the  left  vocal  cord,  which 
was  compensated  by  the  right  meeting  it  past  the  median  line,  there  was 
evidently  a  stenosis  of  the  esophagus  and  this  diagnosis  was  made  at 
the  time. 

On  January  31st,  the  patient  was  suspended  by  the  Lynch  method, 
under  local  anesthesia.  Owing  to  the  condition  of  the  tongue,  small 
bougies  were  passed  into  the  esophagus  with  great  difficulty.  A  stenosis 
was  located  eight  inches  from  the  incisor  teeth.  The  bougies  passed 
were  sizes  1,  2  and  3  Fraass,  the  largest  equivalent  to  about  3-5  French. 
On  withdrawal  they  were  but  slightly  streaked  with  blood.  Patient  was 
put  to  bed  and  for  several  days  was  able  to  swallow  fluids  without  diffi- 
culty, but  soon  the  stenosis  returned  and  on  February  7th  I  asked  Dr. 
Nathan  W.  Green,  attending  surgeon,  to  try  and  further  dilate,  which 
he  did.  After  passing  several  bougies  he  succeeded  with  a  size  2a,  which 
passed  readily.  There  was  no  coughing  and  no  pain  experienced  during 
the  procedure.  Next  day.  February  8th,  at  8:3.5  p.  m.,  the  patient  sud- 
denly experienced  great  difficulty  in  breathing,  became  cyanotic  and  it 
became  necessary  for  Dr.  Gibby,  the  house  surgeon,  to  perform  immediate 
tracheotomy.  Patient  was  resusitated.  but  on  the  12th  of  February  he 
died  of  pneumonia. 

The  interesting  part  of  this  case  developed  at  the  post-mortem.  The 
findings  follow: 

Beginning  4  cm.  below  the  epiglottis  and  extending  down  upon  the 
mucosal   surface   7   cm.    is   a  tumor   mass,    granular   in    appearance,    pro- 
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truding  into  and  almost  occluding  the  esophageal  lumen.  The  growth 
infiltrates  and  extends  through  tlie  esophageal  wall  and  can  be  traced 
into  the  lower  pole  of  the  left  lobe  of  the  thyroid.  Upon  opening  the 
trachea  a  verrucous  growth  measuring  2x1.5  cm.  in  area,  is  found,  situ- 
ated in  the  posterior  wall  and  to  the  left  of  the  midline.  This  growth 
is  continuous  with  that  in  the  esophagus,  and  through  its  middle  point 
is  found  a  fistulous  opening  leading  into  and  perforating  the  esophageal 
tumor.  The  sinus  is  4.5  cm.  below  the  crico-thyroid  membrane,  through 
which  a  tracheotomy  wound  leads.  The  trachea  below  the  neoplasm  is 
congested,  the  mucosa  swollen  and  edematous,  and  covered  with  thick 
mucus. 

The  lymph  nodes  in  the  superior  mediastinum  are  not  enlarged.  Peri- 
bronchial nodes  are  enlarged  and  anthracotic,  and  one  node  situated  over 
the  right  bronchus  near  the  bifurcation  of  the  trachea  shows  grayish- 
white  nodular  areas  besides  the  anthracosis.  (Microscopical  examination 
shows  no  involvement  by  tumor.) 

Microscopical  Examination:  Sections  of  esophagus  through  the  tumor 
region  show  the  muscle  largely  replaced  by  a  neoplastic  growth  made 
up  of  small  alveolar  groups,  strands  and  large  sheets  of  cells  of  squamous 
epithelial  type,  supplied  with  a  well  formed  connective  tissue  stroma,  and 
forming  many  epithelial  pearls.  Only  remnants  of  muscle  tissue  show 
here  and  there  through  the  sections. 

Section  of  lymph  node  shows  that  it  is  not  involved. 

Diagnosis:     Epithelioma,  squamous  cell,  of  esophagus. 

Replying  to  inquiries  from  Dr.  Hunt  and  Dr.  Forbes  as  to  whether 
x-ray  pictures  had  been  made,  Dr.  Voislawsky  answered  in  the  affirmative; 
but  nothing  had  been  revealed  by  the  x-ray. 

Dr.  GuTTiiAx  said  that  there  was  no  doubt  of  the  diagnosis  in  this 
case;  the  only  question  was  whether  the  diagnosis  could  have  been  made 
in  vivo.  If  he  understood  correctly,  the  patient  had  tried  to  commit 
suicide  twelve  years  previously  and  had  not  had  any  trouble  with  regard 
to  swallowing  for  twelve  years  after  the  healing.  It  seems  hard  to  con- 
nect the  later  difficulty  in  swallowing  without  any  apparent  cause  with 
the  earlier  attempt  at  suicide.  Possibly  if  the  case  had  been  examined  in 
a  different  way  it  might  have  been  diagnosed.     In  a  case  seen  a  year 

and  a  half  ago,  where  a  examination  was  made,  the  esopha- 

goscope  and  x-ray,  the  diagnosis  of  carcinoma  was  made  in  vivo.  It 
was  in  connection  with  the  trachea.  The  treatment  had  about  the  same 
result  as  in  Dr.  Voislawsky's  case,  but  there  was  some  satisfaction  in 
making-  the  diagnosis  in  the  beginning.  In  sounding  with  the  probe,  more 
care  should  have  been  used;  for  if  bougies  are  used  without  sufficient  care 
they  may  cause  perforation,  mediastinitis  and  pneumonia.  That  may  not 
have  been  the  case  in  this  instance,  but  it  was  open  to  suspicion. 

Dr.  Forbes  said  that  as  he  understood  Dr.  Voislawsky,  the  work  had 
been  done  blindly  in  the  esophagus  aside  from  the  view  obtained  by 
the  use  of  the  suspension  apparatus,  which,  of  course,  only  exposed  the 
hypo-pharynx. 

Dr.  Voislawsky  inquired  what  Dr.  Forbes  meant  by  blindly. 

Dr.  Forbes  replied:  "Without  observing  the  rule  laid  down  by  Dr.  Chev- 
alier Jackson  that  one  should  not  go  into  the  esophagus  without  seeing 
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the  picture  before  him.  In  other  words,  with  the  use  of  the  electrically 
illuminated  tubes." 

Dr.  Voislawsky  said  that  he  had  called  attention  to  the  fact  that  the 
man  was  37  years  old,  an  age  when  one  is  not  looking  for  carcinoma. 
In  the  second  place,  he  had  pointed  out  three  times  that  the  man's 
tongue  was  foreshortened  as  the  result  of  his  having  tried  to  commit 
suicide,  and  that  it  was  therefore  almost  impossible  to  examine  his  larynx 
with  a  mirror,  as  it  was  impossible  to  pull  out  the  tongue,  and  almost 
impossible  to  depress  it.  Given  a  patient  of  that  kind  under  suspension, 
the  difficulties  could  be  easily  imagined.  It  might  be  taken  for  granted 
that  in  St.  Luke's  Hospital  such  a  patient  would  be  examined  with  the 
x-ray.  All  of  these  precautions  were  carefully  observed  on  the  date  of 
admission,  and  the  suspension  was  made  two  or  three   days  later. 

Dr.  Voislawsky  said  that  he  had  taken  up  the  time  required  for  pre- 
senting this  case,  first,  because  the  patient  was  only  37  years  of  age,  and 
carcinoma  at  the  site  of  the  wound  occurred  twelve  years  following 
an  attempted  suicide.  Mutilation  of  the  trachea  and  the  tongue  and 
paralysis  of  the  cord  in  all  probability  happened  at  the  time  of  the 
attempt  at  suicide.  Anyone  who  had  ever  dealt  with  a  malformation 
of  that  kind  would  readily  understand  the  difficulties  presented. 

Salivary  Calculus:    Report  of  a  Case.  Dr.  William  W.  Carter. 

(To  be  published  in  a  subsequent  issue  of  The  L.ujyxgoscope. ) 

Presentation  of  the  Voltolini  Transilluminator,  etc.      Dr.  Wolff  Freudex- 

TilAL. 

Dr.  FREroENTHAL  said  that  he  thought  it  might  interest  the  members 
to  see  the  original  apparatus  and  instruments  used  by  Voltolini  in  the 
transillumination  of  the  larynx,  which  had  been  sent  to  him  personally 
by  Voltolini  before  he  died.  First,  there  was  an  electric  lamp  and  a 
little  glass  tube  to  be  filled  with  water,  which  served  two  purposes: 
first,  to  prevent  the  skin  from  being  burned  by  the  electric  light,  and, 
second,  to  act  as  a  bi-convex  lens  for  the  concentration  of  the  rays  of 
light. 

Dr.  Freudenthal  then  showed  blue  glass  tubes  for  experiments  with  the 
actinic  rays,  and  remarked  that  it  was  unwise  to  abondon  the  use  of 
the  actinic  rays  entirely  for  they  do  good  in  certain  cases.  He  also 
presented  the  first  apparatus  for  the  transillumination  of  the  antrum, 
and  Voltolini's  apparatus  for  the  transillumination  of  the  posterior  nares. 
The  last  one  gets  hot  easily  and  had  to  have  cold  water  run  through. 
That  is  not  necessary  now,  but  it  is  of  historic  interest.  Dr.  Freudenthal 
said  that  he  had  demonstrated  the  transillumination  of  the  antrum  many 
years  ago  and  said  at  the  time  that  it  was  an  important  aid,  but  could 
not  be  relied  upon  in  every  case.  Voltolini  himself,  when  experimenting 
with  it,  did  not  know  the  difference  between  an  empyema  of  the  antrum 
and  a  cyst.     Now  we  can  make  that  diagnosis  very  easily. 

Dr.  Imper.\tori  asked  if  the  Voltolini  illuminator  illumined  the  larynx 
as  well  as  the  method  shown  by  Dr.  Hurd  at  the  last  meeting. 

Dr.  Freudenthal  said  that  it  seemed  to  him  to  be  about  the  same 
thing.  It  illuminates  the  entire  region,  and  presents  a  very  beautiful 
picture. 
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Someone  asked  what  the  transillumination  of  the  larynx  was  used  for. 

Dh.  FitKiDK.NTH.VL  replied  that  it  could  be  used  to  estimate  the  vertical 
diameter  of  the  vocal  cords,  and  it  might  be  of  value  when  the  question 
of  malignancy  arises.  There  have  been  some  cases  where  diagnoses  have 
been  made  in  the  early  stage.  He  himself  had  made  a  diag- 
nosis of  malignancy  in  a  circinoma  of  the  trachea,  simply  by  the  dark 
shadow  that  was  thrown;  but  these  cases  are  very  rare,  and  he  seldom 
employs  the  method  now;  but  it  ought  to  be  employed  more  frequently. 
Particulars  will  appear  in  a  special  article  to  be  published  soon. 

A    New    Instrument    and    Technique    for    the    Enucleation    of    the    Tonsil. 
Dit.  .J.MOB  Bit.viN    (by  invitation). 

(Published   in   the  July,   1917.   issue  of  Tin;   L.vkyngoscope.) 
Dk.  Si:y-M(>ik  Oi'fKiiKi.MKij  said  that  he  had  recently  had  the  opportunity 
of  seeing  a  new  tonsillotome  devised  by  Dr.  .Tacob  Braun,  of  the  Children's 
Clinic  of  the  Department  of  Health,  and  would   like  to  bespeak  for  him 
the  opportunity  of  presenting  his  instrument. 

UISCLSSIO.X. 

Dk.  Sky.molk  Oppk.miki.mkk  said  that  he  had  seen  Dr.  Braun  tise  these 
instruments,  and  that  they  had  impressed  him  as  being  mechanically  hard 
to  employ,  although  that  might  be  an  unjust  impression,  for  one  could 
develop  a  technique  with  these  instruments  just  as  with  other  types  of 
procedure.  We  have  all  gone  through  a  variety  of  operations,  discarding 
one  and  then  adopting  another.  He  would  hardly  like  to  discard  his 
present  procedure  for  this  method,  although  he  might  do  so  later.  Dr. 
Braim  had  impressed  him  by  his  deftness  in  using  these  instruments  and 
one  could  readily  see  the  advantage  of  having  the  operative  field  so 
thoroughly  dry,  while  first  one  tonsil  and  then  the  other  is  removed. 
The  bed  from  W'hich  the  tonsils  were  removed  was  perfectly  clean  and 
smooth,  and  the  operation  was  followed  by  much  less  hemorrhage  than 
in  another  case  which  he  performed  subsequently  in  order  to  demonstrate 
to  Dr.  Braun  his  own  i)rocedure.  The  instrimient  certainly  has  some 
very  pretty  points,  but  whether  it  will  be  generally  adopted  is  a  question. 

Dr.  D.vnzioi:u  said  that  he  had  had  an  opportunity  only  the  day  before 
to  use  the  instrument.  He  tried  it  under  the  direction  of  Dr.  Braun  and 
was  thunderstruck  with  its  possibilities.  Naturally,  when  one  uses  it  the 
first  time  it  is  difficult  to  get  all  the  tonsil  at  the  first  attempt,  but  the 
ease  and  efficiency  of  the  method  are  surprising.  If  you  want  to  prevent 
aspiration  you  may  use  an  aspirator,  but  there  is  no  bleeding.  Further- 
more the  pillars  are  left  absolutely  smooth.  The  technique  is  not  difficult, 
and  he  had  been  very  much  impressed  with  the  instrument. 

Dk.  Noktox  L.  Wilsox  asked  why  there  is  less  bleeding  from  this  than 
from  any  other  snare  operation.  Is  it  because  Dr.  Braun  first  crushes  the 
tissue  with  the  blade  of  the  tonsillotome? 

Dr.  D.\Nzir;i:i:  said  that  Dr.  Braun  does  not  crush  it — he  merely  squeezes 
it.     There  was  no  crushing. 

Dr.  H.\rjio.v  SiiiTH  said  that  the  method  employed  involves  the  same 
principle  used  by  Sir  St.  Clair  Thomson,  only  Dr.  Braun  had  combined 
the  process.  It  would  seem  to  necessitate  considerable  employment  to 
acquire   the   technique,   as   the   instrument   was   complicated.      It   has    its 
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virtues,  but  in  a  large  clinic,  where  fifteen  or  twenty  cases  are  to  be 
operated  on  in  an  afternoon,  it  was  to  be  feared  that  this  method  would 
be  too  slow.  The  Sluder  method  has  little  trauma  and  the  bleeding  is 
slight,  and  this  method  seems  to  offer  very  little  advantage  over  Binder's. 

As  to  the  claim  that  there  would  be  less  trauma  than  with  a  dull 
snare,  Dr.  Smith  said  he  could  not  appreciate  the  difference,  that  any 
dull  dissection  would  cause  more  trauma  than  a  sharp  dissection.  The 
finger  enucleation  gives  less  bleeding  taut  heals  less  readily  and  there  is 
more  after-pain  and  more  sloughing,  and  as  one  departs  from  this  extreme 
of  dull  dissection,  just  so  much  is  the  trauma  lessened  and  the  hemor- 
rhage increased. 

Dr.  Braux,  in  closing  the  discussion,  said  that  the  advantages  could  be 
fully  appreciated  only  by  using  the  instrument.  Anyone  familiar  with  the 
Sluder  technique  could  readily  use  this  one  properly.  There  is  no  difficult 
technique  to  be  learned,  as  one  can  employe  the  instrument  easily  with 
the  first  case.  Furthermore,  all  the  operations  in  the  throat  should  be 
done  by  the  sense  of  vision  rather  than  that  of  touch.  With  the  Sluder 
technique,  the  finger  is  used  in  the  engagement  of  the  tonsil  in  the  great 
majority  of  instances.  With  the  technique  described,  it  is  not  necessary 
to  use  the  finger;  everything  can  be  determined  by  sight,  and  one  can 
:accurately  see  the  line  of  cleavage.  The  lessened  amount  of  hemorrhage 
Is  due  to  the  fact  that  no  sharp  instruments  are  used,  so  that  the  blood 
vessels  are  crushed  and  not  cut.  The  tonsil  is  pulled  out  of  its  bed  and 
snared  just  in  the  line  of  cleavage,  and  the  capsule  is  split.  All  that  is 
crushed  through  is  the  mucous  membrane  and  a  very  thin  layer  of  con- 
nective tissue  which  serves  to  attach  the  tonsil  to  the  intra-pharyngeal 
aponeurosis. 

Dr.  Braun  said  he  made  no  point  as  to  the  length  of  time  required  for 
the  operation;  that  if  one  could  do  a  case  in  five  minutes,  not  including 
the  anesthesia,  it  could  not  be  called  a  prolonged  operation.  Xo  case 
requires  over  five  minutes,  including  removal  of  adenoids.  The  time  of 
operation  will  decrease  with  increasing  familiarity  with  the  technique,  so 
that  the  operation  may  be  performed  in  three  minutes  or  less. 


Spasmodic  Asthma.  R.  H.  Babcock,  Jour.  A.  M.  A.,  Feb.  10, 
1917. 
Babcock  believes  that  the  disease  is  a  sensitization  due  to  pro- 
tein absorption  from  some  focus  and  in  treatment  all  sources  of 
such  absorption  must  be  eliminated  if  results  are  to  be  expected. 
The  commonest  site  of  foci  is  in  the  naso-pharyngeal  region  or  the 
nasal  accessory  sinuses,  though  the  tonsils  mav  be  the  chief  site. 

Ed. 
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ORIGINAL     COMMUNICATIONS 

(Original  Communications  are  received  with  the  understandingX 
that   they   are  contributed  exclusively  to  The  Laryngoscope./ 


THE  SOCIETY  OF  PROGRESSIVE  ORAL  ADVOCATES: 
ITS  ORIGIN   AND  PURPOSE. 

Dr.  Max  .\.  (iOLD.stf.ix,  St.  Louis 

Some  months  before  the  Hartford  Convention  of  American  In- 
structors of  the  Deaf  I  received  an  invitation  from  the  Program 
Committee  to  present  an  address  before  the  oral  section.  I  accepted 
this  invitation  conditional  on  my  ability  to  attend  the  meeting. 

I  was  surprised  and  somewhat  embarrassed  at  the  subsequent  cor- 
respondence pertaining  to  this  invitation,  in  which  the  official  request 
for  this  address  was  politely  withdrawn. 

I  am  not  unfamiliar  with  the  internal  politics  of  a  national  con- 
vention of  educators,  medical  men,  and  other  professions,  and  this 
]iarticular  instance  offered  no  especial  difference  in  diagnosis. 

I  recognized  the  machinery  that  was  responsible  for  the  recall  of 
this  invitation :  parts  of  the  mechanism  had  been  too  freely  oiled, 
other  parts  had  become  rusty,  still  others  were  evidently  misfits — all 
working  to  cross-purposes  and  hardly  conducive  to  a  smooth-running 
mechanism.  Such  was  my  personal  introduction  this  season  to  the 
Convention  of  American  Instructors  of  the  Deaf. 

In  attempting  to  analyze  the  complexion  and  character  of  this 
organization,  I  find  a  number  of  conflicting  elements  that  oft'er 
sufficient  reason  for  the  lack  of  effectiveness  in  such  an  important 
national  liody.  There  seem  to  be  several  distinctly  opposing  factions ; 
one,  the  advocates  of  pure  oralism  ;  another,  adherents  to  the  manual 
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and  sign  methods ;  the  third  faction  in  this  organization  is  known  as 
the  followers  of  the  "combined  system." 

One  of  the  inelegant  figures  of  speech  that  has  received  but  little 
recognition  in  rhetorical  classification  is  "word  juggling."  The  best 
example  that  I  can  find  of  "word  juggling"  in  the  field  of  education 
of  the  deaf  is  "combined  system."  The  very  expression  of  this 
phrase  rings  inconsistent.  I  would  define  it  as  an  educational  com- 
promise, a  political  subterfuge,  and  a  personal  injustice  to  pupil, 
teacher,  and  institution. 

The  education  of  the  deaf  is  subject  to  evolution  and  progress 
like  all  other  educational  measures.  The  past  quarter  of  a  century 
has  witnessed  the  development  of  pure  oralism  as  an  individual 
system  of  instruction  of  the  deaf.  It  has  met  with  tremendous 
handicaps  in  its  upbuilding,  especially  at  the  hands  of  the  advocates 
of  the  manual  and  sign  methods ;  strange  to  say,  this  opposition  has 
been  most  intense  here  in  America,  where  progress  in  every  phase 
of  human  development  seems  to  have  been  given  its  greatest  impetus. 
Historically  it  would  be  interesting  to  trace  the  origin  of  these  an- 
tagonistic influences,  but  such  is  not  the  purpose  of  this  message. 

I  regret  that  the  conflicting  influences  of  the  executive  manage- 
ment of  the  Hartford  Convention  placed  me  in  so  embarrassing  a 
position  that  I  could  not  feel  free  to  attend  this  meeting.  There 
was  so  much  for  me  to  learn  there,  and  I  regret  that  any  man  or 
committee  should  be  empowered  to  place  an  embargo  on  knowledge. 
It  also  would  have  offered  an  interesting  opportunity  for  psycholog- 
ical study.  I  would  have  been  glad  to  meet  the  leaders  of  the 
various  factions  that  compose  this  national  organization  and  to 
analyze  the  motives  that  actuate  them  in  presenting  and  maintaining 
their  various  viewpoints.  It  would  offer  much  food  for  thought  and 
also  food  for  tangible  and  concrete  expression  to  see  men  and  women 
who  represent  a  great  and  noble  cause  working  at  loggerheads  in 
maintaining  their  political  and  pedagogical  strength,  revealing  per- 
sonal jealousies,  and  at  times  losing  sight  almost  entirely  of  the 
splendid  cause  which  they  represent — help  for  the  deaf  child. 

My  investigation  of  the  antagonistic  relations  that  have  existed  be- 
tween the  signers  and  oralists  for  many  years  lead  to  but  one  pain- 
ful conclusion,  namely,  that  there  is  no  better  understanding  to-day 
than  there  was  ten  years  ago.  How,  then,  does  such  a  national  con- 
vention promote  the  zvelfare  of  the  deaf  child  if  the  influential  fac- 
tors responsible  for  his  education  continue  in  an  agreement  to  dis- 
agree f 
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True,  there  is  the  enthusiast  and  advocate  of  the  "combined  sys- 
tem ;"  he,  too,  must  have  his  day.  To  me  the  "combined  system," 
which  represents  a  compromise  between  the  signer  and  the  orahst,  is 
in  its  net  resuks  very  much  hke  the  problem  of  adding  apples  and 
pears  to  get  peaches.  It  is  a  practical  impossibilit}'  if  efficiency  of 
either  system  is  its  goal. 

One  of  the  most  important  reasons  for  the  creation  of  the  "com- 
bined system"  is  the  politics  of  the  State  school  coupled  with  the 
demands  of  educational  progress.  There  are  many  superintendents 
of  State  schools  and  many  of  their  teachers  who  have  not  investi- 
gated or  admitted  with  an  unbiased  mind  the  tremendous  possibilities 
of  the  exclusive  oral  training. 

Even  if  the  State  superintendent  were  inclined  to  develop  pure 
oralism  in  his  institution,  the  politics  of  his  school  and  of  the  board 
of  control  in  that  State  would  force  his  hand  in  the  appointment  of 
some  of  his  teachers,  many  of  whom  hold  positions  by  virtue  of 
political  preferment  rather  than  for  their  actual  ability  to  teach  a 
deaf  child  efficiently. 

The  "combined  system,"  therefore,  provides  the  necessary  political 
loop-hole  for  the  reappointment  of  sign  teachers  and  the  introduction 
of  some  few  oral  teachers,  to  satisfy  the  protests  of  progressives, 
reformers,  and  other  foreign  bodies  injected  into  the  mechanism  of 
the  otherwise  smooth-running  politico-educational  machine. 

What,  then,  does  a  convention  of  instructors  of  the  deaf,  composed 
of  these  heterogenous  forces,  actually  accomplish?  I  have  scanned 
the  reports  for  a  number  of  years  of  these  conventions  and  from  my 
humble  viewpoint  the  net  results  are  hardly  in  proportion  to  the 
amount  of  energ}-  expended.  There  are  men  and  women  in  these 
conventions  whose  influence  could  be  made  a  powerful  factor  for  the 
advancement  of  this  noble  cause.  There  are  papers  presented  and 
ideas  suggested  which,  if  given  a  fair  consideration  and  actual  ap- 
plication, might  do  much  toward  improving  this  special  educational 
work.  It  is  deplorable,  therefore,  that  in  the  face  of  such  splendid 
possibilities  so  little  that  is  tangible  and  practically  applicable  is 
actually  accomplished. 

I  contend,  therefore,  that  a  national  organization  of  educators 
must  have  not  only  a  definite  purpose  and  an  ideal  toward  which 
every  individual  member  of  such  organization  is  striving,  but  must 
also  develop  an  amicable  cooperation  of  all  of  its  factors  and  forces 
and  bring  the  combined  efforts,  brains,  energies,  and  influences  to  a 
noble  focus. 
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What  is  true  of  the  Convention  of  American  Instructors  of  the 
Deaf  to  a  great  degree  has  also  been  demonstrated  in  a  lesser  meas- 
ure in  the  younger  national  body,  created  by  the  oral  workers — the 
American  Association  to  Promote  the  Teaching  of  Speech  to  the 
Deaf. 

As  pure  oralism  gained  larger  recognition  the  far-sighted  and  in- 
tiuential  educators  of  the  older  organization  evidently  sense  the  ob- 
servation that  I  have  just  made,  namely,  that  the  cause  of  pure  oral- 
ism could  be  more  effective  in  an  independent  organization,  and  this 
evidently  was  responsible  for  the  creation  of  the  latter  body. 

In  a  conversation  a  few  weeks  ago  with  three  or  four  of  our  best- 
known,  experienced  teachers,  I  casually  asked,  "Who  is  the  executive 
officer  of  the  American  Association  to  Promote  Teaching  of  Speech 
to  the  Deaf,  and  when  and  where  is  the  next  meeting  to  be  held?" 
To  my  surprise,  I  could  get  no  answer  from  any  of  them,  and  was 
referred  to  the  advertisement  of  this  organization  in  The  Volta 
Reviezv.  To  the  present  date  I  have  not  been  able  to  ascertain  when 
and  where  the  next  meeting  of  this  Association  takes  place. 

( )ne  of  the  cognosceti  who  is  thoroughly  familiar  with  the  inside 
history  and  workings  of  this  organization  writes :  "I  regret  to  advise 
you  that  the  date  for  the  next  meeting  of  the  American  Association 
to  Promote  the  Teaching  of  Speech  to  the  Deaf  is  still  indefinite.  It 
is  reported  that  a  meeting  may  be  held  in  1918  if  500  new  members 
among  the  teachers  of  the  deaf  are  secured.  This  will  help  insure 
the  necessary  operating  expenses.  Even  the  assurance  of  the  ex- 
penses of  the  meeting  may  not  be  all  sufficient  to  secure  this  meeting, 
as  several  factions  have  developed  under  the  leadership  of  intluential 
men.  One  faction  declares  that  the  meeting  will  take  place  soon : 
another  feels  that  there  is  no  necessity  for  such  meeting  at  the  present 
time." 

What  a  pathetic  state  for  this  Association  to  be  in !  There  are  im- 
portant problems,  many  awaiting  solution  at  the  hands  of  these  ex- 
perienced teachers  and  authorities.  The  convention  and  cooperation 
of  these  interests  again  depends  on  the  adjustment  of  political  and 
personal  differences  between  a  small  number  of  the  leaders. 

Since  the  organization  of  the  Central  Institute  for  the  Deaf  three 
years  ago  and  the  practical  association  between  the  experienced 
teachers  of  the  deaf  and  the  ear  specialist  the  importance  of  a  con- 
stant and  closer  cooperation  of  these  two  forces  has  become  keenly 
apparent.  The  success  of  this  institution  and  the  development  of 
such  new  phases  in  the  work  as  we  have  already  been  able  to  intro- 
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duce  has  Ijeen  the  result  of  frequent  conferences  between  the  teachers 
and  myself  and  the  maintenance  of  one  ever-present  and  vital  factor 
— cooperation. 

Cooperation  is  the  keynote  of  success  in  every  enterprise,  insti- 
tution, convention,  or  other  body  where  various  forces,  talents,  and 
influences  are  present. 

A  valuable  adjunct  to  the  smooth-running  character  of  any  ma- 
chinery driven  by  brains  and  man  is  democracy.  Cooperation  and 
democracy  is  a  combination  that  always  spells  success.  It  is  the 
absence  of  cooperation  and  democracy  that  has  hampered  the  prog- 
ress of  the  Convention  of  American  Instructors  of  the  Deaf,  and 
this  also  threatens  the  vitality  of  the  American  Association  to  Pro- 
mote the  Teaching  of  Speech  to  the  Deaf. 

Based  on  the  principles  of  cooperation  and  democracy,  we  have 
dared  to  organize  another  society,  with  the  hope  that  these  principles 
may  be  definitely  maintained  as  the  foundation  stones  of  this  new 
structure. 

At  a  meeting  of  teachers,  alumni,  and  post-graduates  of  the  Cen- 
tral Institute  for  the  Deaf,  this  new  society  was  created  in  July,  1917, 
in  St.  Louis.  Its  name  :  The  Society  of  Progressive  Oral  Advocates. 
Its  purpose :  to  advance  educational  measures  of  interest  to  the  deaf 
along  purely  oral  principles.  Its  membership :  open  to  everyone 
interested  in  the  oral  education  of  the  deaf. 

The  Executive  Committee  of  this  new  society  announces  the  fol- 
lowing program : 

1.  The  first  annual  meeting  of  the  Society  of  Progressive  Oral 
Advocates  will  take  place  in  St.  Louis  in  July,  1918. 

2.  An  interesting  program  of  papers  and  demonstrations  has 
already  been  promised. 

3.  A  comprehensive  survey  of  teaching  methods,  number  of  pupils 
per  teacher,  qualification  of  teachers,  equipment,  proportion  of  pupils 
taught  orally  and  by  signs,  complexion  of  the  governing  boards, 
methods  of  appointment  of  such  boards — in  short,  a  survey  of  as 
much  detailed  information  as  can  be  acquired  of  the  operation  and 
maintenance  of  every  State  school  for  the  deaf  and  of  all  departments 
for  the  education  of  the  deaf  in  the  public  schools  of  the  larger 
cities — will  be  presented  for  consideration  and  discussion. 

4.  Following  the  discussion  of  this  survey  a  resolution  Avill  be 
introduced  which  has  for  its  purpose  a  standardization  of  schools 
for  the  deaf  similar  to  the  one  that  became  effective  a  few  years  ago 
through  the  influence  and  agencv  of  the  Rockefeller  Institute,  in 
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creating  a  standard  of  efficiency  for  medical  colleges  and  the  medical 
departments  of  teaching  universities. 

The  organizers  of  this  new  society  feel  that  there  is  much  to  be 
done  in  this  important  field  of  special  education,  and  that  the  suc- 
cess of  such  v^'ork  depends  absolutely  on  cooperation  and  democracy. 

This  society  will  draw  additional  strength  for  support  in  the 
cooperation  of  a  number  of  prominent  ear  specialists  in  various 
medical  centers  of  this  country. 

The  several  national  associations  of  ear,  nose  and  throat  specialists 
have  already  demonstrated  their  interest  in  the  education  of  the  deaf 
in  the  past  few  years.  Important  symposia  have  been  held  at  the 
annual  meetings  of  these  societies  in  which  prominent  educators  of 
the  deaf  and  ear  specialists  participated  in  the  program. 

1  cite  the  National  Otological  Congress  in  Boston  in  1912 ;  the 
American  L,arngological,  Rhinological  and  Otological  Association 
in  Washington  in  1914;  the  American  Academy  of  Ophthalmology 
and  Oto-Laryngology  in  Chicago  in  1916 ;  the  American  Otological 
Society  in  Washington  in  1916,  and  the  American  Academy  of  Oph- 
thalmology and  Oto-Lar}mgology  in  Memphis  in  1917. 

At  all  of  tliese  meetings  practical  demonstrations  of  the  work  done 
in  the  education  of  the  deaf  child  were  presented  and  a  liberal  discus- 
sion participated  in  by  the  ear  specialists  and  teachers  present.  We 
hope  to  effect  an  even  closer  cooperation  between  these  active  forces, 
and  the  call  of  the  first  annual  meeting  of  the  Society  of  Progressive 
Oral  Advocates  must  tell  its  own  story. 

Everyone  interested  in  the  progressive  oral  education  of  the  deaf 
child  is  eligible  to  membership  in  this  society  and  is  hereby  invited 
to  join.  Membership  dues  are  one  dollar  per  year,  and  the  secretary 
is  Miss  Augusta  Roeder,  Central  Institute  for  the  Deaf,  818  S.  Kings 
Highway,  St.  Louis.  A  copy  of  the  constitution  and  by-laws  will  be 
furnished  each  applicant  for  membership. 

3858  \\'estminster  Place. 


TWO  HUNDRED  CONSECUTIVE  TONSILLECTOMIES    UNDER 
LOCAL  ANESTHESIA. 

Dr.  Oscar  Wilkixsox,  Washington.  D.  C. 

The  subject  of  tonsillectomy  is  an  exceedingly  interesting  one, 
both  to  the  general  practitioner  and  the  specialist.  This  is  particu- 
larly true  at  the  present  time  on  account  of  the  role  that  the  infected 
tonsil  plays  in  obscure  general  infections.  The  method  of  operation 
does  not  necessarily  interest  a  general  practitioner  except  insofar  as 
it  concerns  the  patient : — that  is,  facilitates  his  recovery  and  assures 
the  best  end  result.  The  method  of  operation,  however,  is  of  great- 
est interest  to  the  operator,  both  from  his  standpoint  as  to  ease  of 
execution  and  time  saved  in  the  work,  as  w^ell  as  the  interest  of  the 
patient  during  the  operation,  the  recovery  period,  and  last  but  not 
least,  the  final  result. 

Preparation  of  patient.  In  doing  these  operations  the  patients 
have  had  the  following  preparation  :  A  laxative  is  ordered  two  days 
[irior  to  the  operation.  It  is  our  custom  to  give  an  aloin  belladonna 
and  strychnine  pill  or  a  saline  laxative.  The  throat  should  be  free 
of  inflammation.  The  use  of  fifteen  per  cent  alcoholic  solution  as  a 
gargle  is  one  of  the  best  throat  cleansing  washes  and  is  particularly 
advisable  prior  to  these  operations.  I  invariably  operate  in  the 
morning  as  early  as  eight  o'clock  and  the  patient  is  given  either  no 
food  at  all  or  simply  permitted  to  have  a  cup  of  coffee  or  some 
light  liquid  diet.  Just  before  the  operation  the  patient  is  given  a 
hypodermic  of  one-half  grain  codeine  sulphate  with,  in  certain  cases, 
one  two-hundredth  grain  of  atropine  sulphate. 

TJie  anesthetic.  I  use  tirst,  locally,  a  six  per  cent  solution  of 
cocaine  painted  over  each  tonsil  and  into  the  tonsil  crypts  and  then 
over  the  soft  palate  and  pharynx.  In  sensitive  subjects  this  latter 
prevents  the  tendency  to  gag  which  would  interfere  with  the  injec- 
tion of  the  subsequent  solution.  I  use  as  an  injection  a  one  per  cent 
solution  of  alypin,  or  novocain  or  a  one-tenth  per  cent  cocaine  so- 
lution, to  which  from  five  to  eight  drops  of  adrenalin  have  been 
added.  Alypin  and  novocain  are  preferable  to  cocaine.  About  one- 
half  cubic  centimeter  of  the  solution  selected  is  injected  into  the 
anterior  superior  surface  of  the  tonsil  proper,  when  it  is  possible  to 
get  the  solution  to  remain  in  the  tissue.  In  friable  tonsils,  often  the 
solution  will  not  stay  in  the  tonsil  tissues.  Unless  the  tonsil  is 
bleached  from  the  effects  of  the  medicine  you  do  not  get  anesthesia. 
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The  next  step  of  anesthesia  is  to  place  two  or  three  drops  just  under- 
neath the  mucous  membrane  at  the  pHca  supratonsillaris.  After 
this  two  or  three  drops  should  be  placed  under  the  mucous  mem- 
brane in  the  middle  posterior  surface  of  the  tonsil.  A  similar 
amount  should  then  be  placed  at  the  middle  anterior  surface  of  the. 
tonsil  just  under  the  mucous  membrane,  and  a  few  drops  should 
then  be  placed  underneath  the  mucous  membrane  at  the  base  of  the 
tonsil.  We  next  take  a  tonsil  forceps  and  grasp  the  tonsil  near  its 
center  and  draw  it  forwards  and  inwards,  thus  showing  the  outline 
of  the  tonsil  in  its  capsule.  The  needle  is  now  passed  through  or 
beyond  the  superior  portion  of  the  tonsil  back  of  the  capsule  and 
about  ten  drops  are  injected.  Next,  about  the  same  amount  is  in- 
jected behind  the  tonsil  at  about  its  center  and  then  back  of  the 
tonsil  near  its  base.  The  same  procedure  is  now  carried  out  for 
anesthetizing  the  opposite  tonsil.  By  the  time  the  second  tonsil  has 
been  injected  the  first  one  is  ready  for  the  operation.  The  entire 
amount  of  the  solution  used  is  generally  from  two  to  three  drams. 
Technique  of  t/ie  operation.  The  patient  should  be  in  a  sitting 
posture,  usually  in  a  straight  back  chair  with  his  head  steadied  by 
an  assistant,  who  also  holds  down  the  tongue  with  the  tongue  de- 
pressor. In  all  cases,  liowever,  this  is  not  necessary.  The  tonsil 
is  grasped  by  a  tonsil  forceps.  (I  have  found  these,  which  I  had 
made  a  number  of  years  ago,  very  satisfactory.)  The  tonsil  being 
grasped  near  its  superior  free  border  and  drawn  forwards  and  in- 
wards, an  incision  is  made  through  the  mucous  membrane  only, 
along  the  superior,  anterior  and  posterior  borders  of  the  tonsil,  with 
a  sharp  knife  with  a  double  edge,  slightly  curved  on  the  flat.  This 
incision  should  never  go  through  the  capsule  of  the  tonsil  and  it 
should  be  made  as  far  forward  and  as  near  the  tonsil  tissue  as  pos- 
sible. By  doing  this,  the  least  possible  sacrifice  of  tissue  is  secured, 
which  is  particularly  to  be  desired;  first,  on  account  of  less  trau- 
matism ;  second,  on  account  of  more  rapid  healing,  and  third,  on 
account  of  less  ultimate  disfigurement.  A  second  forceps  is  now 
used  to  grasp  the  superior  portion  of  the  tonsil  at  the  margin  of  this 
incision.  A  dull  knife  is  used  simply  to  push  back  the  mucous  mem- 
brane until  a  more  firm  hold  can  be  secured  on  the  superior  portion 
of  the  tonsil  with  its  capsule.  When  this  has  been  secured,  the  dull 
knife  can  be  used  simply  to  push  the  tissue  away  from  the  capsule, 
not  by  cutting  strokes  but  simply  by  scraping  back,  as  it  were,  the 
tissues,  always  bringing  the  force  of  this  effort  against  the  capsule. 
It  is  surprising  to  see  how  much  soft  tissue  can  be  carelessly  torn 
away  from  the  loose  cellular  tissue  posterior  to  the  tonsil  capsule. 
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In  this  part  of  the  operation  the  object  is  simply  to  hug  the  capsule 
tightly  so  that  when  the  operation  is  completed  you  have  a  smooth 
cavity  w^hich,  from  appearances,  has  a  capsule  lining  the  cavity  from 
which  the  tonsil  has  been  removed.  In  other  words,  one  is  almost 
persuaded  that,  in  cases  in  which  this  has  been  properly  done,  there 
has  been  an  intra-capsular  operation.  The  tonsil  is  gradually  pushed 
down  on  all  sides  until  it  is  hanging  loose  in  the  throat,  being  de- 
tached from  the  anterior  and  posterior  pillars  with  accuracy  and 
precision,  securing  absolutely  nothing  with  the  tonsil  itself  except 
the  tonsil  in  its  capsule  and  the  mucous  membrane  covering  the 
anterior  surface  of  the  tonsil.  When  the  tonsil  lies  loose  in  this 
position  a  snare  with  a  small  loop  of  No.  8  piano  wire  is  made  to 
encircle  and  cut  oft  the  lower  portion  of  the  tonsil  and  thus  the 
operation  is  completed.  The  bleeding  being  controlled  by  pressure, 
hemostat  or  ligature,  the  other  tonsil  is  now  removed  in  the  same 
manner.  When  both  tonsils  have  been  removed  and  the  hemorrhage 
stopped,  the  cavities  are  painted  with  phenol  and  iodine  solution,  then 
compound  tincture  of  benzoine  and  the  patient  sent  to  bed. 

After-care  of  the  patient.  The  patient  is  instructed  not  to  attempt 
to  clear  the  throat  more  than  is  absolutely  necessary-  to  prevent 
swallowing  of  blood.  Those  who  complain  of  pain  are  given  an  ice 
pack  around  the  neck,  and  some  demand  another  injection  of  codeine 
or  codeine  by  the  mouth.  In  nervous  subjects  I  have  found  that  one 
or  tw^o  doses  of  bromide  of  potash  has  a  good  effect.  After  four  to 
six  hours  very  few  patients  complain  of  pain  of  sufficient  amount  to 
demand  any  further  anodine.  In  patients  in  whom  the  salivary 
glands  are  excessively  active  the  use  of  atropine  is  sometimes  indi- 
cated to  dry  up  the  secretions.  For  the  next  eight  or  ten  days  the 
throat  is  sore  on  swallowing  and  particularly  on  taking  sour  drinks 
or  eating  anything  that  is  either  too  hot  or  too  cold.  Cleansing 
gargles  are  used  and  antiseptic  applications  are  made  from  time  to 
time  until  the  patient  is  well. 

The  complications.  Complications  may  be  classified  into  two 
headings — those  which  may  occur  at  the  time  of  the  operation  and 
those  which  may  occur  after  the  operation.  Complications  at  the 
time  of  the  operation  may  be  due  to  sickness  from  the  anesthesia, 
fright  on  the  part  of  the  patient,  or  from  hemorrhage  preventing 
further  operative  procedure.  Neither  one  of  these  complications  has 
so  interfered  with  us  in  these  two  hundred  cases  as  to  prevent  the 
removal  of  both  tonsils.  W'e  have  had  seven  cases  which  required 
some  attention,  either  on  account  of  fright  or  the  anesthetic,  but 
none  due  to  severe  hemorrhage.     Of  these,  in  only  one  case  was  it 
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necessary  for  the  patient  to  lie  down  on  account  of  feeling  sick,  and 
in  this  case  by  simply  arranging  the  operating  table  and  placing  the 
gentleman  on  the  table  the  operation  was  completed,  and  within  a 
few  minutes  he  was  able  to  walk  out  of  the  room.  He  was  a  very 
nervous  man  who  always  had  fainted  at  the  sight  of  blood  and  had 
been  for  five  years  tr^'ing  to  muster  enough  courage  to  have  his  ton- 
sils removed.  It  is  a  question  whether  his  fainty  condition,  as  he 
termed  it.  was  due  to  fright  or  to  the  amount  of  cocaine  used  as  a 
local  anesthetic.  Of  the  other  cases,  four  were  women  of  very  nerv- 
ous temperaments  and  one  went  to  the  operating-room  saying  she 
knew  she  could  not  stand  tlie  operation  without  ether.  Their  only 
symptoms  were  a  fainty  feeling  associated  with  pallor.  These  re- 
gained their  color  as  well  as  their  courage  after  the  administration 
of  a  teaspoonful  of  aromatic  spirits  of  ammonia  and  bathing  their 
faces  in  cold  water,  and  all  of  them  left  the  operating-room  in  a  very 
much  more  cheerful  condition  than  when  they  entered,  having  re- 
gained both  their  courage  and  their  color.  It  is  often  a  difficult 
matter  to  determine  just  how  much  of  this  partial  collapse  is  due  to 
fright  and  how  much  to  the  toxic  effect  of  the  anesthetic. 

The  after-complications  consist  of  hemorrhages,  peritonsillar  ab- 
scess and  neuralgia.  Hemorrhages  may  be  divided  into  primary  and 
secondary.  A  hemorrhage  within  the  first  seventx'  hours  may  be 
considered  primary.  After  this  period  they  are  usually  termed  sec- 
ondary hemorrhages.  In  this  series  of  two  hundred  cases  we  had 
four  primary  hemorrhages.  Of  this  number  it  was  necessary  in 
only  one  case  to  ligate  the  bleeding  vessel.  We  had  three  cases  of 
secondary  hemorrhages.  Of  this  number  in  only  one  case  was  it 
necessar)^  to  sew  up  the  tonsil  cavity.  In  two  cases  in  which  I  was 
called  to  see  the  patient  on  account  of  hemorrhage,  it  had  stopped 
by  the  time  I  arrived  and  nothing  was  done  further  than  to  inspect 
the  throat.  In  two  cases  of  secondary  hemorrhage  it  was  necessary 
to  use  local  astringents  and  simply  place  a  piece  of  gauze  with 
styptic  solution  in  the  tonsil  cavity. 

I  had  one  case  of  peritonsillar  abscess  which  occurred  within  eight 
days  after  the  enucleantion  of  the  tonsil.  In  this  particular  case  the 
young  lady  wished  to  have  her  tonsils  removed  during  her  vacation. 
I  had  treated  her  ten  days  prior  to  this  time  for  an  acute  follicular 
tonsillitis,  and  I  insisted  that  it  would  be  better  to  wait,  but  she  was 
more  insistent :  hence  I  operated  under  protest  and  she  protested 
afterwards.  I  had  one  other  case  of  threatened  peritonsillar  abscess 
in  a  young  lady  who  was  operated  under  exactly  similar  conditions. 
She  barely  escaped  peritonsillar  abscess  after  a  most  vigorous  asep- 
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tic  treatment  of  her  throat.  After  these  two  experiences,  I  would 
insist  upon  any  patient  waiting  three  weeks  after  tonsillitis  before  a 
tonsillectomy  is  done.  There  are  three  serious  objections  to  opera- 
tion upon  a  patient  who  has  recently  had  tonsillitis.  First,  danger 
of  after-infection ;  second,  hemorrhage  is  always  greater,  and  third, 
local  anesthesia  is  never  so  complete  in  a  throat  that  is  inflamed. 

The  next  complication  is  that  of  neuralgia  in  the  throat.  I  had 
two  cases  of  this  character  and,  fortunately  for  the  patients  and  the 
doctor,  it  is  a  most  rare  occurrence.  However,  I  am  inclined  to 
think  it  often  occurs  when  the  operator  knows  nothing  about  it.  The 
conditions  of  these  two  patients  were  very  much  the  same.  The 
.symptoms  were  as  follows :  Within  a  few  weeks  after  a  perfectly 
performed  operation  and  an  otherwise  successful  result,  the  patient 
returns  with  a  stinging,  burning,  lancinating  pain  at  the  lower  an- 
terior portion  of  the  tonsil  scar.  This  is  due  to  the  involvement  of 
a  tonsillar  branch  of  the  glossopharyngeal  nerve  in  the  tonsil  scar. 
A  branch  of  this  nerve  seems  particularly  apt  to  be  so  involved 
and  cause  this  character  of  trouble.  A  possible  injury  to 
the  main  portion  of  the  glossopharyngeal  nerve  might  occur  in  this 
region.  However,  this  did  not  occur  in  any  of  my  cases.  There  was 
a  report  by  Matthews  of  such  cases  last  year  in  the  Journal  of  the 
American  Medical  Association.  \\'hen  this  does  occur  the  patient 
suffers  for  a  long  time,  if  not  indefinitely,  from  a  severe  dr\ing  of 
the  throat  and  fatigue  after  singing  or  speaking.  I  had  under  my 
care  last  winter  a  young  lady  who  had  had  an  injur>'  to  both  pharyn- 
geal nerves  during  tonsillectomy  and  suffered  intensely  from  a 
mucous  discharge  drying  on  the  posterior  pharynx. 

Two  hundred  tonsillectomies  under  local  anesthesia  are  not  a  great 
number  of  cases,  but  they  are  sufficient,  when  carefully  considered, 
to  justify  some  interesting  conclusions:    . 

First.    The  operation  can  be  done  without  pain. 

Second.  Do  not  ever  operate  on  a  case  which  has  had  a  recent 
acute  tonsillitis. 

Third.  There  is  less  shock,  less  hemorrhage  and  less  fever  under 
local  anesthesia. 

Fourth.  The  work  can  be  more  satisfactorily  done  and  hemor- 
rhage can  be  more  easily  controlled  under  local  anesthesia. 

Fifth.  Many  cases  can  thus  be  operated  on  who  could  not,  on 
account  of  other  conditions,  take  a  general  anesthetic. 

Sixth.  Local  anesthesia  is  the  an-esfhetic  of  choice  in  all  grown 
subjects  with  ven,'  few  exceptions. 

1402  L  Street. 


OPERATIVE  TECHNIC  IN    CIRCUMCISION    OF   THE    TONSIL. 

Dr.  Frank  G.  IMurphy,  Mason  City,  Iowa. 

Two  and  one-half  years  of  experience  with  this  operation  has 
convinced  the  writer  that  the  technic  followed  in  its  execution  is 
of  signal  importance.  That  any  operative  procedure  that  has  for 
its  aim  the  disposal  of  the  peritonsillar  sinuses  will  meet  with  a  fair 
degree  of  success  is  certain.  With  this  in  mind  a  more  detailed 
description  of  the  methods  employed,  than  has  been  heretofore 
given,  may  be  of  help  to  those  who  have  not  attempted  the  operation, 
and  who  have  not  developed  a  technic  of  their  own. 

Whilft  the  plica  triangularis  is  as  varied  as  the  tonsil  itself,  tlie 
position  is  taken  that  in  normal  tonsils  the  plica  has  practically 
disappeared  before  birth  and  that  the  mucous  glands  of  the  faucial 
region  rarely  become  infected  when  the  plica  has  reduced  to  normal 
as  has  been  shown  in  former  communications.^-  - 

It  is  of  the  greatest  importance  that  adequate  drainage  be  estab- 
lished in  the  peritonsillar  fossae  as  the  indications  are  that  this  is 
the  source  of  our  peritonsillar  and  systemic  infections.  It  is  also 
important  to  establish  drainage  of  the  tonsillar  crypts  as  is  shown  in 
figure  4,  when  the  palatal  muscles  are  free  to  compress  the  tonsil 
at  its  base  during  deglutition.  Where  there  is  a  persistent  plica 
neither  the  tonsillar  cr\-pts  nor  the  peritonsillar  spaces  drain  nor- 
mally.    (Fig.  0.) 

Draunngs  in  Figure  i.  These  drawings  illustrate  a  condition 
which  at  a  glance  would  appear  as  if  there  were  no  tonsil 
at  all.  The  tonsil  is  undeveloped  or  is  in  a  condition  of  advanced 
atrophy  and  is  entirely  hidden  by  the  plica  that  has  retained  its 
embr>'onic  state  and  covers  the  greater  part  of  the  fauces.  The  white 
line  diagonally  across  the  plica  in  drazving  B  represents  the  dividing 
line  between  that  portion  of  the  plica  that  is  adherent  to  the  faucial 
wall  below  and  the  unattached  part  above  that  encloses  the  deep 
anterior  faucial  sinus.  The  black  lines  in  C  running  parallel  with 
the  anterior  pillar  indicates  that  part  of  the  plica  removed  by  the 
U  punch.  The  white  dotted  line  indicates  the  removed  attached 
plica  below  the  white  line  and  the  unattached  part  of  the  plica  above, 
all  of  which  is  removed  by  the  Hartman  punch.  D  shows  the 
operation  completed.  The  anterior  fossa  is  no  longer  a  culture  tube 
for   pathogenic   bacteria   that   may   infect    the   peritonsillar   glands 

672 


4 


MURPHY  :    CIRCUMCISION  OF  TONSIL. 


673 


whose  ducts  open  into  this  area.  The  lower  portion  of  the  plica  that 
partly  overlaps  the  tonsil  is  closely  adherent  to  the  faucial  wall  and 
to  the  lower  border  of  the  tonsil  and  covers  no  mucous  ducts  nor 
tonsillar  crypts  which  makes  its  removal  necessar}-. 

Drcncings  in  Figure  2.     After  the  cotton-tipped  probe  has  been 
dipped  in  a  10  per  cent,  cocaine  and  1 :1000  adrenalin  solution  it  is 


applied  to  the  inner  surface  of  the  plica  from  the  base  of  the  tongue 
upwards  covering  the  inner  side  of  all  the  plica  to  be  removed  as  in 
A.  The  cotton-tipped  probe  is  then  inserted  in  the  supratonsillar 
fossa  and  the  anterior  fossa  as  in  B,  which  is  enclosed  by  the  plica 
triangularis,  and  from  this  point  the  probe  is  carried  down  to  the 
bottom  of  the  anterior  fossa.    The  cotton-tipped  probe  at  the  bottom 
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of  the  anterior  fossa  is  in  about  the  same  position  as  it  is  in  A,  except 
that  it  is  hidden  by  the  plica.  Usually  there  are  no  attachments  in 
the  supratonsillar  fossa  that  require  breaking  down.  The  writer 
makes  these  applications  to  both  sides  of  the  plica  every  five  minutes 
until  from  four  to  six  applications  have  been  made,  when  the  field 
is  ready  for  operation. 


Starting  with  tlie  U  punch  the  writer  thinks  it  is  not  usually 
necessary  to  remove  much  of  the  plica  covering  the  supratonsillar 
fossa  as  that  membrane  rises  when  separated  from  its  attachments, 
and  sufiicient  drainage  is  established  in  that  region.  The  incision  by 
the  U  punch  is  carried  forward  and  slightly  downwards  towards 
the  anterior  pillar  as  in  C,  and  then  to  the  bottom  of  the  anterior 
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fossa  as  in  D.  It  is  then  necessary  to  search  with  the  blunt-hooked 
probe  behind  the  anterior  pillar  to  be  sure  no  pockets  or  attachments 
remain. 

Drazi'ings  in  figure  S-  -^  represents  the  work  of  the  U  punch 
completed,  the  incision  having  been  carried  down  parallel  with  the 
anterior  pillar  to  the  bottom  of  the  anterior  sinus.     The  anterior 


Fig-. 


fossa  does  not  usually  reach  to  the  base  of  the  tongue ;  therefore,  the 
remaining  portion  of  the  plica  between  the  incision  and  the  tongue 
is  removed  by  the  Hartman  punch  as  in  B.  The  writer  thinks  it  is 
not  necessary  to  always  remove  the  plica  as  far  as  the  base  of  the 
tongue  except  where  the  anterior  faucial  sinus  is  deep.  In  prac- 
tically all  cases,  that  portion  of  the  plica  that  is  adherent  to  the  lower 
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lobe  of  the  tonsil  is  removed  for  about  one-fourth  inch  below  the 
bottom  of  the  anterior  fossa  and  also  for  the  same  distance  posteri- 
orly as  in  C.  In  C  there  is  a  triangular  portion  of  the  plica  remain- 
ing on  the  tonsil  inferiorly  and  above  the  base  of  the  tongue  that 
the  writer  does  not  always  remove  except  when  the  lower  lobe  of 
the  tonsil  is  considerably  developed  as  in  this  illustration.  That 
portion  of  the  plica  that  is  in  evidence  above  the  punch  in  C  is  un- 
attached to  the  side  of  the  tonsil  and  should  be  removed  entirely 
regardless  of  how  large  it  may  happen  to  be.     D  shows  the  operation 


POSTERIOR   PILLRR 
'TON^ilL 
"/\NrERIOR  PILLAR 
'SUPBR!Of{    CONSTRICTOR    nUSCLE 

Fig.  i.  Horizontal  section  of  superior  con.strictor  muscle  and  normal 
tonsils  as  in  deglutition  showing-  pillars  constricting  base  of  tonsils, 
milking  the   crypts.      (Schematic.) 

UC0U5      GL/M'JDS     ANP     DUCTS   OPEA/lN^  it'jTQ  fjN  J  E.KIOR  FOi^fti 


SUPERIOR 


POSTERIOR    pILLflfV' 

TONSIL  \  ^fiNTERiai^  ro5^ 

INTERIOR    pILLRP^  ^PER^ISTENT  PU.Cf] 

CONSTRICTOR    tlUSCLE 


Fig.  5.  Horizontal  section  through  superior  constrictor  muscle  on  line 
with  center  of  tonsils,  showing  anterior  pillars  riding  tonsils  on  account 
of   persistent   plicae.      (Schematic.) 


completed  except  that  an  application  of  a  2-3  per  cent,  tincture  of 
iodine  is  now  made  to  the  field  of  operation. 

\\  hen  it  is  not  possible  for  the  patient  to  report  to  the  ofifice  for 
subsequent  treatment,  a  half-ounce  of  the  freshly  made  tincture  of 
iodine  is  prescribed  and  the  patient  taught  to  apply  it  once  daily 
for  a  few  days.  The  patient  is  advised  that  frequent  efforts  to 
swallow  is  beneficial.  It  is  best  to  have  the  patient  report  for  in- 
spection in  a  few  weeks  and  should  any  attachments  have  formed 
that  interfere  with  the  drainage  of  the  anterior  fossa  they  should 
be  broken  down.     However,   if   the   work   is   carefully   performed 
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there  is  usually  little  annoyance  with  adhesions  afterward.  After 
a  persistent  plica  has  been  removed  the  buried  tonsil  begins  to 
present  itself  between  the  pillars  which  is  particularly  noticeable  the 
first  week  or  two  following  the  operation.  The  plica  having  been 
removed  the  superior  constrictor  muscle  meets  with  no  resistance 
in  its  efiforts  to  force  the  tonsil  through  the  palatal  arch  and  the 
tonsil  that  appeared  to  be  small  may  now  show  itself  to  be  of  con- 
siderable size. 

In  the  normal  tonsil  and  in  those  where  the  circumscision  opera- 
tion has  been  properly  carried  out  the  tonsil  should  be  easily  forced 
between  the  pillars  by  the  superior  constrictor  muscle  when  the  pa- 
tient retches  or  gags  and  during  deglutition  as  in  Figure  4. 

When  there  is  a  persistent  plica  the  anterior  and  superior  fossae 
become  culture  beds  for  pathogenic  bacteria  which  infect  the  mu- 
cous glands  and  the  anterior  pillars  ride  the  tonsil  in  deglutition, 
preventing  drainage  of  the  erupts.     (Fig.  •">.) 

As  soon  as  the  tonsil  begins  to  function  normally  old  epithelial 
plugs  begin  to  work  out  from  the  deep  crypts  and  occasionally  cause 
a  little  annoyance  to  the  patient  until  the  mass  has  been  forced 
through  the  mouth  of  the  crypt.  It  is  best  to  explain  this  to  the 
patient  that  he  nor  his  physician  friends  may  not  misinterpret  this 
effort  of  the  tonsil  to  function  normally  for  a  pathological  condition. 

Several  lar\ngologists  have  written  that  they  felt  that  no  matter 
how  successful  this  operation  might  be,  the  fact  that  the  tonsil  re- 
mained would  furnish  opportunity  for  unprincipalled  physicians  to 
discourage  the  patient  and  convince  him  that  a  proper  operation  had 
not  been  performed.  The  writer's  experience  has  been  that  the  physi- 
cians who  do  not  operate  on  the  tonsil  and  who  are  unbiased  in  their 
judgment  are  friendly  to  the  operation  and  no  difficulty  is  experi- 
enced in  doins:  conscientious  and  thorough  work  for  their  patients. 
The  phvsician  who  operates  the  tonsils  of  ever}'  patient  who  will 
permit  him  to  do  so  regardless  of  the  pathological  conditions  found 
is  an  enemy  to  this  operation  as  he  is  invariably  a  menace  to  scientific 
medicine  in  general. 

The  writer  has,  upon  the  advice  of  Dr.  Robert  S.  McCaughey, 
internest  to  the  Park  Hospital,  enucleated  the  tonsils  in  every  case 
when  the  improvement  in  the  patient's  systemic  condition  did  not 
meet  his  expectations,  after  a  thorough  circumcision  operation  had 
previously  been  performed,  and  so  ar  no  improvement  ater  tonsil- 
lectomy has  been  observed.  It  seems  to  me  that  this  is  the  most 
reliable  test  to  make  in  determining  the  efficiency  of  the  operation. 
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The  fact  that  bacteria  of  a  virulent  type  may  be  found  in  the 
crypts  of  the  tonsils  after  the  circumcision  operation,  is  no  evidence 
that  their  toxins  are  entering  the  circulation  or  that  the  pathologic 
tonsil  will  not  become  normal,  after  proper  drainage  of  the  crypts 
has  been  established.  While  the  writer  has  for  more  than  two  years 
been  convinced  that  the  peritonsillar  theor}^  of  infection  is  correct, 
the  technic  of  the  operation  has  presented  the  usual  difficulties. 

The  morphologic  variations  of  the  plica  are  so  marked  and  the 
development  or  atrophy  of  the  tonsil  so  diverse  that  the  technic  of 
each  operation  must  vary  to  some  extent.  The  tonsillar  conditions 
presented  in  Figures  i  and  5  in  the  communication  "The  Plica 
Triangularis  and  its  Morphologic  \'ariations,"  appearing  in  the  May, 
1917,  number  of  The  Laryngoscop£,  .have  been  selected  as  the  two 
best  types  to  describe  this  operation  because  of  the  unreduced  plica 
and  the  variation  in  the  development  of  the  tonsils. 

1.  Murphy,  F.  G.:  X.  Y.  Med.  Jour.,  1917,  V.  cv.,  p.  785: 

2.  ^Mt'RPHY.  F.  G. :     The  Laryngoscope,  May,  1917,  p.  409. 

The  Park  Hospital. 


Changes  in   the  Central  Nervous  System    in    Hypothyroidism. 

F.  W.  MoTT,  Brit.  Med.  Jour.,  Feb.  24,  1'J17. 
There  is  a  universal  chromatolytic  change  in  the  cells  of  the  cen- 
tral nervous  sytsem,  sparing  no  system  or  group  of  systems  of 
neurons  entirely.  The  changes  had  been  especially  noted  in  the 
smaller  cells  of  the  autonomic  nuclei  (vagus  and  glosso-phar\-ngeal, 
for  example).  The  cells  of  the  olivar}^  body  showed  much  less 
change  and  the  Purkinje  cells  of  the  cerebellum  less  chromatolysis 
than  the  large  motor  cells  of  the  medulla  oblongata,  spinal  cord 
and  Betz  cells  of  the  cortex,  and  there  w-as  no  increase  in  neuroglia. 
The  nervous  symptoms  in  myxedema  point  to  a  condition  of  ex- 
haustion of  nervous  energ}-,  consequently,  upon  the  assumption 
that  the  basophil  substance  of  the  nerve  cell  is  the  source  of  nervous 
energy  we  should  expect  the  above  findings,  namely  a  marked 
chromatolysis  as  revealed  in  sections  of  the  brain  and  spinal  cord 
by  a  partial  or  complete  disappearance  of  the  X'issl  granules 
throughout  the  central  nervous  system.  The  author  corroborated 
these  findings  in  seven  cases.  Ed. 


OZENA  AMONG  THE   VARIOUS   RACES  OF  THE    EARTH.* 

Dr.  J.  X.  Roy,  Z\lontreal,  Canada. 

Through  extensive  travels  during  the  last  ten  years  the  writer  has 
had  the  opportunity  of  coming  in  contact  with  the  principal  peoples 
of  the  globe  and  thus  being  in  a  position  to  study  on  the  spot  ana- 
tomical, physiological  and  pathological  conditions,  believes  it  of 
interest  to  publish  his  observations  and  conclusions  in  regard  to 
ozena.  To  escape  repetitions,  and  especially  to  remain  on  purely 
scientific  grounds,  we  shall  divide  the  peoples  of  the  earth,  from  an 
ethnical  standpoint,  into  three  large  families :  the  white,  the  black 
and  the  yellow.  Indeed,  if  we  consider  carefully  the  characteristics 
of  the  Malays  and  the  Redskins,  we  find  that  the  representatives  of 
those  two  races  have  had  the  Mongolians  for  ancestors.  The  color 
of  their  skin,  the  shape  of  their  eyelids,  the  development  of  their 
malar  bones,  the  flattening  of  the  base  of  their  nose,  the  thickness  of 
their  hair,  and  generally  speaking,  their  general  facial  expression, 
are  all  arguments  in  favor  of  our  theor\-.  Moreover,  we  find  in  the 
language  of  certain  Indian  tribes  of  South  America  a  number  of 
expressions  very  similar  to  certain  Japanese  words,  and  inscriptions 
and  writings,  undoubtedly  vestiges  of  those  which  adorned  the 
shrines  of  Boudha  are  also  often  found  in  Mexican  ruins. 

We  shall  have  little  to  say  about  the  white  race,  as  such  a  large 
number  of  articles  on  ozena  have  already  been  published ;  we  simply 
shall  draw  some  conclusions  from  what  we  observed  in  cross-breeds 
of  white  with  either  of  the  other  two  races. 

The  blacks  are  particularly  interesting,  and  a  careful  study  of 
them  in  Africa,  America  and  Oceania  reveals  some  very  instructive 
facts.  In  the  course  of  an  extensive  voyage  around  the  Dark  Con- 
tinent, we  examined  the  nasal  cavities  of  nearly  five  thousand  ne- 
groes, in  twenty-two  dift'erent  colonies.  On  several  occasions  we 
penetrated  into  the  interior  of  the  country,  a  long  distance  from  the 
coast  line,  and  were  in  a  position  to  visit  about  a  hundred  different 
tribes.  After  making  a  most  careful  and  minute  examination  of 
those  aborigines  of  Africa,  all  over  the  country,  we  may  state,  con- 
sidering the  large  number  that  came  under  our  notice,  that  they  do 
not  suffer  from  ozena.     We  made  a  particular  study  of  those  races 

*Read  before  the  "Congre.s  frangais  d'oto-rhino-Iaryngologie,"  Paris, 
May.  1914. 
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which  arc  not  full-blooded  or  i)ure,  as  the  Mulattoes,  the  Moors  of 
Maurctania  of  Arab  and  particularly  of  Berber  descent,  the  Peuhls, 
the  Foulahs.  whose  ancestors  were  the  Egyptian  Fellaiis,  the  Hot- 
tentots and  the  Bushmen,  in  whose  veins  there  is  a  certain  quantity 
(^f  Mongolian  blood,  the  Danakils,  Somalis  and  Gallas,  of  mixed 
Arab  breed,  and  finally  the  Abyssinians  who  at  various  periods  of 
their  history  were  often  in  close  contact  with  the  Egyptians.  All 
these  peoples  showed  no  signs  of  atrophic  rhinitis.  This  disease  is 
also  unknown  among  the  negroes  we  examined  in  Oceania  and  in 
the  West  Indies,  and  we  had  to  return  to  the  American  continent  to 
find  it. 

During  our  stay  in  Brazil,  where  three-c|uarters  of  the  population 
is  black,  in  Central  America  and  in  the  United  States,  we  were  Mir- 
prised  to  lind  a  large  number  of  cases.  We  discovered  it  in  pure 
breeds  as  well  as  among  the  Mulattoes  and  the  Zambis  (the  off- 
spring of  negroes  and  red-skins ). 

Our  excellent  confreres.  Doctors  Chardinal  (of  Rio  de  Janeiro) 
and  Jones  (of  Newport  Xews,  \'irginia)  also  found  a  number  of 
blacks  afflicted  with  ozena.  Their  findings  show  that  the  disease 
appears  to  be  less  prevalent  among  the  negroes  and  mulattoes  than 
among  the  white  and  yellow  races,  and  we  are  entirely  of  that  opin- 
ion. Their  mucous  membranes  in  general  are  very  resistant  to 
infection  and  it  requires  a  prolonged  contact  with  very  virulent 
microbes  to  cause  a  disease. 

The  yellow  race  of  Asia  and  its  different  ramifications  which 
spread  practically  all  over  the  globe  are  particularly  predisposed  to 
atrophic  rhinitis.  \\  e  found  it  not  only  in  the  Chinese  and  Japanese, 
but  also  in  certain  Indo-Chinese  of  Mongol  cross-breed,  in  the  Esqui- 
mos,  the  Laplanders,  the  Finlanders,  the  Malays,  the  Philippinos, 
the  Hovas  and  the  Redskins.  The  frequence  of  the  disease  varies 
according  to  certain  conditions  which  we  shall  tr)-  to  explain  now  in 
studying  the  causes  of  ozena  among  the  different  races. 

Contrary  to  the  opinion  expressed  by  F.  Fraenkel,  Gottstein, 
Couetoux.  Boulay  and  many  other  authors,  who  believe  that  ozena 
is  preceded  by  a  pre-atrophic  hypertrophic  rhinitis,  we  agree  with 
Bosworth  that  such  is  not  the  case.  We  examined  the  Chinese  in 
their  (nvn  country,  in  tropical  climes  and  in  cold  countries  such  as 
Canada  in  winter,  and  we  did  not  find  that  climate  was  a  factor  in 
the  frequency  of  the  disease. 

By  studying  a  large  number  of  cases  we  found,  generally  s]>eaking. 
that  Mongolians  ha\e  a  tendencv  to  atrophv  of  tlie  anterior  third  of 
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the  inferior  turbinal  without  any  pathological  symptoms.  This  is 
particularly  evident  if  they  reside  in  a  hot  climate ;  and  in  colder 
countries  we  find  they  suffer  from  hypertrophic  rhinitis,  though  not 
as  often  as  whites.  The  Indians  of  the  American  continent  are 
predisposed  to  that  kind  of  atrophy,  which  is  also  found  in  a  lesser 
degree  in  the  cross-breeds.  In  none  of  the  cases  does  the  enlarge- 
ment of  the  inferior  turbinal  seem  to  have  any  influence  on  ozena,  the 
frequency  of  which  varies  according  to  the  more  or  less  contaminated 
surroundings.  ^Moreover,  the  African  negroes  often  suffer  from 
hypertrophic  rhinitis  if  they  live  in  a  cold,  damp  clime,  though  they 
do  not  show  any  lesions  in  their  own  country.  We  were  astonished 
at  the  frequency  with  which  we  observed  the  deviation  of  the  sep- 
tum in  the  yellow  race  and  especially  in  the  Indians,  among  whom 
we  found  it  in  no  less  than  forty  per  cent  of  all  those  we  examined. 
This  malformation  is  also  more  frequently  found  in  the  cross-breeds 
than  in  whites. 

We  scarcely  ever  found  compensatory  hypertrophic  rhinitis  in  the 
largest  side  of  the  nasal  cavities  in  the  Mongolians ;  more  often  we 
observed  the  presence  of  a  muco-purulent  discharge  with  a  crusty 
deposit  devoid  of  odor.  This  corresponds  to  a  state  of  pseudo-ozena. 
In  cases  of  true  ozena  we  found  the  odor  weaker  and  less  repulsive 
than  in  whites  and  blacks.  We  draw  particular  attention  to  this 
fact  and  believe  it  to  be  due  to  a  physiological  increase  in  the  quan- 
tity of  the  nasal  secretions  proper  to  that  race,  which  prevents  the 
drying  of  pus  and  thus  shortens  the  life  of  bacteria  and  partly  pre- 
vents the  formation  of  their  toxines. 

The  deviation  of  the  septum  in  the  ^Mongolians,  combined  with 
the  formation  of  non-ozenous  mucosities  in  the  much-expanded  nasal 
cavities,  is  an  argument  against  the  theon,'  expressed  by  Zaufal,  who 
states  that  atrophic  rhinitis  is  found  in  those  individuals  who  possess 
ver}-  large  nasal  cavities,  where  the  weakness  of  the  air  draughts 
allows  stagnation  and  decomposition  of  the  secretions.  On  the  other 
hand,  the  negroes — scarcely  ever  showing  any  deviation  or  spurs  of 
the  septum — have  the  arch  of  their  palate  lower  than  in  the  white 
and  yellow  races,  the  nose  flat  and  broad,  with  wide  nostrils,  and  in 
Africa  they  do  not  suff'er  from  ozena. 

We  shall  not  bring  forward  arguments  to  offset  the  theories  of 
epithelial  metaplasia  sustained  by  Siebenmann  or  against  Zarniko's 
theory  of  tropho-neurosis,  or  that  of  osteo-malacia  of  Cholewa,  of 
primary  infection  of  the  sinus,  as  advanced  by  Meussens-Grundwall : 
we  shall  simply  repeat  that  there  is  no  atrophic  rhinitis  to  be  found 
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among  the  natives  of  the  Dark  Continent.  The  same  may  be  said 
about  tuberculosis  which  also  exists  in  those  countries. 

The  infection  theory  of  ozena  appears  to  be  the  only  one  which 
will  satisfy  everj-  demand.  We  do  not  intend  to  discuss  again,  as 
it  has  already  been  done  on  several  occasions,  the  value  of  the  cap- 
sulated  cocco-bacillus  of  Lowenberg,  of  the  pseudo-diphtheric  bacil- 
lus of  Belfanti  and  Delia  Vedova,  and  of  the  small  bacillus  of  Pes 
and  Gradenigo.  We  believe  the  cocco-bacillus  of  Perez  (of  Buenos 
Ayres)  is  really  the  specific  vehicle  of  the  infection,  since  experiments 
conducted  in  the  laboratories  confirm  and  prove  that  theory.  The 
cocco-bacillus  when  injected  into  the  circulation  of  an  animal  is  the 
only  one  which  causes  atrophic  rhinitis  with  the  characteristic  odor 
of  ozena.  The  other  microbes  found  in  the  nasal  cavities  only  act 
as  secondary  agents. 

After  examining  in  both  Americas  a  multitude  of  Indians  belonging 
to  twenty-seven  different  races,  and  a  large  number  of  cross-breeds, 
we  observed  that  local  conditions  and  surroundings  cause  a  more  or 
less  frequent  appearance  of  the  malady.  Rare  enough  in  those  parts 
of  the  country  where  the  natives  live  on  high  ground  scattered  in 
the  open  air,  the  disease  is  found  much  more  frequently  in  the  towns 
and  on  the  plain  where  they  live  under  more  congested  conditions 
and  breathe  impure  and  contaminated  air.  Among  the  latter  we 
even  found  the  disease  in  about  six  per  cent  of  the  population,  and 
as  the  women  are  more  confined  to  their  homes  and  live  in  a  more 
secluded  manner  than  tlie  men,  they  are  more  often  infected.  We 
observed  the  same  conditions  in  Malasia,  China  and  Japan. 

Redskins  and  cross-breeds  are  equally  infected  by  ozena;  still,  the 
yellow  race  appears  to  be  more  susceptible  to  the  disease  than  the 
white.  We  believe  the  reason  for  this  condition  is  to  be  found  not 
only  in  the  filth  some  of  the  Mongolian  races  are  addicted  to,  but  also 
to  the  want  of  symmetry  in  their  nasal  cavities.  The  deviation  of 
the  septum  which  we  observed  ver}'  often  in  them,  naturally  causes 
respiratoiy  defects  and  a  greater  abundance  of  stagnant  secretions 
than  in  the  whites — with  equal  lesions — and  the  bacillus  of  Perez 
finds  a  field  quite  prepared  for  its  culture  and  development. 

In  Madagascar,  our  excellent  confreres,  Dr.  Fontoyront  and  Dr. 
Roton,  were  kind  enough  to  show  us  some  cases  of  true  ozena  among 
the  Hovas.  It  is  interesting  to  note  that  that  race,  which  is  of  Malay 
descent  with  a  slight  mixture  of  Hindu  blood,  is  the  only  one  which 
shows  any  susceptibility  to  the  infection,  though  they  come  in  fairly 
intimate  contact  with  the  negroes  who  do  not  yet  suiter  from  that 
disease. 
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That  ozena  is  distinctly  of  microbic  origin  is  most  conclusively 
proved  by  observations  in  Africa.  Of  all  the  blacks  we  examined  in 
that  vast  continent,  not  one  was  infected.  Not  even  among  the 
natives  of  mixed  descent  whose  ancestors  may  perhaps  have  suffered 
from  the  disease  which  probably  disappeared  through  the  purifying 
agency  of  the  sun's  rays,  in  a  sand-covered  tropical  region.  And 
yet,  when  removed  from  the  slave  coast  to  Brazil — to  an  equatorial 
ciime,  similar  to  that  of  their  own  country — these  negroes  in  con- 
tact with  the  infected  aborigines,  soon  become  infected  themselves. 
\\  hen  transplanted  to  the  northern  parts  of  South  America,  into 
Central  America  or  to  the  United  States,  they  brought  the  disease 
with  them  or  contracted  it  in  these  countries.  Their  mulatto  or 
Zambi  descendants  in  turn  were  infected,  and  according  to  statistics, 
ihe^e  blacks  are  more  often  contaminated  than  those  of  pure  blood. 
This  is  probably  due  to  their  closer  and  more  intimate  connections 
with  the  white  and  yellow  races,  and  also  to  the  heredity  of  the 
diathesis  of  the  later,  which  in  a  general  manner  reduces  to  a 
great  extent  their  power  of  resistance. 

It  is  thus  very  evident  that  the  blacks  are  not  immune  to  ozena, 
and  it  will  be  interesting  to  know  how  long  Africa  and  Oceania  will 
remain  free  from  contamination,  and  particularly  the  West  Indies, 
which  would  seem  to  be  more  exposed  to  the  infection  since  they  are 
inhabited  to  a  great  extent  by  mulattoes  who  often  visit  the  American 
coast. 

Now,  if  we  are  allowed  to  draw  certain  conclusions  from  the  ob- 
servations we  collected  from  all  quarters  of  the  globe,  we  may  say 
that  ozena  is  an  infectious  disease  and  is  found  in  all  races.  Yet, 
the  disease  is  less  frequent  among  the  blacks  than  among  the  whites, 
and  is  most  prevalent  among  the  yellow  race.  The  marked  deviation 
of  the  septum  on  these  latter,  to  which  we  must  add  their  state  of 
habitual  uncleanliness  and  nasal  irritation,  produce  in  their  mucous 
membrane  a  splendid  breeding-ground  for  the  microbes. 

The  blacks  of  Africa,  Oceania  and  the  West  Indies  are  not  yet 
mfected,  although  they  are  susceptible  to  the  disease  and  the  small 
number  of  Europeans  who  came  under  our  notice — and  they  were 
not  afflicted  with  ozena — does  not  allow  us  to  express  an  opinion  as 
ro  the  future  appearance  of  the  disease  in  those  countries. 

377  Rue  St.  Denis. 


AN  UNUSUALLY  LARGE  POLYPUS  OF  THE  ETHMOID.* 

Dk.  Henry  B.  Orton,  Newark,  N.  J. 

The  unusually  large  size  of  this  nasal  polypus  originating  in  the 
anterior  ethmoid  cells  and  completely  filling  up  the  left  nasal  cavity 
and  not  extending  into  the  nasopharynx  I  think  warrants  reporting 
this  case. 

J.  D.,  61  years,  white,  male,  married,  came  to  my  crflFice  Nov.  23, 
1916,  complaining  of  his  inability  to  breathe  through  his  nose,  which 
necessitated  his  sitting  in  the  upright  position  at  night  to  enable  him 
to  get  air.  He  has  had  an  occasional  headache  and  a  purulent  dis- 
charge  from  the  left  nostril. 

His  family  and  personal  histories  are  negative,  except  that  he  had 
some  polypi  removed  from  his  left  nostril  twenty  years  ago. 

On  examination  I  found  a  deviated  septum  with  its  convexity  to- 
ward the  right ;  left  nostril  occluded  by  the  mass.  A  chronic  epi-  and 
granular  pharyngitis  with  an  hypertrophied  and  slightly  edematous 
uvula.    Transillumination  was  negative. 

On  post-rhinoscopic  examination  the  posterior  end  of  this  mass 
could  be  seen  occluding  the  entire  left  choanal  opening.  On  dilating 
the  left  nares  anteriorally  I  was  able  to  trace  the  attachment  of 
this  growth,  by  means  of  a  probe,  with  a  certain  degree  of  proximity 
to  the  anterior  ethmoid  cells. 

Under  cocain  anesthesia  a  cold  wire  snare  was  placed  over  this 
mass,  getting  as  much  as  possible  within  the  loop  before  tightening 
the  snare.  The  idea  was  to  remove  as  much  as  possible  so  as  to  give 
more  subsequent  space  not  thinking  for  a  moment  that  I  would  be 
able  to  evulse  the  entire  mass  at  once. 

However,  to  make  sure  that  the  snare  vi^ould  not  slip,  gentle  trac- 
tion was  made.  There  was  a  sudden  cracking  sound.  The  patient 
exclaimed  that  I  was  pulling  his  eye  out.  The  mass  was  removed 
and  measured  four  inches  long,  one  and  one-half  inches  wide  pos- 
teriorally,  one  and  one-half  inches  wide  anteriorally  and  one  inch  in 
thickness.  In  the  center  (A)  is  the  point  of  attachment  to  the 
anterior  ethmoid  region,  showing  clearly  a  few  of  the  cells.  There 
was  quite  a  profuse  momentary  hemorrhage  which  ceased  in  a  few 
moments  of  its  own  accord  without  even  packing. 

♦Reported  to  the  Nose  and  Throat  Section  of  the  Academy  of  Medicine 
of  Northern  New  Jersey,   December,   1916. 
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On  inspecting  the  nasal  cavity  afterwards  the  left  middle  turbinate 
was  absent,  either  removed  at  the  previous  operation  twenty  years 
ago  or  it  had  disappeared  by  absorption.  A  number  of  the  anterior 
ethmoid  cells  were  open. 

There  were  no  other  polypi  anywhere  to  be  seen.  The  whole  mass 
was  removed  in  toto.  The  growth  looked  very  much  like  adenoid 
tissue  and  I  thought  possibly  it  might  have  been  a  polypo-adenoma. 


Fig.    1. 

The  report  from  the  pathologists  stated  that  the  growth  from  the 
ethmoid  shows  it  to  be  a  polypus  with  edematous  and  inflammatory 
products,  showing  no  malignancy. 

The  accompanying  picture  gives  a  fair  idea  of  tiie  contour  of  the 
growth,  it  being  the  largest  entirely  nasal  polypus  I  have  ever  seen. 
The  man  made  an  uninterrupted  recovery. 

671  Broad  Street. 


Acute  Exophthamos  in  Quincke's  Disease.  Meyer  Heurli- 
MAXX,  Corrcspond.-Blatt  f.  Schiveizer  Aerzte,  Feb.  10,  1917. 
Patient  a  woman  .51  years  old.  Disease  characterized  by  acute 
circimiscribed  swelling  of  the  face,  ear,  leg,  soft  palate  and  phar\nx, 
edema  of  lar}-nx,  sudden  starting  and  ceasing  diarrhea,  and  great 
exophthalmos  first  of  one  and  then  of  the  other  eye.  There  was 
no  fever.  The  attacks  were  recurrent,  each  lasting  from  one  to 
fourteen  days.     General  condition  not  much  affected.  Ed. 


A  CASE  OF  TRAUMATIC  APHONIA, 

Dr.  Thomas  A.  Cheatham,  Birmingham,  Ala. 

On  Jan.  19,  1917,  Mrs.  A.,  age  21,  a  telephone  operator,  sufifered 
from  a  neuralgic  pain  of  increasing  severity  in  the  region  of  the 
larynx.  Suddenly  her  voice  failed  and  she  found  it  impossible  to 
even  whisper.  There  was  no  preceding  hoarseness  or  "brassiness." 
Dr.  D.  C.  Donald  was  consulted  and  as  there  was  some  dyspnea, 
the  patient  was  sent  home  and  put  to  bed.  The  condition  became 
progressively  worse  and  the  writer  was  called  in  consultation  that 
night. 

Examination  revealed  moderate  edema  of  the  glottis  and  epiglottis, 
mild  hyperemia  of  the  vocal  cords,  the  usual  tendency  to  spasm  occa- 
sioned by  examination  without  an  anesthetic  but  nothing  severe 
enough  to  account  for  the  then  existing  severe  pain,  marked  dyspnea 
and  moderate  shock.  A  local  application  of  arg}Tol  was  made  and  a 
cathartic  prescribed. 

The  following  day  dyspnea  became  alarming  and  the  patient  could 
not  breathe  in  any  but  the  sitting  position.  Examination  revealed 
practically  the  same  condition  as  when  first  seen. 

On  the  second  day,  after  a  sleepless  night,  the  patient  vomited  a 
half  pint  of  dark  brown  blood  and,  feeling  something  sticking  in  the 
back  of  her  throat,  indicated  this  to  her  sister,  who  investigated  and 
extracted  from  the  soft  tissues  of  the  pharynx,  a  needle  two  inches 
long.  The  patient  could  not  account  for  the  presence  of  the  needle. 
Dyspnea  and  a  severe  griping  pain  in  the  epigastrium  immediately 
became  so  alarming  that  surgical  intervention  was  seriously  con- 
sidered and  the  patient  sent  to  the  hospital  at  once. 

Here  an  x-ray  was  made  and  no  other  foreign  body  found.  The 
patient  became  progressively  worse  and  for  two  days  it  seemed,  at 
times,  impossible  to  avoid  an  intubation  or  laryngotomy;  however, 
by  the  use  of  morphia  gr.  >^,  hyoscine  gr.  1/200  and  apomorphia  gr. 
1/10  at  four-hour  intervals,  the  patient  would  relax  and  breathe 
easier  just  when  a  radical  procedure  seemed  imperative. 

On  the  sixth  day  the  patient,  on  awaking,  though  still  suffering 
from  pain  in  the  epigastrium,  could  speak  and  suffered  less  from 
dyspnea;  could  speak  distinctly  on  the  seventh  day  and  was  sent 
home  on  the  ninth.  A  week  later  she  returned  to  her  work  and 
complained  only  of  mild  epigastric  pains. 
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As  there  was  no  history  obtainable  concerning  the  needle,  there 
was  no  way  to  account  for  the  severity  of  the  symptoms  before  the 
second  day  when  the  needle  was  vomited.  A  diagnosis  was  not  at- 
tempted. The  patient  was  a  well-nourished,  sensible,  good-natured 
woman,  devoid  of  any  tendency  to  hysteria  or  "nerves."  A  W'asser- 
mann  was  negative.  This,  together  with  the  sudden  onset  seemed 
sufficient  to  exclude  aphasia. 

My  conclusions  are  that  the  needle  had  been  swallowed  several 
days  previously,  unnoticed  by  a  mentally  preoccupied  and  very  busy 
"Central ;"  had  remained  in  a  harmless,  lengthwise  position  for  a 
while  then,  during  a  cough  or  while  swallowing,  had  penetrated  the 
phar^mgeal  mucosa  making,  probably,  many  puncture  wounds,  caus- 
ing marked  irritation  which  could  account  for  the  preliminary  pain, 
then  finally  penetrating  to  and  puncturing  or  severing  the  recurrent 
laryngeal  nerve  causing  sudden  loss  of  function  in  the  vocal  cords. 
The  severe  griping  pains  in  the  epigastrium  and  vomiting  of  blood 
may  be  accounted  for  by  the  presumption  that  the  needle  became  dis- 
lodged from  the  laryngo-esophageal  site  and  passed  on  to  the  stom- 
ach, causing  more  puncture  wounds  and  consequent  bleeding  followed 
by  reflex  vomiting  and  the  expulsion  of  the  foreign  body.  That  the 
gastric  walls  were  not  only  irritated  but  injured  is  evidenced  by  the 
fact  that  dark  brown  blood  was  vomited  on  several  succeeding  occa- 
sions and  the  stomach  refused  to  retain  food  until  the  eighth  day. 
Epigastric  pain  was  the  most  persistent  of  all  symptoms. 

At  no  time  did  the  patient  have  a  rise  of  temperature  or  show 
signs  of  pulmonar}'  involvement  although  the  x-ray  showed  distinct 
cicatrices  of  pre-existing  chronic  pulmonary  lesions  involving  all 
lobes  but  most  marked  at  the  apices. 

l>34-23r)  First  National  Bank  Bid?. 


Simple  Ulcer  of  the  Esophagus.  J.  B.  Christopherson^  Lancet, 
March  10,  191T. 
The  patient  was  a  man  36  years  old  who  died  of  hemorrhage 
from  the  esophageal  ulcer  perforating  into  the  arch  of  the  aorta. 
Necropsy  showed  two  other  ulcers  both  situated  in  the  cardiac  end, 
one  of  which  had  already  healed  by  cicatrization  and  the  other,  a 
larger  one,  in  the  process  of  healing.  Ed. 


THE  CONTROL  OF  BLEEDING  IN  TONSILLECTOMY. 

Dr.  WiijjAM  DwYER.  Hartford,  Conn. 

All  other  factors  being  equal,  the  amount  of  bleeding  during  the 
removal  of  tonsils  decreases  as. the  depth  of  anesthesia  (general) 
increases.  This  is  due  to  the  fact  that  during  a  very  light  anesthesia, 
the  patient  frec|uently  gags  and  retches — massaging  the  blood  out  of 
the  cut  vessels.  As  the  stage  of  anesthesia  is  deepened  the  above 
tactors  disappear.  The  contraction  of  the  muscles  during  swallow- 
ing works  in  the  same  way  and  gives  increased  flow  of  blood  from 
points  already  bleeding,  or  starts  up  new  ones. 

An  appreciable  amount  of  blood  may  be  saved  for  the  patient  by 
having  him  fairly  well  under  the  anesthetic  before  beginning  the 
operation.  A  light  anesthesia  gives  the  patient  less  shock  than  a  deep 
one.  but  the  increased  loss  of  blood  offsets  any  gain  from  a  smaller 
amount  of  ether.  It  is  not  intended  to  convey  the  idea  that  a  very 
deep  stage  of  etherization  should  be  employed — rather  one  where 
the  gagging,  retching  and  swallowing  are  just  lost. 

With  the  Sluder  method  I  have  had  more  bleeding  than  with  dis- 
secting. This  1  have  thought  to  be  due  to  increased  tendency  to 
clotting  being  caused  by  the  slight  traumatism  to  the  surrounding 
tissues  in  dissecting.  This  traumatism  is  absent  in  removal  by  the 
Sluder  method. 

The  use  of  suction  during  the  operation  is  a  great  advantage.  It 
prevents  the  blood  being  swallowed  or  inspired  and  gives  a  clear 
view  of  the  field  of  operation.  The  suction  should  not  be  applied 
directly  to  the  tonsillar  fossa  as  it  obviously  will  result  in  increased 
bleeding.  A  clear  field  may  be  obtained  by  using  suction  at  the  post- 
pharyngeal wall  and  the  margins  of  the  pillars.  All  blood  in  the 
fossa  itself  should  be  removed  by  gauze  sponges,  held  in  sponge 
forceps,  care  being  taken  to  merely  touch  the  spot  in  question  and 
then  withdraw.  \\'iping  or  twisting  the  sponge  around  on  this 
point  will  increase  the  bleeding. 

The  majority  of  bleeding-points  can  be  controlled  by  making 
pressure  with  one  of  the  gauze  sponges,  pressure  only  slightly  great- 
er than  the  patient's  blood  pressure  being  all  that  is  required.  This 
may  take  from  a  few  seconds  to  a  couple  of  minutes. 

Atlrenalin  applied  to  the  sponges  will  give  quicker  and  more  com- 
plete results  at  the  time,  but,  after  the  effect  of  the  adrenalin  has 
worn  oft',  bleeding  will  return  in  a  certain  number  of  cases — some- 
times after  a  patient  has  been  returned  to  his  room.     Therefore, 
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although  it  takes  a  httle  longer  during  the  operation,  it  is  better  to 
use  dry  sponges. 

When  pressure  applied  for  a  short  time  does  not  stop  the  bleed- 
ing, it  is  best  to  tie  the  bleeding  vessel.  Ligatures  work  well,  but 
are  hard  to  place  and  may  slip  off  afterwards.  \\'ith  practice  it  is 
not  hard  to  suture  the  bleeding-points.  Xo  special  instruments  are 
required,  simply  a  fiat-jawed  needle  forceps,  some  full-curved 
needles  and  a  Carmalt  clamp.  Number  zero  iodin  catgut  does  very 
well  for  the  suture  material.  Eighteen  inches  is  a  convenient  length. 
It  saves  time  to  have  a  needle  threaded  on  each  end  of  the  suture 
material. 

To  tie  the  bleeding-point,  retract  the  anterior  pillar  and  sponge 
in  order  to  locate  the  exact  point.  Catch  it  with  a  Carmalt  clamp 
including  just  as  small  an  amount  of  tissue  as  possible.  Then,  with 
a  small,  full-curved  needle  held  in  a  needle  forceps  and  threaded 
with  the  iodin  catgut,  take  a  stitch  just  above  the  clamp,  but  as 
near  the  points  as  possible,  introducing  the  needle  anterio-posteriorly. 
If  slight  traction  is  made  with  the  Carmalt  clamp  while  introducing 
the  needle,  the  tissues  will  be  tented  outwards,  towards  the  center  of 
the^throat  and  it  will  be  possible  to  include  only  a  minimum  amount. 
Now,  taking  the  needle  on  the  other  end  of  the  suture,  make  a  similar 
stitch  below  the  clamp,  towards  the  tongue,  again  going  anterio- 
posteriorly.  The  clamp  is  now  removed  to  give  more  room  in 
tying.  When  it  is  tied  you  have  a  purse  string  around  the  point  in 
question  and  bleeding  from  that  point  will  be  impossible.  If  care 
is  taken  not  to  include  too  much  tissue,  there  is  no  distortion.  It  is 
unnecessary^  to  remove  the  sutures  as  they  are  absorbed  in  a  few 
days. 

it  is  very  important  to  make  traction  on  the  Carmalt  clamp  while 
introducing  the  needle  each  time.  It  should  be  just  sufificient  to  tent 
the  tissues  slightly.  This  lets  the  point  of  the  needle  escape  instead 
of  following  around  to  the  edge  of  the  posterior  pillar. 

The  position  of  the  needle  in  the  needleholder  is  also  important. 
The  flat  plane  of  the  needle  should  coincide  with  the  flat  plane  be- 
tween the  jaws.  The  needle  should  be  grasped  near  the  eye  and  with 
the  line  between  the  eye  and  the  point  parallel  to  the  line  of  the  axis 
of  the  needleholder. 

Familiarity  in  placing  sutures  can  easily  be  acquired  and  then 
bleeding-points  can  be  controlled  much  quicker  and  more  efficiently 
than  by  pressure.  All  bleeding  should  be  stopped  before  the  patient 
leaves  the  operating  table.  Even  slight  oozing  may  persist  and,  if  it 
continues  long  enough,  result  in  serious  loss  of  blood. 
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On  the  return  from  the  operating-room  and  during  the  first 
few  hours  afterwards,  the  patient  should  be  lying  face  downwards, 
or  rather,  on  his  abdomen  with  face  sideways.  No  pillow  should  be 
used.  Then,  if  any  oozing  occurs,  the  blood  will  run  out  onto  the 
sheet  and  show  at  once.  On  the  other  hand,  if  the  patient  is  lying 
on  his  back,  he  may  start  bleeding,  but  quietly  swallow  the  blood, 
?nd  the  first  sign  may  be  the  vomiting  of  a  great  quantity  of  blood 
or  the  rapid  pulse,  pallor  and  other  signs  of  severe  hemorrhage. 

Occasionally,  in  spite  of  all  precautions,  hemorrhage  will  occur 
after  the  operation.  If  the  main  points  have  been  sutured  and  the 
patient  left  the  table  dry,  the  bleeding  can  be  controlled  by  pressure 
with  a  gauze  sponge  for  a  couple  of  minutes.  Inspection  of  the 
ihroat  will  show  a  clot  in  the  fossa  which  is  bleeding.  This  should 
be  removed  before  any  attempt  is  made  to  stop  the  bleeding.  It 
should  be  picked  out  with  an  artery  forceps,  and,  when  the  fossa  is 
clean,  the  pressure  made. 

In  a  very  few  cases  there  wall  seem  to  be  a  general  oozing.  Then 
a  gauze  sponge  inserted  between  the  pillars  and  held  in  by  a  couple 
of  sutures  through  the  edges  of  the  pillars  will  control  it.  The 
sponge  should  be  left  in  for  twenty-four  hours.  When  there  is  per- 
sistent oozing,  examination  of  the  blood  may  show  prolonged  bleed- 
ing time.  If  this  is  found  to  be  the  trouble,  calcium  salts  by  moutli 
or  whole  blood  injected  into  the  buttocks  or  even  transfusion  is  indi- 
cated.   The  history^  taken  before  operation  will  exclude  '"bleeders." 

When  bleeding  is  present  after  the  patient  is  returned  to  his  bed, 
dififerentiation  between  adenoid  and  tonsillar  bleeding  is  quickly  made 
by  having  the  patient  lie  face  downwards.  Adenoid  bleeding  will 
result  in  blood  coming  from  the  nostrils ;  tonsillar  from  the  mouth. 

Adenoid  bleeding.  After  removing  the  adenoids,  rubbing  tlie 
naso-pharynx  with  gauze  wet  with  alcohol  will  remove  any  small 
tags.  Then  pack  gauze  into  the  naso-pharynx  with  the  fingers. 
This,  if  left  in  for  a  couple  of  minutes,  will  materially  reduce  the 
amount  of  blood  which  would  otherwise  be  lost.  Care  must  be  taken 
not  to  make  undue  pressure  on  the  soft  palate  during  the  packing, 
or  some  distortion  will  result,  lasting  for  a  few  days.  Suction  is 
used  to  remove  any  blood  which  enters  the  throat.  Bleeding  from 
the  adenoid  region  after  leaving  the  operating  room  is  best  stopped 
by  a  post-nasal  pack,  which  is  kept  in  for  an  hour  or  so.  If  bleeding 
is  still  present,  the  pack  should  be  re-introduced  and  left  in  for 
twenty-four  hours. 

18  Asylum  Street. 


THE  LINGUAL  TONSIL:    GENERAL  CONSIDERATION 
AND  ITS  NEGLECT.* 

Dr.  Herman  B.  Cohen,  Philadelphia,  Pa. 

I  hesitate  considerably  in  reviewing  this  subject  with  you  and  I 
hope  you  may  not  think  that  it  is  w-ith  any  presumptuous  idea  of 
leaching  you  anything.  It  is  rather  to  bring  strongly  before  you  this 
apparently  unimportant  structure  in  its  influence,  association  and 
causation  in  many  of  the  symptoms  complained  of  by  patients  with 
throat  trouble. 

It  is  one  of  those  structures  that  is  not  seen  by  direct  inspection 
but  recjuires  the  aid  of  the  laryngeal  mirror  and  unless  a  point  is 
made  to  examine  this  organ  many  cases  will  remain  unimproved  or 
unrelieved  of  their  symptoms.  Before  reciting  the  synopsis  of  sev- 
eral cases,  I  will  delve  but  lightly  into  the  general  consideration  of 
this  tonsil,  known  as  the  fourth  member  of  the  pharyngeal  ring  or 
the  connecting  member  of  the  so-called  Waldeyer's  ring. 

Anatomy  and  embryology.  The  lingual  tonsil  is  not  as  confining 
as  the  faucial  tonsil  and  is  situated  antero-posteriorly  from  the  cir- 
cumvallate  papillae  to  the  epiglottis  on  the  base  of  the  tongue, 
projecting  backward  so  that  when  the  structure  is  enlarged  it  may 
touch  the  tip  of  the  epiglottis.  On  either  side  they  are  in  close 
proximity  to  the  inferior  poles  of  the  faucial  tonsils.  The  tonsil 
consists  of  lymphoid  nodules  commonly  arranged  in  groups  of  two 
or  three  nodules,  prominent  and  contiguous,  extending  laterally  from 
either  side  of  the  central  line,  making  w'hat  might  be  termed  a  right 
and  left  lobe.  This  central  line  is  known  as  the  glosso-epiglottic 
ligament.  The  number  of  nodules  vary,  as  shown  by  Ostman,  from 
34  to  102,  averaging  60.  The  size  varies  from  one-half  to  six  milli- 
meters. They  rest  on  a  basement  membrane  of  fibrous  tissue  analo- 
gous to  the  capsule  of  the  faucial  tonsils  ;  but  never  so  compact  or  so 
developed  as  that  tissue.  A  lateral  section  shows  the  nodules  as 
discrete  hemispheres,  the  mucosa  at  the  bottom  of  the  meager  inter- 
vals between  them  being  free 'from  lymphoid  tissue,  each  presenting 
two  or  three  crypts.  The  epithelium  is  like  that  of  the  faucial  ton- 
sils, stratified  and  squamous ;  the  lymphoid  tissue  dififers  in  no  way 
from  that  of  the  faucial  tonsils.  Its  arterial  supply  is  from  the 
dorsal  lingual  branch  of  the  lingual  artery.  The  veins  which  are 
an  important  part  in  the  practical  consideration,  are  part  of  the 
plexus  draining  the  tongue.     The  dorsal  veins  form  a  submucous 

*Read  before  the  Logan  Medical  Association,  March   16,   1917. 
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plexus  on  the  back  of  the-  tongue  and  above  the  larynx  and  joining 
those  of  the  pharynx  and  faucial  tonsils.  The  lymphatic  drainage 
joins  a  multitude  of  pores  throughout  the  tongue  and  empties  into 
the  supra-hyoid  glands  and  the  submaxillary  and  deep  cervical 
glands.  Situated  in  the  posterior  third  of  the  tongue,  it  receives  its 
common  sensation  fibers  from  the  glossopharyngeal  and  superior 
laryngeal  of  the  vagus. 

We  are  indebted  to  the  research  work  of  Wyatt,  Wingrave  and 
Rosenberg  for  the  careful  and  detailed  accounts  of  the  developmental 
origin  of  the  tongue.  They  found  that  the  two  portions  of  the 
tongue  have  different  origins,  the  sulcus  terminalis  being  taken  as  the 
division  between  the  oro-glossus  and  pharyngo-glossus.  The  part 
behind  the  pharyngo-glossus  contains  the  lingual  tonsil.  This  dif- 
ference of  origin,  though  the  two  parts  are  in  immediate  connection, 
explains  why  the  anterior  portion  differs  completely  from  the  pos- 
terior portion  anatomically,  physiologically  and  pathologically.  Ac- 
cording to  Piersol,  the  development  of  this  tonsil  occurs  in  the  last 
two  months  of  fetal  life,  the  faucial  anlage  appearing  at  the  fourth 
fetal  month.  This  is  corroborated  by  Bickel,  who  further  states  that 
the  lingual  tonsil  is  the  last  to  undergo  atrophy  as  the  child  ripens 
into  womanhood  or  manhood. 

Pliysioloyy.  Being  similar  in  structure,  we  must  assume  a  similar 
function  to  the  lingual  tonsil  as  to  the  other  lymphoid  glands.  To 
act  as  a  filter  for  the  afferent  lymph  current  and  the  production  of 
lymphocytes  are  its  functions.  Its  chief  function,  therefore,  is  one 
of  protection  similar  to  that  of  its  neighbors.  A  similar  indictment 
may  be  decreed  upon  the  lingual  tonsils  as  upon  diseased  and  hyper- 
trophied  faucial  and  pharyngeal  tonsils,  namely,  that  they  are  only 
protective  agents  and  normal  anatomically  when  free  of  disease. 
G.  Lewis,  in  ISG."),  was  the  first  to  call  attention  to  the  clinical  aspect 
of  the  subject,  though  Betz,  in  1879,  was  awarded  this  credit. 

Diseases.  The  diseases  of  the  lingual  tonsil  are  similar  to  those 
of  the  faucial  tonsil  but  usually  of  milder  form. 

Acute  catarrhal  inflammation  (acute  lingual  tontillitis  ).  This  con- 
dition is  the  same  as  in  the  faucial  tonsils  and  often  accompanies  the 
latter. 

Chronic  retention  in  the  cr\'pts  rarely  occurs,  as  can  be  under- 
stood by  the  free  and  open  drainage ;  therefore,  from  the  point  of 
view  of  systemic  infection  the  lingual  tonsils  are  not  as  important 
as  the  other  members  of  the  tonsillar  group. 

Hyperkeratosis  frequently  occurs  with  symptoms  of  pain  resulting 
from  contact. 
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Abscess  formation  beneath  the  capsule  occurs  and  is  therefore 
similar  to  peritonsillar  abscess. 

Acute  edema  is  seen  in  acute  anginas  and  associated  with  laryngeal 
edema. 

Mycosis;  leprosy;  tuberculosis ;  lues;  varicose  reins  and  hyper- 
trophy are  other  conditions  which  may  affect  the  lingual  tonsil. 

I  mentioned  varicosity  and  hypertrophic  conditions  last  because 
they  are  by  far  the  commoner  affections  and  I  wish  to  dwell  a  little 
more  on  these  conditions. 

Varicosities  consist  of  dilated  and  tortuous  veins  arranged  in  an 
irregular  fanlike  shape  over  the  base  of  the  tongue.  According  to 
Vernuil,  superficial  varices  only  make  their  appearance  when  the 
deep  varices  have  acquired  a  certain  development.  According  to 
Escat,  who  fathered  the  above  fact,  "Many  kinds  of  neuralgias  other- 
wise inexplicable,  are  to-day  attributed  to  circulator}^  troubles  in  the 
satellite  veins  of  the  nerves  and  to  a  consecutive  neuritis."  Quenu 
has  thus  explained  certain  neuralgias.  The  trunk  of  the  lingual 
nerve,  the  evident  seat  of  glossodynia,  is  in  effect,  according  to 
Fourcher,  accompanied  by  a  satellite  vein  and  according  to  Zucker- 
kandl,  even  by  two  such  veins.  This  anatomical  fact  is  held  by 
Escat  to  support  this  hypothesis  and  that  of  Piotrawski  that  all 
neuroses  in  this  situation  may  be  attributed  to  superficial  and  deep 
varices.  Varix  is  a  frequent  accompaniment  of  hypertrophy  and 
is  a  true  manifestation  of  a  disturbance  of  the  circulation.  Infectious 
inflammation  of  the  pharynx  and  faucial  tonsils  and  infection  of  the 
lymphoid  tissue  of  the  lingual  tonsil  are  additional  etiological  fac- 
tors. Browne  believes  that  a  constitutional  or  acquired  debility  of 
the  vasomotor  system  is  the  chief  cause.  Some  cases  are  reported  as 
occurring  at  the  menopause.  Other  etiological  factors  are  consti- 
pation, hepatic  cirrhosis  and  chronic  intestinal  disturbance.  Do  these 
apparent  cause"^  of  varix  of  the  lingual  tonsil  prove  a  disturbance 
of  the  circulation  to  be  the  underlying  factor?  INIay  I  emphasize 
what  has  already  been  suggested,  the  resemblance  or  the  analogue 
between  varix  of  the  tongue  and  rector  hemorrhoids  ? 

Symptoms.  The  symptoms  of  the  two  conditions  are  practically 
alike  with  a  few  special  symptoms  depending  upon  the  degree  of 
hypertrophy  and  varicosity,  also  upon  the  underlying  cause.  I  shall 
not  attempt  to  divide  them  into  groups  such  as  local  and  reflex,  z^ 
several  of  the  symptoms  are  the  result  of  a  vicious  circle. 

The  symptoms  in  the  order  in  which  they  are  more  often  com- 
plained of,  are :  cough,  foreign  body  sensation,  paresthesia,  voice 
changes,  hemorrhage  and  respiratory  distress.    In  inflammatory  con- 
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(litions  tluTO  is  constant  ])ain  at  the  root  oi  tlie  tongue,  irritation  of 
the  structures  at  the  entrance  of. the  larynx  giving  rise  to  frequent 
coughing.  There  is  also  pain  on  swallowing  referred  to  the  base  of 
the  tongue  and  region  of  the  hyoid  bone.  You  will  recall  from  the 
earlier  part  of  the  paper  that  the  reason  for  this  would  be  the  lym- 
phatic drainage  in  that  direction.  The  glands  are  swollen  and  red 
and  specks  of  lacunar  exudation  are  present.  Abscess  may  result 
following  this  condition  but  it  is  rather  rare.  Lingual  quinzy,  if  this 
term  may  be  used,  is  less  common  than  faucial,  but  when  it  occurs 
edema  of  the  glottis  is  also  present.  I  shall  later  quote  you  a  case 
of  this  condition.  Hemorrhage  is  a  frequent  symptom  of  varix.  It 
is  rarely  profuse  but  is  sometimes  present  on  arising  in  the  morning. 
With  each  succeeding  hemorrhage  the  varicose  condition  is  increased 
and  thus  a  vicious  circle  is  established.  Hemorrhage  from  here  does 
not  produce  anemia,  but  Dickson  lays  important  stress  on  hemorrhage 
in  this  region  and  considers  it  of  diagnostic  importance  in  hemor- 
rhagic lesions  of  the  brain  and  sometimes  in  cardiac  weakness.  As  a 
reflex  symptom  cough  and  foreign  body  sensation  may  be  mentioned. 
Symptoms  of  glossodynia  or  even  imaginary  ulcer  of  the  tongue  may 
result.  Loss  of  taste  may  follow  from  a  fibroid  change  of  the  lingual 
tonsil. 

The  neurotic  element  is  highly  demonstrated  in  those  individuals. 
The  slightest  depression  or  exhaustion  of  the  nervous  system  will 
bring  forth  the  symptoms  prominently  which  are  otherwise  not  mani- 
fest in  those  patients  whose  nervous  organism  is  well  balanced. 
Globus  hystericus  is  frequently  due  to  some  lesion  of  the  lingual 
tonsil.  Paresthesia  may  vary  and  may  even  approach  a  state  of  hys- 
teria. Dynspnea  is  more  often  due  to  nervous  stimulation  than  to 
actual  obstruction.  Cases  where  the  tip  of  the  epiglottis  has  been 
imbedded  into  the  linguas  mass  have  been  reported.  Hhy  therefore, 
cannot  attacks  of  asthma  be  brought  about  by  disease  of  the  lingual 
tonsil  ?  As  a  matter  of  fact,  Casadesus  reported  a  case  of  nocturnal 
asthma  cured  by  the  cautery  applied  to  the  lingual  tonsil.  Severe 
paroxysmal  dyspnea  has  frequently  been  cured  by  local  treatment. 
Diseased  lingual  tonsillar  tissue  is  a  dominating  factor  in  the  etiology 
of  recurrent  colds.  The  barking  cough  of  puberty  is  a  frequent 
occurrence  due  to  slight  enlargement  of  this  tonsil.  The  cough  is 
hard,  sharp,  metallic,  ineffectual,  and  without  other  respiratory 
lesions  and  is  not  relieved  by  the  usual  remedies.  This  constant, 
irritating  cough  is  sufficient  to  cause  impairment  of  health  and  give 
our  patient  great  mental  anxiety  from  his  belief  that  he  has  tuber- 
culosis.   Twenty  to  twenty-five  per  cent  of  the  pathological  changes 
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in  the  lingual  tonsil  occur  in  professional  voice  users  (clergymen, 
lawyers,  school  teachers,  stock  brokers,  auctioneers,  singers,  etc.) 
The  symptoms  will  vary  if  the  condition  is  present  in  the  basso 
voice ;  the  voice  will  be  less  impaired  than  if  present  in  the  soprano 
voice,  where  the  epiglottis  is  more  erect  and  less  apt  to  come  in 
contact  with  the  diseased  lingual  tonsil. 

Of  the  tumors  in  this  region  or  those  arising  from  the  lingual  ton- 
sil there  are  fibroma,  papilloma,  angioma,  cysts  and  lipoma.  Acces- 
sory and  aberrant  thyroids  in  this  region  have  aloso  been  reported. 
When  an  accessory  thyroid  is  present  it  may  be  mistaken  for  hyper- 
trophy of  one  of  the  lingual  nodules  but  the  thyroid  is  then  centrally 
situated  at  the  site  of  the  foramen  cecum  and  is  different  in  appear- 
ance from  the  lingual  tonsil. 

A  malignant  growth  may  make  its  seat  in  the  lingual  tonsil,  though 
rarely  as  a  primary  growth  as  compared  with  the  faucial  tonsil. 

The  acute  infectious  diseases  in  childhood  and  especially  those 
associated  with  throat  lesions  (^diphtheria,  scarlet  fever,  influenza 
and  whooping  cough)  play  an  important  part  as  predisposing  influ- 
ences in  the  production  of  hyperplasia  of  this  gland..  Grippe  or 
influenza  shows  a  special  predilection  for  the  mucosa  of.  the  upper 
air  passages. 

Syphilis  produces  hypertrophy  as  does  also  bronchitis.  Tuber- 
culosis may  be  present  as  an  associated  condition  of  the  diseased 
lingual  tonsil  or  it  may  appear  as  a  primary-  lesion. 

Hypertrophy  or  marked  hyperplasia  occurs  in  middle  or  adult  life 
but  is  seldom  seen  in  children.  The  youngest  case  on  record  is  re- 
ported by  Hickman  of  a  child  who  died  of  asphyxia  at  birth.  Au- 
topsy showed  that  death  was  caused  by  the  enormous  hypertrophy 
of  the  lingual  tonsil.  McBride  reports  a  case  of  a  child  seven  years 
of  age.  Oppenheimer's  report  shows  that  20  per  cent  of  the  hyper- 
plasia cases  under  his  care  seeking  relief  were  between  30  and  40 
years  of  age.  Lennox-Browne  of  London  found  hypertrophy  and 
varix  more  frequent  between  25  and  40  years  of  age.  Clark  thinks 
hypertrophy  is  more  common  between  18  and  35  years  while  John- 
son of  Coffeyville,  Kansas,  found  hypertrophy  between  30  and  45 
years  of  age. 

As  to  sex,  practically  all  men  have  found  the  hypertrophy  to  be 
more  common  in  the  female.  \^aricose  conditions  have  been  found 
by  Phillips  to  be  more  common  in  the  male  sex.  I  should  like  to 
call  attention  to  wdiat  might  be  called  a  coincidence,  namely  that 
neuropathic  reactions  are  more  often  expressed  by  females.     There- 
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fore  this  factor  will  help  make  the  number  larger  as  they  are  more 
apt  to  seek  relief. 

Earlier  in  my  paper  I  referred  to  the  etiology  of  hypertrophy  of 
the  lingual  tonsil.  Ballenger,  in  his  text-book,  states:  "It  is  prob- 
ably caused  by  repeated  or  continued  infection  of  the  lymph  struc- 
tures of  the  pharynx,  fauces  and  pharyngeal  tonsils.  I  should  like 
to  broaden  this  statement  and  add,  that  the  repeated  or  continued 
infection  may  come  from  two  sources:  Infectious  and  constitutional 
diseases ;  from  repeated  contact  of  surrounding  structures  and  the 
intake  of  irritating  foodstuffs,  acids  and  gases.  To  substantiate  the 
latter  remarks,  we  find  many  cases  of  hypertrophy  of  the  lingual 
tonsil  in  people  who  are  fond  of  condiments,  excessive  hot  and  cold 
foods,  alcoholics,  etc.  These  all  have  an  irritating  effect  and  help 
to  keep  up  the  pathological  condition,  at  the  same  time  aggravating 
the  symptoms  already  present.  Another  point :  In  hypertrophy  with- 
out symptoms  the  lingual  tonsil  may  at  the  menstrual  period  become 
congested  to  such  an  extent  as  to  give  rise  to  all  the  symptoms  of 
dysmenorrhea.  I  shall  later  quote  a  case  bearing  out  this  point. 
Ellel  reports  a  case  where  the  cough  and  other  symptoms  com- 
plained of  were  absent  between  the  menstrual  periods.  What  can 
we  conclude  from  this  fact?  May  I  suggest  that  in  pregnancy  where 
the  persistent  cough  cannot  be  explained  it  would  be  well  to  always 
look  for  hypertrophy  of  the  lingual  tonsil. 

Treatment.  The  general  treatment  consists  in  the  removal  of 
alcoholics,  tobacco  and  irritating  or  hot  foods.  Tonic  treatment 
alone  is  of  little  use  and  should  not  be  depended  upon.  Sajous  was 
accustomed  to  give  small  amounts  of  potassium  iodide  and  mercur\' 
even  in  non-specific  cases  and  has  found  the  treatment  of  consid- 
erable help. 

Locally  the  following  may  be  tried:  For  z'arix,  adrenalin,  cocaine 
or  eucaine,  silver  nitrate  in  varied  strengths  from  ]2>^  to  25  per 
cent.  Stronger  solutions  should  be  avoided.  This  drug  or  the  cau- 
tery should  be  tried  in  slight  hypertrophic  conditions.  "Menthol  in 
olive  oil,  .15  grains  to  the  ounce,  or  glycerotannin  should  also  be  tried 
and  are  of  considerable  value.  Other  agents  are  trichloracetic  acid, 
chromic  acid  beaded  on  a  probe  and  passed  over  the  tissue.  Two 
mixtures  that  I  have  used  and  am  fond  of,  both  for  hypertrophic 
faucial  as  well  as  hypertrophic  lingual  tonsils  are :  (1)  Glycerole  of 
iodin.  lodin,  grs.  12  to  IG ;  potassium  iodide  grs.  24  to  32  :  glycerin, 
one  ounce.  (2)  Tincture  of  iodine  one  drachm  to  the  ounce  of 
glycerotannin.  These  mixtures  are  not  original  but  I  have  good 
results  from  them,  especially  with  the  latter  mixture. 
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After  a  course  of  treatment  two  or  preferably  three  times  weekly, 
for  about  three  weeks,  with  little  or  no  improvement,  we  should 
consider  the  operative  means.  A  large  pair  of  curved  scissors  may 
be  used  but  I  do  not  consider  these  as  satisfactory,  at  least  in  my 
hands,  as  the  lingual  tonsillotome.  ^^'hen  operating  for  the  removal 
of  the  lingual  tonsil,  the  same  rule  applies  as  in  the  operation  for 
the  removal  of  the  faucial  tonsil.  That  of  course  is  the  complete  re- 
moval, as  far  as  is  possible,  of  all  lymphatic  and  teat-like  projections. 
When  a  few  are  left  remaining  especially  in  the  median  line,  they 
are  apt  to  keep  up  a  local  irritation  and  set  up  or  retain  the  previous 
reflex  cough. 

For  varicose  conditions  associated,  with  hypertrophy,  the  hyper- 
trophied  tissue  may  be  removed  by  scissors  or  by  tonsillotome.  Even 
better  in  such  cases  would  be  the  galvano-cauter}-. 

For  after-treatment  I  have  followed  what  Ballenger  suggests,  viz., 
massaging  the  wound  with  a  cotton  applicator  dipped  in  a  mixture 
of  equal  parts  of  glycerin,  tincture  of  iodin  and  tincture  of  chloride 
of  iron  at  intervals  of  twenty-four  hours. 

For  abscess  formation  at  the  base  of  the  tongue  involving  the 
lingual  tonsil,  the  treatment,  of  course,  is  free  incision,  followed  by 
hot  alkaline  gargles. 

For  acute  edema  numerous  scarifications  preceded  by  cocaine  and 
adrenalin  locally. 

For  acute  catarrhal  lingual  tonsillitis  and  mycosis,  local  appli- 
cations of  12^/2  to  25  per  cent  of  silver  nitrate. 

Let  me  now  cite  you  a  few  cases  with  what  I  call  typical  symp- 
toms which  should  make  an  examination  of  the  lingual  tonsil  a 
necessity,  if  the  physician  desires  to  do  justice  to  himself  and  to  his 
patient. 

Case  68p.  (AI.  C.  Hosp.  i  Hypertrophy  of  the  lingual  tonsil. 
Symptoms  as  given  by  patient:  "Something  in  the  throat  which  will 
not  come  up  or  go  down.  Belching  of  gas  during  which  act  the 
throat  seems  to  close  up." 

Case  1804.  (M.  C.  Hosp.)  Complained  of  irritation  of  the  throat 
with  hoarseness  at  times.    Also  dry  throat  and  frequent  colds. 

Case  22go.  (M.  C.  Hosp.)  M.  O.  M.  Hysterical  aphonia  with 
hyperemic  and  hyperlrophied  lingual  tonsil.  Symptoms :  After 
talking  a  few  minutes  she  feels  lumps  in  the  throat  followed  by 
aphonia.  No  dysphagia ;  some  phlegm  in  throat.  The  patient  is  of 
nervous  temperament. 

Case  3411.  (M.  C.  Hosp.)  AI.  L.,  male  28;  knitter.  Diagnosis: 
Hypertrophy  of  lingual  tonsil.     History:  Sensation  of  something  in 


698  COHEN  :    THE  UNGUAL  TONSIL. 

the  throat  which  makes  him  cough  in  order  to  get  it  out.  Voice 
occasionally  becomes  thickened ;  states  there  is  a  good  deal  of  im- 
pairment in  speech. 

Case  S5II.  (M.  C.  Hosp.)  S.  J.,  female,  40.  Diagnosis:  Hyper- 
trophy of  faucial  and  lingual  tonsils.  Brief  history:  Rawness  in  the 
throat  especially  at  night.  Feels  as  though  there  is  a  fishbone  in  the 
throat.    Patient  gave  no  history  of  eating  fish.    Has  a  croupy  cough. 

Case  2pgp.  (M.  C.  Hosp.)  H.  B.,  32,  female,  stenographer. 
Diagnosis:  Hypertrophy  of  lingual  tonsil.  History:  Subject  to  at- 
tacks of  sore  throat,  the  last  attack  lasting  two  months  ;  slight  cough  ; 
but  is  annoyed  by  the  necessity  of  hawking  up  of  phlegm  and  occa- 
.^ionally  of  blood.  The  condition  seemed  to  be  worse  during  the 
menstrual  flow.  In  this  latter  case  I  did  not  think  the  condition  of 
the  lingual  tonsil  was  sufficient  to  give  the  patient  the  symptoms 
she  complained  of  and  so  I  called  upon  Dr.  Ridpath  to  examine  the 
patient.  He  advised  removal  of  patient's  lingual  tonsil.  I  followed 
his  advice  and  the  patient  in  a  few  days  was  rid  of  her  trouble.  This 
is  the  case  that  also  had  dysmenorrhea  associated  with  the  lingual 
tonsil  trouble.  It  is  as  a  result  of  this  case  that  I  took  up  this 
subject  in  detail  and  have  attempted  to  give  my  findings  in  this  paper. 

Case  289.  (P.j  E.  D.,  male,  43,  baker,  gave  the  following  his- 
tory :  Previous  to  his  call  to  see  me,  the  patient,  three  months  ago 
had  his  faucial  tonsils  removed  for  the  following  symptoms  :  Fullness 
in  the  throat,  tickling  sensation  and  the  necessity  of  hawking  to  clear 
his  throat  of  mucus  and  phlegm.  Examination  revealed  a  massive 
symmetrical  enlargement  of  the  lingual  tonsil,  The  tip  of  the  epiglot- 
tis was  virtually  sticking  into  the  furrows  of  the  lingual  tonsil.  The 
result  in  short  of  removal  of  this  tonsil  was  that  the  patient  is  entirely 
free  of  all  the  symptoms  previously  complained  of  in  relation  to  his 
throat. 

Case  2044.  (J.  H.)  History  in  brief:  Sore  throat  for  six  years 
so  annoying  as  to  keep  the  patient  awake  many  nights,  constant 
desire  to  clear  the  throat.  Examination  revealed  a  marked  varicosity 
and  on  further  questioning  I  found  that  she  has  been  a  sufferer  of 
some  circulatory  disturbance.  I  have  treated  her  twice  weekly, 
applying  silver  nitrate.  The  reply  at  her  last  visit  was  "she  cannot 
express  what  a  relief  it  was  to  have  a  good  night's  sleep."  The  pa- 
tient has  some  nasal  aflFection  which  prevents  perfect  breathing  and 
will  have  to  be  cleared  up  before  she  is  entirely  cured.  I  could  go 
on  citing  many  cases  but  all  will  give  practically  the  same  symp- 
tomatolog}-. 
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Earlier  in  my  paper  I  mentioned  a  case  of  lingual  abscess  with 
edema  of  the  epiglottis — another  case  which  we  were  able  to  give 
quick  relief,  the  condition  having  been  overlooked  by  the  family 
physician. 

Case  3311.  (M.  C.  Hosp.)  G.  M.,  male,  32;  moulder.  Had  an 
attack  of  tonsillitis  ten  days  before  I  saw  him.  First  the  left  and 
then  the  right  tonsil  became  affected.  He  was  directed  to  use  gargles 
but  received  no  benefit  from  their  use.  He  noticed  that  he  began  to 
have  painful  dysphagia.  After  another  visit  to  the  family  physician 
he  was  directed  to  continue  the  use  of  the  gargle  but  with  no  relief. 
On  examination  the  patient  remarked  to  me  that  the  condition  an- 
noyed him  so  much  that  he  was  tempted  to  end  his  life.  Examina- 
tion revealed  an  inflamed  and  swollen  posterior  portion  of  the 
tongue,  diseased  tonsils,  edema  of  the  epiglottis  and  the  whole  tongue 
heavily  coated.  Under  cocaine  anesthesia  I  made  several  scarifica- 
tions in  the  glosso-epiglottic  space  followed  by  a  deep  incision  of  the 
left  lingual  tonsil.  Pus  at  once  oozed  out.  Hot  alkaline  gargles  and 
medicated  inhalations  were  ordered.  On  the  following  day  the  pa- 
tient declared  that  he  would  remain  in  this  world  and  that  he  was 
perfectly  well.  My  advice  to  have  his  faucial  tonsils  taken  out  was 
cast  off  with  the  excuse  that  "'he  could  not  spare  the  time." 

Part  of  the  title  of  this  paper  is  the  "Neglect  of  the  Lingual  Ton- 
sil."' I  have  not  directly  emphasized  this  aspect  but  by  trying  to 
prove  the  frequency  with  which  this  tonsil  is  the  cause  of  many 
throat  symptoms,  I  will  have  satisfied  myself  and,  I  trust,  also  my 
audience  that  this  structure  is  greatly  overlooked.  I  have  studied 
over  three  thousand  history  cards  in  two  dispensaries  that  I  am 
associated  with,  and  in  one  dispensary  about  33  per  cent  of  the  cards 
have  the  condition  of  the  lingual  tonsil  recorded.  In  the  other  in- 
stitution about  5  per  cent  of  the  histories  have  note  of  the  condition ; 
in  other  words,  a  gross  neglect  in  the  examination  of  the  throat  and 
an  injustice  to  our  patients  with  no  advancement  of  intelligence  to 
ourselves.  In  the  above  three  thousand  cases  we  found  55  cases  of 
abnormal  conditions  of  the  lingual  tonsil.  Of  these,  forty-three  were 
hypertrophied  ;  eight  varicosities  :  two  combined,  i.  e.,  varicose  con- 
dition associated  with  hypertrophy ;  one  abscess  condition.  Of  the 
hypertrophied  tonsils,  one  of  the  cases  was  associated  with  edema. 

Of  the  55  cases,  37  were  females  and  18  were  males,  or  67  per 
cent  and  33  per  cent  respectively.  Twelve,  or  22  per  cent  of  the 
cases  were  under  20  years  of  age:  16,  or  29  per  cent  were  between 
20  and  30  and  27,  or  19  per  cent  were  30  and  above,  up  to  70  years 
of  age. 
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Further  study  revealed  the  following  facts :  Sixteen  had  no  asso- 
ciated condition  ;  four  had  such  condition  as  deflected  septum  or  spur 
of  the  septum,  conditions  which,  tO  my  mind,  have  no  material  bear- 
ing. Ten  cases  were  associated  with  hypertrophied  faucial  tonsils 
which  might  have  some  bearing,  especially  those  cases  under  twenty 
years  of  age.  The  remaining  25  cases  had  such  conditions  as  laryn- 
gitis, pharyngitis,  lupus,  glossitis,  rhinitis  and  sinusitis,  which  I  firmly 
believe  are  factors  in  the  production  of  the  vicious  circle  of  the 
symptom  complex.  Of  the  first  thirty  cases  mentioned,  the  study 
revealed  that  those  cases  are  either  below  25  years  of  age  where  the 
lingual  tonsil  has  failed  to  atrophy  or  has  remained  hypertrophied 
by  its  association  with  its  neighbors  the  faucial  tonsils  or  that  in 
those  cases  past  middle  life,  the  condition  has  been  brought  about 
by  an  impairment  of  the  circulation,  some  constitutional  disturbance 
or  nervous  state,  but  not  by  any  local  condition  such  as  pharyngitis, 
tuberculous  laryngitis,  etc.,  as  a  primary  condition  per  se. 

Conclusions.  1.  The  lingual  tonsil  is  greatly  neglected  in  the  ex- 
amination of  the  throat. 

2.  Hypertrophy  is  a  more  frequent  occurrence  in  females  than  in 
males. 

3,  Varicose  condition  of  this  tonsil  is  a  frequent  association  of 
hypertrophy  and  is  present  in  persons  with  disturbed  circulation,  be- 
ing especially  frequent  in  tuberculous  patients.  In  my  work  at  the 
Lucien  AIoss  Home  for  Tuberculous  and  Incurable  patients,  prac- 
tically all  of  the  tuberculous  patients  have  varicose  lingual  tonsils. 

4.  In  my  study  of  55  cases  of  diseased  lingual  tonsils  the  time  of 
more  frequent  occurrence  was  between  30  and  45  years  of  age. 

5,  I  firmly  believe  that  there  is  some  connection  between  the 
lingual  tonsil  when  hypertrophied  or  otherwise  diseased  and  ovarian 
disturbance,  possibly  a  similar  connection  to  the  congestive  swelling 
and  sensibility  of  the  tuberculum  septi  and  anterior  end  of  the  in- 
ferior and  middle  turbinates  in  dysmenorrhea. 
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A    MORE    ACCURATE    METHOD    OF    RECORDING  TRACINGS 
ON  THE  GLATZEL  MIRROR. 

Dr.  William  O.  Boxser,  Toledo,  Ohio. 

In  the  use  of  the  Glatzel  mirror  in  a  routine  examination  of  the 
nasal  passages,  one  of  the  principal  difficulties  for  those  who  keep 
mimeographic  copies  of  the  results,  is  the  accurate  charting  with  the 
wax  pencil  of  these  results  from  the  mirror. 

One  is  expected  to  wait  fifteen  or  twenty  seconds  after  the  mirror 
is  exhaled  upon  and  then  make  a  rapid  tracing  with  a  wax  pencil 
of  the  quickly  vanishing  moisture  of  condensation. 


It  is  in  this  step  that  the  greatest  source  of  error  occurs.  Where 
the  condensation  is  at  all  large  as  much  as  five  to  seven  seconds 
are  lost  in  completing  the  tracing  of  the  right  and  left  sides.  One 
may  be  able  to  roughly  trace,  say,  the  condensation  on  the  right  side, 
hut  by  the  time  this  is  done  the  condensation  on  the  left  side  of 
the  mirror  is  much  smaller  owing  to  the  rapid  evaporation.  Then 
again  there  is  the  question  ot  the  personal  equation  which  enters 
ver\-  much  into  the  tracing  through  the  use  of  the  free-hand.  These 
factors  are  such  that  many  mimeographic  records  are  but  a  poor 
copy  of  the  condensation  as  originally  revealed  by  the  mirror. 

These  facts  have  prompted  me  to  detail  the  method  I  have  been 
using  for  some  time.  This  consists  in  the  use  of  a  dusting  powder 
which  can  be  dusted  over  the  mirror  with  instant  application  at  the 
end  of  fifteen  seconds  (the  time  at  which  I  record  my  results). 
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Gently  blowing  ofif  the  excess  powder  there  is  accurately  and 
relatively  recorded  the  right  and  left  precipitation  by  means  of  the 
powder  which  becomes  adherent  to  the  condensed  moisture  (Fig.  2). 

This  area  with  the  powder  adherent  stands  out  very  distinctly  and 
it  is  an  easy  matter  then  to  transfer  the  picture  to  the  mimeograph 
sheets. 


Fig-.  2. 

The  powder  used  is  dry  sodium  bicarbonate.  I  have  been  using  a 
wide  mouth  bottle  having  a  screw  cap.  Over  the  mouth  I  fasten  a 
single  layer  of  gauze  by  means  of  an  elastic  rubber  band,  the  metal 
cap  screwing  over  this  when  not  in  use  to  keep  the  powder  from 
becoming  damp  (Fig.  1). 

302   Colton   Building. 


Abscess  of  the  Thyroid  Gland.  F.  Lv/.,  Brazil  Medico,  Xo.  10, 
March  10,  1917. 
Patient,  a  woman  50  years  old,  who  had  had  the  goiter  for  2o 
years  but  it  never  gave  her  any  trouble.  A  few  months  ago,  after 
an  attack  of  dysentery  a  large  tumor  developed  in  the  thyroid  with 
a  fistula  into  the  esophagus.  Some  pus  was  expelled  into  the  esoph- 
agus, relieving  the  acute  symptoms,  but  the  abscess  required  incision 
and  drainage.  Subsequently  the  author  resected  the  left  lobe  of 
the  thvroid  in  which  the  tumor  was  located.  Ed. 


EAR,  NOSE  AND  THROAT  INSTRUMENT  BOX. 

Dr.  Alice  G.   Brvaxt,   Boston,   Mass. 

The  diagram  represents  a  small  box  containing  the  requisite  num- 
ber of  ear,  nose  and  throat  instruments,  conveniently  arranged  and 
easily  sterilized,  for  house  to  house  visits.  It  will  be  noted  that  the 
cover  is  provided  with  a  series  of  holes,  and  the  base  is  likewise 
perforated,  as  is  also  the  posterior  side.  A  hole  has  been  drilled 
through  the  swivel  key.  through  which  a  hooked  wire  may  be  passed. 
By  means  of  this  support,  the  box  may  be  placed  in  boiling  water 
and  removed  from  the  same.  The  wire  hook  serves  as  an  admirable 
handle  for  easily  and  quickly  removing  the  box  from  its  container 
and  placing  it  wherever  desired. 


Instrument   Box. 

The  interior  of  the  box  is  compactly  provided  with  instruments, 
in  two  ways.  In  the  first  place,  there  are  those  placed  in  its  floor. 
Then  there  are  those  held  in  a  tray  that  extends  three-quarters  way 
across  the  box.  The  tray  is  supported  by  means  of  four  small  pegs 
mounted  in  the  floor.  To  enable  the  tray  to  be  held  securely  in 
place,  three  upright  pins,  arising  from  the  floor,  are  fitted  into  as 
many  holes  in  the  tray. 

The  instruments  arranged  in  racks  in  the  tray  are,  from  front  to 
back: 

A  folding  tongue  depressor,  a  stapes  hook  or  foreign  body  hook, 
two  small  needle-pointed  knives,  two  handles  for  the  above  needle- 
pointed  knives,  Dr.  Jack's  ear  forceps,  Dr.  McKay's  ear  forceps. 

In  the  bottom  of  the  box,  to  the  right  of  the  tray,  there  are  four 
or  five  ear  specula  and  a  small  nasal  speculum  held  in  place  by 
forked  supports.  Other  instruments  found  here  and  beneath  the 
tray   are  two  post-nasal  applicators  that  may  be  used   in  turn  in 

♦Being  a  paper  read  at  the  tw-'entieth  annual  meeting  of  the  American 
Academy   of   Ophthalmology    and   Oto-Laryngology,    Chicago,    October,    1915. 
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one  of  the  above  knife  handles,  a  bullet-tipped  probe,  a  chromic 
acid  nasal  applicator,  a  peritonsillar  knife,  two  silver  ear  catheters, 
a  laryngoscopic  mirror,  one  dozen  alumino-bronze  ear  and  nose  ap- 
plicators. 

The  box  is  made  of  copper  and  is  nickeled ;  the  tray  is  made  of 
aluminum. 

This  case  is  16,510  cm.  long,  9.906  cm.  inches  wide,  and  2.032  cm. 
high. 

502  Beacon  Street. 


BONE  GRIPPING  FORCEPS. 

Dr.  Alice  G.  Bryant,  Boston,  Mass. 

Let  us  consider  a  bone  forceps,  or  what  1  like  to  call  a  grip- 
ping forceps.  Many  surgeons  are  probably  familiar  with  the 
ordinary  construction  of  these  forceps.  We  will  briefly  refer  to 
them.  Two  strong  bowed  handles  are  held  apart  by  two  power- 
ful springs,  which  are  attached  to  the  inner  surfaces  of  the  han- 
dles.    The  spjings  interlock  near  the  juncture  of  the  handles. 

The  handles  meet  and  cross  by  the  fore  handle,  slipping 
through  the  hind  angle.  The  hind  handle  from  an  angle  of  60 
degrees  continues  on  its  way  to  make  the  lower  horizontal  blade. 
It  is  stationary  and  extends  beyond  the  terminal  of  the  fore 
handle,  while  the  fore  handle,  which  is  movable,  is  extended 
from  an  angle  of  70  degrees  to  the  horizontal  and  continues  on 
its  way  to  make  the  upper  blade.  It  slides  over  the  upper  sur- 
face of  the  lower  blade  by  peg  and  groove  devices ;  and,  at  this 
point,  I  now  pass  to  the  terminals  of  the  forceps,  a  device  I  wish 
to  lay  emphasis  upon. 

Several  years  ago,  two  patients  presented  themselves  for  oper- 
ation. There  existed  a  unilateral  bony  occlusion  of  the  pos- 
terior nares  with  cystic  condition  of  the  antra.  The  walls  were 
abnormally  thickened  in  places,  shelving  to  thin  places  here  and 
there,'  in  cross-section,  much  like  a  "V"  in  shape.  The  half- 
dozen  or  more  different  forceps  I  possessed,  and  many  more 
that  I  had  seen,  did  not  appeal  to  me  for  the  work  in  hand.  Now 
I  happened  to  notice  that  the  opposing  surfaces  of  the  terminals 
of  all  these  forceps  met  in  parallel  planes.     Therefore,  later,  I 

•Read  at  the  twentieth  annual  meeting'  of  the  American  Academy  of 
Ophthalmologry  and  Oto-Laryng:ology,  Chicago,  October,  1915. 
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decided  to  devise  terminals  with  greater  gripping  power,  and 
then  I  worked  out  the  terminals  to  the  above  described  forceps. 
The  lower  blade  I  had  made  to  terminate  in  a  fenestrated  hood, 
oval  in  shape,  compressed  from  side  to  side  and  flattened  at  its 
base.  This  hood  was  made  to  serve  as  a  receiver  for  material 
removed.  In  its  distal  wall  three  holes  had  been  drilled  to  en- 
able one  to  push  out  the  contained  debris.  The  upper  blade 
mounded  up  at  its  terminal,  and  its  distal  wall  facing  the  hood 
was  made  to  slant  forward  at  an  angle  of  8  degrees,  so  that  the 
apex  of  this  surface  would  first  impinge  upon  the  bone.     The 
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upper  blade  slipped  into  the  hood  of  the  lower  blade  along  the 
entire  length  of  the  hood.  The  distal  surface  of  the  upper  blade 
was  concave  and  its  edges  were  serrated.  When  not  in  use  the 
distal  and  proximal  surfaces  of  the  respective  upper  and  lower 
blades  at  the  base  were  separated  at  a  distance  of  .0095  cm.  It 
now  remains  for  me  to  refer  briefly  to  the  advantages  gained  by 
this  kind  of  device.  The  forward  projection  on  the  upper  blade 
with  its  concave  surface  and  serrated  edges  enables  one  to  take  a 
firm  hold  of  the  bone  and  by  this  device  to  get  rid  of  the  evil  of 
slipping.  Thus  the  bone  may  be  held  between  the  two  terminals 
of  the  upper  and  lower  arms  in  griplike  fashion. 

502  Beacon  Street. 


GLASS  SCREEN  WITH   ADJUSTABLE  STANDARD. 

Dk.  Alice  G.  Bryant,  Boston,  Mass. 

It  will  be  seen  that  this  figure  presents  an  upright  support,  that 
is  bent  at  a  right  angle  at  its  upper  terminal ;  and,  from  this  hori- 
zontal extension,  a  framed  pane  of  glass  is  suspended  by  means 
of  two  hooks.  To  be  more  explicit,  this  horizontal  rod,  .9522  cm. 
in  diameter,  is  -ii.ioU  cm.  in  length.  At  its  right  extremity,  it  ter- 
minates in  a  hook.  At  its  left  extremity,  it  dips  perpendicularly  for 
,0762  cm.  There  it  curves  outward  to  the  left,  until  its  maximum 
distance  from  a  plumb  line  falling  from  the  left  extremity  of  the 
horizontal  rod  is  9.207  cm.  At  this  point,  it  curves  inward  to- 
ward the  right,  and  finally  assumes  the  perpendicular  for  .0254 
cm.  The  perpendicular  distance  between  the  upper  and  lower 
terminals  of  the  rod  measures  44.450  cm.  This  rod  is  encircled 
by  an  immovable  collar  at  its  lower  extremity.  Then  the  rod 
extends  for  13.335  cm.  in  a  tube  17.145  cm.  long  by  2.963  cm.  in 
diameter.  The  tube  is  mounted  by  a  cufif,  an  inch  in  depth, 
upon  which  rests  the  immovable  collar  of  the  enclosed  rod,  by 
means  of  which  the  rod  is  kept  from  swaying. 

This  rod  can  be  raised  or  low  ered  in  the  tube.  It  can  be  ad- 
justed as  to  height  and  securely  fastened  by  means  of  a  screw 
which  passes  through  the  outer  side  of  the  cuff  of  the  tube,  and 
thus  the  pane  of  glass  may  be  conveniently  placed  as  to  height. 
Further,  this  tube  terminates  in  a  fixed  collar  7.302  cm.  deep. 
From  the  posterior  surface  of  the  collar  project  two  stationary 
horizontal  flanges  that  are  separated  for  a  distance  of  2.698  cm. 
Through  the  lowest  flange,  at  its  outer  extremity,  a  hole  has  been 
df"ilied  and  threaded,  and  an  upright  screw  passes  through  it; 
and  it  may  be  made  to  impinge  upon  the  under  surface  of  the 
upper  flange.  One  is  enabled  to  clamp  the  iron  standard  to  a 
treatment  table,  by  turning  the  screw  by  means  of  the  cross- 
beam handle.  The  screen  is  of  plate  glass  mounted  in  an  ebon- 
ized  wood  frame,  and  it  is  50.165  cm.  in  length,  b\'  42.545  cm.  in 
breadth. 

The  salient  features  of  this  apparatus  are :  The  bowing  out 
of  the  upright  rod  serves  as  a  loophole  for  hand  and  forearm  to 

*Read  at  the  twentieth  annual  meeting-  of  the  .American  Academy  of 
Ophthalmology  and  Oto-Laryngology,  Chicago.  October,  1915. 
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pass  between  the  screen  and  rod  during  examinations  and  treat- 
ments. Thus  we  avoid  touching  either  the  screen  or  its  stand- 
ard. The  screen  is  held  lightly  between  the  flexor  surfaces  of 
our  forearms.  The  patient,  by  means  of  the  hooked  end  of  the 
horizontal  rod,  may  easily  swing  the  screen  into  position,  or 
return  it  to  its  stall  by  a  suggestion  from  the  physician.  For 
several  reasons,  a  screen  and  standard  of  this  device,  or  of  a 
simlar  device,  should  be  a  necessary  requisite  for  every  ear,  nose 
and  throat  treatment  table.     First,  the  object  in  view  is  no  small 


Glass   Screen    with    Adjustable    Standard. 

one,  when  we  consider  the  sense  of  security  it  gives  patients,  in 
so  fa^-  that  they  may  cough  at  the  screen  and  not  at  the  physician 
when  their  throats  are  undergoing  an  examination.  It  clearly 
is  a  boon  to  sensitive  patients. 

Second,  there  is  a  relaxation  on  the  part  of  the  patient. 

Finally,  it  is  very  efrective  in  permitting  a  more  thorough  and 
more  prolonged  examination,  and  it  is  more  sanitary  both  for 
patient  and  physician. 

502  Beacon  .Street. 


SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION  ON  LAKYXtiOLOGY   AND  KHINOLOGY'. 

April  25.  Wn. 

Laryngectomy  for  Epithelioma.       Du.    Hubi^rt   Arrowsmith,    by    courtesy 
of  Dr.  p.  H.  Stuuges. 
(To  be  published  in  a  subsequent  issue  of  Thk  Laryngoscope.) 

DISCUSSION. 

Di{.  Harris  said  that  the  successful  cases  of  laryngectomy  are  still  so 
few  that  Dr.  Arrowsmith  was  to  be  heartily  congratulated  on  the  result 
in  this  instance.  It  was  a  very  beautiful  operation.  The  case,  however, 
suggested  two  important  questions:  first,  the  wisdom  of  employing  radium 
in  such  cases.  One  should  never  lose  sight  of  the  fact  that  radium  is 
not  only  an  agent  for  good  but  that  it  may  be  an  agent  for  evil;  and  in 
this  instance  it  may  have  done  what  it  is  known  to  do  frequently,  i.  e., 
increase  tissue  growth.  The  other  question  had  been  recently  discussed 
in  the  New  York  Medical  Record — namely,  the  propriety  of  removing  a 
portion  of  the  growth  for  diagnosis,  and  allowing  a  greater  or  less 
interval  to  elapse  before  the  operation.  There  is  certainly  much  to  be 
said  against  this  procedure.  As  much  as  fifteen  or  twenty  years  ago 
Sir  Felix  Semon  declared  that  there  was  great  danger  in  allowing  any 
interval  of  time  to  elapse — certainly  not  as  much  as  two  weeks — between 
the  removal  of  a  section  and  later  operation. 

Dr.  Harmon  Smith  asked  if  the  larynx  had  been  microscopically  exam- 
ined after  its  removal.  He  cited  an  instance  of  a  case  reported  by  Sir 
St.Clair  Thomson  where  carcinoma  of  the  larynx  had  been  removed  in- 
advertently, where  the  effort  of  the  operator  had  been  exercised  only  to 
remove  a  specimen  for  microscopical  examination.  The  microscopist 
assured  him  that  he  had  fully  circumscribed  the  malignant  growth  in 
the  piece  removed.  Shortly  afterward  there  appeared  a  large  mass  of 
granulation  tissue  at  the  place  from  whence  the  growth  had  been  removed 
and  it  was  with  great  restraint  that  he  was  able  to  withhold  further 
operative  measures,  but  believing  firmly  in  the  report  of  the  microscopist 
that  all  of  the  malignant  tissue  had  been  removed,  he  did  not  operate  but 
treated  the  granulations  as  granulations  are  treated  elsewhere  and 
after  a  short  period  it  all  disappeared. 

A  year  and  one-half  after  the  removal  of  the  growth  there  was  no 
reappearance  of  the  cancer. 

Dr.  Smith  said  he  had  understood  Dr.  Arrowsmith  that  ten  or  twelve 
days  subsequent  to  the  removal  of  the  growth  he  had  feared  a  recurrence 
and  that  radium  was  then  applied. 

Du.  Arrowsmith  expressed  his  regret  that  he  had  not  made  himself 
clearly  understood.  He  had  stated  that  the  specimen  was  removed  at 
the  first  sitting,  and  that  at  the  second  sitting,  ten  days  or  two  weeks 
later,  all  the  visible  mass  of  the  growth  was  removed  under  suspension. 
Dr.  Abbe  had  suggested  this,  with  the  idea  that  after  it  had  been  done 
he  would  apply  radium,  but  it  was  not  applied  at  all.     Dr.  Arrowsmith 
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said  that  after  talking  tlie  matter  over  with  Dr.  Sturgis  lie  had  urged 
the  complete  removal  of  the  larynx,  and  the  delay  in  doing  this  was 
because  it  took  a  long  time  to  persuade  the  family  to  make  up  their 
minds.  There  had  been  a  very  decided  change  between  the  time  when 
the  specimen  was  removed  and  the  removal  of  the  mass, — there  was  a 
very  marked  extension  of  the  growth  in  that  period. 

As  to  whether  or  not  the  larynx  had  been  examined  after  removal,  he 
could  not  say.  He  had  not  seen  it  since  removal.  The  removal  under 
suspension  was  performed  on  February  2;  ten  days  later  the  laryngectomy 
was  performed. 

Dr.  Smith  said  that  the  point  he  wished  to  make  was  that  frequently 
after  the  removal  of  malignant  tissue  there  would  spring  up  in  its  place 
granulation  tissue  assuming  the  nature  of  the  original  growth  and  tend- 
ing to  lead  the  operator  to  conclude  that  he  has  a  recurrence  of  the 
malignancy.  Recently  there  occurred,  at  the  Manhattan  Eye  and  Ear  Hos- 
pital, in  his  own  clinic,  a  case  in  which  a  sarcomatous  tonsil  had  been 
removed  and  a  week  later  the  operator  was  desirous  of  sending  the  pa- 
tient to  the  General  Memorial  Hospital  for  treatment  by  radium,  in  the 
belief  that  the  presence  of  an  immense  amount  of  granulation  tissues 
was  a  recurrence  of  the  sarcoma,  but  upon  further  consideration  the  case 
was  held  under  observation  and  the  granulation  tissue  disappeared  and 
no  evidence  of  recurrence  of  the  growth  has  since  appeared.  Removal  of 
malignant  growths  from  the  larynx  is  almost  invariably  followed  by 
the  appearance  of  granulations,  which  is  the  only  means  by  which  the 
process  of  healing  can  take  place  upon  denuded  cartilage. 

Dr.  Smith  said  that  he  had  sent  several  cases  of  carcinoma  of  the 
larynx  to  the  General  Memorial  Hospital,  in  each  of  which  tracheotomy 
had  been  previously  performed  and  in  each  instance  radium  was  applied 
by  a  very  eminent  specialist  in  this  line,  but  in  no  case  had  he  been  able 
to  observe  any  benefit  from  its  application. 

Dr.  McCoy  said  that  this  was  a  subject  which  was  always  fruitful  for 
discussion,  and  one  in  which  one  should  emphasize  the  points  learned 
in  his  own  experience.  The  first  point  that  comes  up  is  the  possibility 
of  this  condition  being  specific.  He  had  heard  of  cases  in  which  larynges 
had  been  removed  because  the  patients  had  what  was  supposed  to  be  a 
malignant  growth,  which  subsequent  examination  proved  to  be  sj'philitic. 
Everyone  is  aware  that  the  Wassermann  test  is  not  always  to  be  relied 
upon.  A  patient  may  have  a  "Wassermann  test  made  by  one  man  who 
will  pronounce  it  negative,  while  another  man  may  make  another  test 
and  find  it  three  plus  or  four  plus.  One  should  always  have  the  most 
reliable  man  that  can  be  found  to  make  the  test. 

In  regard  to  removal  of  a  section  for  examination,  the  pathologist 
(at  the  Infirmary)  states  that  it  takes  him  at  least  five  days  to  harden 
and  thoroughly  examine  a  specimen,  and  that  five  days  can  readily 
stretch  into  six  or  seven.  It  had  therefore  been  his  practice  to  do  a  low 
tracheotomj',  and  at  the  same  time  take  a  section  from  the  laryngeal 
growth.  The  pathologist  then  takes  from  five  to  seven  days  to  make  a 
report.  Having  made  up  your  mind  pretty  well  that  the  growth  is 
malignant,  it  would  seem  that  that  would  not  be  too  long  a  time  to 
elapse  between  removal  of  the  section  and  removal  of  the  entire  larynx. 
One  might  have  a  frozen  section  made,  but  it  was  not  certain  that  that 
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was  a  sufficiently  reliable  method  to  warrant  a  radical  operation.  Dr. 
McCoy  said  that  he  had  presented  two  such  cases  before  the  Section 
in  the  last  year,  upon  which  he  had  operated  by  a  technique  w-hich  he 
had  found  very  effective — it  consisted  in  observing  a  triad  *  *  *  which 
if  followed  faithfully  gave  an  absolutely  uneventful  convalescence.  Here- 
tofore a  very  stormy  convalescence  has  been  e.xpected  after  a 
laryngectomy. 

The  method  which  he  advises  is  first  a  very  low  tracheotomy;  second, 
sterilization  of  the  mouth  and  teeth  as  thoroughly  as  possible;  third 
(what  he  considers  a  very  great  aid),  rectal  anesthesia  (Gwathmey 
method). 

The  cases  that  he  had  presented  went  through  a  practically  uneventful 
convalescence.  Since  then  he  had  operated  upon  a  third  case  which  ter- 
minated fatally,  because  of  the  non-observance  by  the  house  surgeon  of 
a  cardinal  principle;  that  is,  frequent  change  of  dressings  in  upper  part 
of  wound.  This  patient  not  only  had  carcinoma  of  the  larynx,  but  it  had 
extended  four  inches  down  into  the  esophagus  so  that  upper  end  of 
esophagus  had  to  be  resected,  and  he  turned  the  esophagus  into  the  neck 
as  w^ell  as  the  trachea;  nevertheless,  the  operation  w-as  successfully  per- 
formed and  he  w-ent  on  splendidly  for  a  week,  wnth  only  a  slight  rise 
of  temperature.  Then  the  dressings  were  turned  over  to  the  house  sur- 
geon, and  instead  of  repacking  and  keeping  the  upper  wound  dressed 
diurnally,  he  got  the  idea  that  the  thing  to  do  was  to  slowly  pull  out 
this  packing,  and  at  the  end  of  the  w^eek  some  of  the  secretion  infected 
from  the  curette  got  into  the  patient's  trachea,  and  he  died  of  pneumonia 
in  twenty-four  hours. 

Dr.  J.  G.  Callisox  said  that  the  rapid  growth  of  this  tumor  between 
the  time  of  removal  of  a  piece  for  diagnosis  and  the  operation  illustrated 
the  impotrance  of  shortening  the  time  interval.  In  a  number  of  the  more 
recent  methods  of  handling  tissue,  the  diagnosis  can  be  made  in  forty- 
eight  hours  at  the  outside.  Dr.  Strong,  of  the  Woman's  Hospital,  recent- 
ly published  a  paper  describing  a  method  of  handling  tissues  by  which 
he  makes  routine  diagnoses  in  less  than  forty-eight  hours. 

Dr.  Callison  said  further  that  he  himself  had  recently  modified  the 
ordinary  alcohol-anilin  oil-xylol-paraffin  method  of  fixation  so  that  it  is 
frequently  possible  to  return  a  diagnosis  in  much  less  time  than  forty- 
eight  hours.  He  had  also  seen  some  very  excellent  alcohol-acetone-paraf- 
fin specimens  in  which  a  diagnosis  was  returned  in  three  hours  after 
the  specimen  was  received  at  the  laboratory.  That  method,  however, 
required  a  more  than  ordinarily  well  trained  attendant;  but  it  is  possible 
for  any  ordinarily  well  trained  attendant  to  prepare  sections  for  diag- 
nosis inside  of  forty-eight  hours. 

Dn.  MacKkxty  said  that  in  Dr.  Arrowsmith's  case  the  one-stage  could 
not  have  been  done,  but  whenever  possible  he  prefers  that  method.  In 
this  country  the  two-stage  operation  is  usually  preferred.  Dr.  Arrow- 
smith  was  to  be  congratulated  on  his  result.  He  agreed  with  Dr.  Smith 
that  radium  is  useless  in  cancer  of  the  larynx.  It  has  never  been  proved 
to  effect  a  cure  of  the  disease. 

The  removal  of  tissue  should  be  discouraged,  as  it  increases  the  danger 
of  dissemination  of  the  disease.     When  the  esophagus  is  involved,  opera- 
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tion  is  useless  and  operating  on  hopeless  cases  throws  discredit  on  the 
operation.  If  the  disease  extends  beyond  the  arytenoids,  nothing  short 
of  block  dissection  of  the  neck  will  give  the  patient  any  permanent  help. 
The  growth  will  recur  every  time,  though  it  may  be  slow  in  appearing. 
In  one  instance  two  and  one-half  years  elapsed  after  the  laryngectomy 
before  the  neck  became  involved.  This  was  an  advanced  ca^e  in  which 
the  block  dissection  of  the  neck  was  not  done. 

Dr.  St.Clair  Thompson's  case  should  not  have  been  published,  for  it 
encourages  the  method  of  attack  which  is  worse  than  useless. 

Dr.  Hakmox  Smith  said  that  Sir  St.Clair  Thomson  stated  positively 
that  the  entire  growth  w^as  removed  inadvertently  and  that  his  effort  had 
only  been  to  remove  a  piece  for  microscopic  examination,  but  that  Dr. 
Lynch,  of  New  Orleans,  had  reported  a  case  in  which  the  malignant 
growth  of  the  larynx  had  been  removed  by  suspension,  with  the  full 
intention  of  complete  removal,  and  the  case  had  turned  out  successfully. 

T)ii.  Yankateu  said  he  wished  to  make  a  few  comments  on  Dr.  Arrow- 
smith's  attempt  to  remove  a  carcinoma  of  the  larynx  by  suspension,  with 
the  laryngoscope.  Some  cases  can  undoubtedly  be  removed  by  this  method. 
Some  time  ago  he  himself  had  at  Mount  Sinai  Hospital  a  case  of  car- 
cinoma involving  the  epiglottis,  both  ary-epiglottic  folds  and  one  of  the 
false  cords.  The  patient  refused  operation,  and  even  tracheotomy,  but 
he  was  w-illing  to  submit  to  anything  that  could  be  done  intralaryngeally. 
Accordingly  the  epiglottis  was  removed,  with  both  ary-epiglottic  folds, 
and  the  arytenoid  and  the  mucous  membrane  was  stitched  together.  This 
was  done  without  tracheotomy.  There  was  no  edema  afterward,  and 
the  parts  apparently  healed,  but  within  a  month  afterward  the  mass 
began  to  reappear  in  the  anterior  commissure  which  gradually  developed, 
and  in  four  months  a  tracheotomy  had  to  be  done.  Immediately  follow- 
ing operation — a  week  afterward — radium  was  applied  to  this  case.  It 
was  given  with  the  largest  tube  that  could  be  inserted.  The  patient 
had  not  then  been  treacheotomized  and  the  radium  tube  could  not  be 
introduced  into  the  larynx,  for  the  patient  could  not  breathe,  so  a  special 
intubation  tube  was  made.  In  order  to  prevent  the  deleterious  action  of 
some  of  the  rays  it  was  necessary  to  surround  the  radium  with  a  definite 
amount  of  rubber,  and  it  was  a  pretty  close  fit  to  get  the  tube  in  and 
allow  room  for  the  patient  to  breathe.  In  order  to  get  around  this 
diflficulty,  a  lateral  opening  was  provided,  so  that  if  necessary  the  patient 
might  be  given  oxygen  without  removing  the  tube.  The  tube  was  left 
in  for  eight  hours.  A  number  of  these  applications  were  made,  but  in 
spite  of  this  the  growth  recurred,  and  it  was  necessary  to  do  tracheotomy. 
The  patient  has  since  died. 

The  attempts  to  remove  these'  growths  with  the  laryngoscope  will  fail 
when  the  growth  is  extra-laryngeal ;  but  cases  with  a  strictly  intra- 
laryngeal  carcinoma  of  the  kind  where  a  laryngotomy  would  otherwise 
be  performed  with  removal  of  the  vocal  cord,  can  be  done  under  sus- 
pension. 

Dr.  Carter  said  that  his  observations,  gained  not  from  personal  experi- 
ence but  from  study,  was  that  carcinoma  of  the  larynx  during  its  early 
stages,  when  confined  to  the  cartilaginous  laryngeal  box  may  be  attacked 
with  some  hope  of  eradicating  it  by  intra-laryngeal  methods.  From  what 
the  previous  speaker  had  said,  it  would  seem  that  he  considered  it   im- 
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possible  to  remove  such  a  growth  without  complete  removal  of  the  larynx, 
even  in  the  earliest  stages  of  the  disease. 

Dii.  Sturges  said  that  he  had  nothing  to  add  to  the  report  excepting 
to  say  that  the  specimen  had  been  examined  by  two  pathologists,  and  the 
fact  that  both  found  it  to  be  a  squamous  epithelioma  proved  the  diag- 
nosis to  be,  in  all  probability,  correct. 

Dr.  Ahkowsmitii,  in  closing,  said  he  was  sorry  he  had  either  read  so 
indistinctly  or  that  the  report  was  so  constructed  that  he  had  been  mis- 
understood. The  facts,  however,  were  all  right,  and  Dr.  Sturges  was  to 
be  congratulated.  Dr.  Arrowsmith  did  not  try  to  remove  under  suspen- 
sion laryngoscopy;  it  was  the  suggestion  of  Dr.  Abbe  that  as  much  as 
possible  should  be  removed  so  that  radium  might  be  applied.  It  was  cer- 
tainly Dr.  Arrowsmith's  judgment,  and  he  did  it  under  protest. 

Dr.  Arrowsmith  said  he  was  glad  that  Dr.  Smith  and  Dr.  MacKenty 
had  come  out  so  definitely  on  the  matter  of  radium  in  malignant  dis- 
ease. What  they  had  said  corresponded  with  his  own  views  on  the  sub- 
ject. Dr.  MacKenty  has  practically  demonstrated  the  truth  of  his  con- 
tention that  the  one-stage  operation  is  preferable  to  the  two-stage  opera- 
tion. Dr.  Arrowsmith  said  that  his  own  experience  with  thyrotomy  in 
the  removal  of  growths  of  this  kind  is  unfavorable.  Even  in  the  most 
circumscribed  cases  the  growth  has  not  been  eradicated  and  the  recur- 
rence has  been  rapid. 

Case  for  Diagnosis.     Dr.  H.  Arrowsmith. 

The  patient,  a  young  woman,  consulted  Dr.  C.  T.  Sauer,  of  Brooklyn, 
about  two  years  ago,  who  found  an  Involvement  of  the  lungs  of  tubercu- 
lous character,  worse  on  the  right  side.  The  patient  stated  that  she  had 
always  suffered  from  recurrent  attacks  of  tonsillitis  and  sore  throat,  and 
from  the  onset  of  her  trouble  her  cough  has  been  an  extremely  trouble- 
some feature.  A  tonsillectomy  was  performed  about  a  year  ago,  and  she 
had  a  very  bad  time  with  the  anesthetic,  followed  by  acute  nephritis 
with  suppression  of  urine  for  several  days.  The  nephritis  lasted  for 
several  weeks,  and  according  to  the  doctor's  report  she  was  very  sick. 
After  the  throat  healed  from  the  tonsil  operation,  the  doctor  discovered 
that  the  patient  had  a  tumor  in  the  larynx,  and  requested  Dr.  Arrow- 
smith  to  examine  her.  On  the  3rd  of  January,  1917,  under  suspension 
and  local  anesthesia,  a  papillomatous  mass  was  removed.  That  seemed 
to  aggravate  the  cough,  and  the  patient  was  coughing  so  much  that  she 
could  not  sleep,  and  suffered  from  frequent  vomiting,  with  considerable 
disturbance  of  nutrition.  The  papilloma  recurred  promptly,  and  it  was 
thought  that  the  vomiting  and  aggravation  of  the  cough  might  be  occa- 
sioned by  some  involvement  of  the  esophagus,  so  imder  oil  ether  colonic 
anesthesia,  on  the  2.")th  of  December,  she  was  again  suspended,  the  papil- 
lomata  removed,  and  the  base  fulgurated  as  thoroughly  as  possible.  Just 
below  the  crico-phayngeus  the  esophagus  was  very  much  obstructed, 
and  the  tubular  obstruction  extended  down  some  three  inches.  The 
raucous  membrane  was  thickened  and  in  folds,  and  the  condition  was  a 
very  puzzling  one. 

The  oil  ether  anesthesia  was  eminently  satisfactory.  The  patient  had 
no  unpleasant  symptoms,  passed  water  freely  after  coming  out  from  the 
anesthesia,  had  no  kidney  irritation,  and  practically  no  vomiting. 
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Four  days  latei-  she  was  again  esophagoscoped,  aud  a  practically  noriual 
esophagus  was  found.  This  time  the  examination  was  made  under  local 
anesthesia,  and  the  patient  was  quite  nervous,  and  when  it  was  over 
she  broke  out  in  large  cutaneous  wheals — erythematous  and  raised — on 
the  chest.  Consequently  it  seems  fair  to  assume  that  the  esophageal 
obstruction  encountered  at  the  former  inspection  was  an  angio-neurotic 
edema.  There  was  no  question  about  that.  The  passage  of  the  esophago- 
scope  and  subsequent  passages  of  bougies  for  psychical  reasons  seemed 
to  help  the  vomiting.  That  ceased,  but  the  patient  still  continued  to 
cuugh,  so  that  it  interfered  with  sleep  and  nutrition.  The  only  thing 
which  helped  the  cough  was  local  applications,  which  she  objected  to, 
so  that  at  last  Dr.  Sauer  tried  pituitrin,  administered  three  or  four 
times  a  day.     That  has  helped  her  more  than  anything  else. 

Dr.  Arrowsmith  said  that  he  would  be  very  glad  to  have  any  sugges- 
tions as  to  the  treatment  of  this  case. 

Primary    Jugular    Thrombosis    Due    to    Tonsil     Infection,     Dr.    Charles 

GOODMAX. 

(To  be  published  in  a  subsequent  issue  of  The  Laryngoscope.) 

DISCUSSION. 

DiJ.  McCoy  said  that  the  case  was  a  very  unusual  one.  A  question 
that  had  occurred  to  him  was  whether  when  Dr.  Goodman  ligafed  the 
vein  he  found  the  thrombosis  only  in  the  facial  vein,  or  whether  it  ex- 
tended to  the  jugular  as  well?  Would  it  have  been  just  as  efficacious  to 
have  tied  off  the  facial  as  to  have  tied  off  the  jugular?  He  had  not 
understood  just  where  the  clot  was  found  in  the  vessel. 

Dr.  Harmox  Smith  said  that  he  wished  to  congratulate  Dr.  Goodman 
upon  making  a  diagnosis  where  the  symptoms  of  tonsillitis  with  a  tem- 
perature of  104  to  10.5,  together  with  the  aches  and  pains  described,  are 
frequently  almost  a  parallel  with  the  symptoms  of  a  jugular  thrombosis. 
That  most  throat  specialists  would  have  hesitated  to  invade  the  jugular 
upon  the  clinical  symptoms  alone,  particularly  as  it  was  definitely  deter- 
mined the  ear  was  not  involved,  which  as  everyone  knows,  is  the  most 
frequent  source  of  infection  of  the  sinus. 

Dr.  Smith  regretted  that  it  was  not  possible  to  utilize  some  mechanical 
means  of  diagnosing  a  thrombosis  of  the  jugular  and  believed  that  ulti- 
mately the  sphygmographic  record  of  the  carotid  artery  would  show  a 
variance  from  the  normal  on  the  side  where  the  jugular  or  sinus  was 
thrombosed. 

Dr.  Goodman  said  that  the  thrombosis  extended  below  the  patient's 
facial  tributary  and  included  it.  The  needle  was  first  introduced  to  see 
where  it  extended,  and  failing  to  get  free  blood,  the  dis-section  was  con- 
tinued up  the  tributary  for  at  least  an  inch.  The  thrombosis  of  the 
jugular  was  very  extensive — at  least  an  inch  to  an  inch  and  a  quarter. 
That  was  why  the  jugular  was  ligated  and  removed. 

As  regards  the  diagnosis:  the  patient  was  running  a  very  septic  tem- 
perature, she  had  chills  and  an  unusually  high  temperature  of  107.2  when 
he  was  called  to  see  her,  and  although  up  to  that  time  cultures  had  been 
negative,  in  the  region  of  the  jugular  vein  there  was  a  distinct  line  of 
infiltration  and  induration  which  could  mean  nothing  else  than  throm- 
bosis of  the  jugular  vein.  Physical  examination  of  the  patient  yielded 
no   symptoms   that  would   Indicate  anything  else,   and   it  was   therefore 
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felt    that   she   was   entitled    to    that   diagnosis.     The    operation    revealed 
what  had  been  expected. 

Mucocele  of  the  Ethmoid  and  Frontal  Sinuses:  Radical  Operation. 
Dh.  John  INIcCoy. 

The  patient,  a  girl  14  years  old,  was  first  seen  six  weeks  ago  at  the 
New  York  Eye  and  Ear  Infirmary.  She  gave  a  history  that  she  had  been 
coming  to  the  Eye  Department  for  three  years,  and  during  that  time 
had  had  two  x-ray  plates  taken  (plates  presented)  by  Dr.  Dixon.  She 
presented  herself  because  she  had  what  was  apparently  a  bony  growth  at 
the  inner  angle  of  the  right  eye,  which  pushed  the  eye  downward  and 
outward,  and  the  i)rocess  was  pushing  the  eye  further  out  all  the  time. 
Various  diagnoses  had  been  made — osteoma,  sarcoma,  etc. 

Dr.  McCoy  said  that  he  had  been  asked  to  see  the  patient  and  owing 
to  the  similarity  of  the  case  with  one  which  he  had  seen  an  operation 
upon  four  years  ago,  he  made  the  diagnosis  of  mucocele.  The  x-ray  plates 
showed  the  manner  in  which  the  mucocele  had  pushed  the  orbital  part 
of  the  frontal  and  the  orbital  part  of  the  ethmoid  out  into  the  orbital 
cavity — pushing  the  eye  externally. 

It  was  decided  that  a  radical  operation  was  necessary,  and  the  opera 
tion  was  performed  under  oil-ether  colonic  anesthesia.  Dr.  ]\IcCoy  said 
that  he  had  consulted  with  Dr.  Gwathmey  about  this,  and  told  him  how 
little  effect  adrenalin  appeared  to  have  when  ether  was  administered  by 
the  nose  or  mouth,  and  asked  whether  he  thought  that  rectal  anesthesia 
would  lessen  that  difficulty.  Dr.  Gwathmey  thought  it  would  lessen  the 
bleeding  very  much.  An  interesting  point  in  regard  to  the  fact  that  the 
pre.ssure  of  this  growth  had  destroyed  many  vessels  that  otherwise  would 
have  bled,  or  whether  because  of  the  method  of  administering  the  anes- 
thesia by  the  colon  allowed  the  adrenalin  to  have  a  better  effect,  it  was 
certain  that  the  hemorrhage  during  the  operation  was  markedly  less  than 
usual. 

The  operation  was  performed  through  the  classical  incision,  and  in 
passing  the  periosteal  elevator  back,  the  orbital  plate  was  found  to  be 
very  thin  and  cracked  into  the  ethmoid  labyrinth,  exposing  a  well  of 
glairy  mucus.  The  ethmoid  plate  was  plainly  visible,  pushed  out  into 
the  eye,  and  the  sphenoid  also  was  filled  with  this  glairy  mucus;  it  had 
destroyed  practically  all  the  ethmoid  cells — there  was  nothing  but  a  large 
hole  filled  with  this  mucus.  The  mucus  was  removed  by  suction,  the 
orbital  plate  of  the  ethmoid  was  taken  down,  clearing  out  the  ethmoid 
and  sphenoid,  and  the  patient  is  making  a  good  recovery.  When  the 
slight  swelling  remaining  from  the  operation  has  disappeared,  the  cos- 
metic result  will  jirobably  be  very  good. 

Discr.ssiox. 
Dk.  C.vrter  told  of  a  case  seen  four  years  ago  with  mucocele  of  the 
ethmoid  and  frontal  sinus,  and  regretted  that  he  had  not  brought  with 
him  a  cast  which  he  had  made.  There  was  a  very  distinct  bulging  of 
the  ethmoid  area  just  in  front  of  the  eye  and  the  floor  of  the  frontal 
sinus.  The  eye  was  shoved  to  one  side  and  one  nasal  cavity  was  com- 
pletely obstructed  and  had  been  so  for  six  months.  The  patient  stated 
that  previous  to  that  time  there  had  been  copious  discharge  of  pus.  At 
operation,  an  incision  was  made  from  the  inner  extremitv  of  the  eyebrow 
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downward  along  the  side  of  the  nose.  The  entire  ethmoid  area  was 
found  to  be  one  big  cavity  filled  with  mucus.  The  os  planum  of  the 
ethmoid  was  not  pushed  toward  the  eye,  but  was  completely  absorbed, 
as  was  also  the  nasal  process  of  the  superior  maxilla,  and  there  was 
considerable  bulging  at  that  point.  When  the  cavity  was  opened,  it  was 
found  that  this  glairy  mucous  material  extended  into  the  sphenoid.  Free 
drainage  was  established  into  the  nose  and  the  ethmoid  wound  was 
closed.  The  case  was  followed  up  for  a  year  and  a  half  and  had  had  no 
recurrence  in  that  time,  so  that  the  recovery  seemed  to  be  complete. 

"Vv'^hy  should  this  case  appear  in  the  x-ray  plate  to  be  occluded  by  some 
opaque  material?  In  his  own  x-ray,  as  in  all  the  plates  exhibited  to-night, 
the  affected  area  appeared  to  be  filled  with  pus. 

Di5.  MacKkxty  showed  two  plates  representing  an  extensive  mucocele 
involving  the  frontal  region,  ethmoid,  and  sphenoid.  Dr.  ^lacKenty  said 
that  in  these  cases  it  was  most  important  to  remove  all  the  mucocele 
membrane,  otherwise  the  condition  would  not  heal. 

D«.  Herzio  asked  if  the  ophthalmological  report  showed  any  edema  of 
the  retina. 

Dr.  ]McCoy,  replying  to  a  query  from  Dr.  Leshure,  said  that  the  orbital 
plate  of  the  frontal  sinus  was  thinned  out  like  an  egg  shell,  but  not  that 
on  the  antero-wall  of  frontal,  so  that  bridge  was  left  and  deformity  was 
not  noticeable.  The  x-ray  plate  showed  a  slight  shadow  in  the  antrum 
and  the  antrum  of  the  affected  side  was  more  shadowy  than  the  other, 
j'et  the  haziness  was  not  of  the  character  that  appeared  in  the  affected 
frontal  and  ethmoid  above.  Since  operating,  he  had  transilluminated  the 
antrum,  and  it  would  give  the  impression  that  there  was  a  thickenet^ 
membrane,  rather  than  fluid  in  it. 

Replying  to  Dr.  Herzig's  query.  Dr.  McCoy  said  that  he  could  not  recall 
the  ophthalmological  report,  but  that  the  patient's  vision  was  quite  de- 
fective in  that  eye. 

Tuberculosis  of  the   Larynx.    Dr.  G.  E.  D.vvis. 

Dr.  Davis  said  that  this  patient  first  consulted  him  on  April  18,  on 
account  of  great  hoarseness  and  coughing,  and  severe  pain  on  swallow- 
ing. Examination  of  the  larynx  showed  the  characteristic  edematous 
infiltration  of  the  epiglottis,  giving  it  the  turban-shape.  The  ventricles 
of  the  larynx  were  infiltrated  and  bulged  over  the  right  vocal  cord  near 
the  commissure.  The  case  was  not  especially  unique,  but  was  presented 
on  account  of  its  characteristic  appearance. 

Practically  nothing  was  being  done  in  the  way  of  clinical  treatment, 
only  a  mild  astringent  of  one  per  cent  nitrate  of  silver  being  used;  but 
for  the  intense  pain,  one  per  cent  cocain  in  camphor  water  was  applied  a 
few  minutes  before  the  patient  eats.  The  right  vocal  cord  is  now-  plainly 
visible,  and  the  patient  is  much  better  in  that  respect;  he  is  not  so 
hoarse,  the  pain  has  diminished,  and  the  cough  is  only  about  half  as 
frequent.  Examination  of  the  lungs  was  negative.  Wassermann,  nega- 
tive. Patient  is  receiving  tonic  treatment,  and  advised  to  give  up  indoor 
life  and  live  on  the  farm. 

Dr.  Herzig  suggested  the  application  of  urea  quinine  to  the  glands,  a 
solution  of  the  same  to  be  used  as  a  spray.  It  gives  more  relief  than 
cocain  in  cases  of  tubercular  meningitis. 
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Dr.  Impekatori  suggested  injection  of  the  superior  laryngeal  nerve  with 
alcohol,  which  would  relieve  the  pain  for  a  time,  varying  from  a  few 
weeks  to  months. 

Dk.  Herzk;  said  that  he  had  injected  three  cases  with  the  urea  quinine 
and  that  it  had  given  the  same  effect  as  with  alcohol  or  cocain. 

Cases  of  tubercular  laryngitis  are  relieved  by  injections  of  a  two  per 
cent  solution  of  urea  and  quinine  hydrochloride,  injections  being  into  the 
region  of  the  recurrent  laryngeal  nerve. 

Diverticulum  of  the  Esophagus;    Radiogram  and  Specimen.    Di:.  S.  McCul- 

LAGII. 

William  P.,  age  73,  presented  himself  at  the  clinic  of  Dr.  L.  A.  Coffin 
at  the  Manhattan  Eye,  Ear  and  Throat  Hospital  on  Feb.  29,  1917,  com- 
plaining of  dysphagia  and  regurgitation  of  food.  This  condition  had  been 
present  for  about  15  years.  For  the. past  two  years  had  been  practically 
unable  to  eat  solid  food.  Large  amounts  of  liquids  taken  at  one  time 
would  lodge  in  the  esophagus  and  cause  severe  dyspnea.  This  would 
be  relieved  by  vomiting. 

At  three  sittings  I  was  unable  to  find  the  subdiverticular  opening  with 
the  esophagoscope.  Dr.  C.  J.  Imperatori  was  present  at  the  last  sitting 
and  also  failed.  We  decided  that  suspension  might  be  of  value  and  on 
April  4  we  suspended  the  patient  and  searched  the  diverticulum  with  the 
esophagoscope  but  failed  again  to  find  the  opening.  The  bottom  of 
the  diverticulum  was  25  cm.  from  the  upper  teeth. 

The  radiogram  shows  about  five  ounces  of  bismuth  mixture  in  the 
diverticulum,  all  that  was  given  at  the  time  the  plate  was  made.  Exam- 
ination with  the  fluoroscope  at  this  time  revealed  none  of  the  bismuth 
passing  down.  Estimations  made  later  indicated  that  it  held  from  8  to 
10  ounces. 

The  examination  under  suspension  was  made  with  great  gentleness — 
the  subsequent  operation  revealing  no  trauma— but  a  fairly  severe  febrile 
reaction  ensued,  a  chill  occurring  48  hours  later,  with  a  rise  of  tem- 
perature to  104°.  The  dysphagia  was  naturally  increased  and  regurgita- 
tion of  everything  ingested  became  immediate  and  almost  complete. 
Saline  was  given  by  the  bowel. 

On  April  9,  an  operation  by  the  method  of  Gaub,  as  described  by  Jack- 
son was  performed,  the  external  work  being  done  by  Dr.  J.  E.  MacKenty, 
while  I  used  the  tube.  There  was  no  difficulty  in  locating  the  diverticu- 
lum which  lay  posterior  to  and  a  little  to  the  left  of  the  esophagus.  It 
extended  below  the  level  of  the  clavicle.  It  was  dissected  out  and  re- 
moved expeditiously  and  the  esophageal  wound  closed  after  the  inser- 
tion of  a  nasal  feeding  tube  which  extended  well  below  the  esophageal 
wound.  A  drainage  tube  was  inserted  to  the  bottom  of  the  bed  of  the 
diverticulum  and  the  wound  was  packed. 

In  feeding  the  patient  after  the  operation  it  was  evident  that  a  marked 
contraction  of  the  stomach  had  taken  place  as  the  introduction  of  8 
ounces  of  fluid  would  cause  marked  discomfort  and  congestion  of  the  face. 
The  patient  developeda  very  troublesome  cough  which  was  productive  of  a 
very  thick,  tenacious  mucus,  of  glue-like  consistency,  which  had  to  be 
wiped  from  the  mouth.  There  was  a  patch  of  consolidation  ov  in  the  base 
of  one  lung  which  showed  no  tendency  to  extend.     About  the  third  day 
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after  operation  the  wound  discharge  had  the  characteristic  odor  of  colon 
bacillus  infection.  The  use  of  Dakin's  solution,  one-half  per  cent,  elim- 
inated this  entirely  in  48  hours.  There  was  little  indication  that  the 
processes  of  repair  were  active  in  the  wound  at  any  time. 

On  the  afternoon  of  April  18,  nine  days  after  operation,  while  dressing 
the  wound,  the  patient  was  given  a  small  amount  of  water  by  the  mouth 
to  swallow  in  an  effort  to  determine  the  condition  of  the  esophageal 
wound.  Hemorrhage  occurred,  which  ceased  spontaneously  after  about 
six  ounces  of  blood  had  been  lost.  About  eight  hours  later  there  was 
a  recurrence  of  the  bleeding  which  was  gotten  under  control  by  the 
house  surgeon  with  some  difficulty  by  packing.  Feeling  it  was  necessary 
to  ligate  the  bleeding  point,  the  patient  was  anesthetized  and  search  was 
made  for  it  without  success,  although  an  attempt  was  made  to  cause  it 
to  bleed.  The  wound  was  packed  and  the  patient  returned  to  bed.  His 
condition  became  progressively  worse.  About  48  hours  after  this  opera- 
tion bleeding  again  occurred  which  was  apparently  controlled  by  pack- 
ing, but  the  patient  died  a  few  hours  later. 

An  autopsy  was  not  obtained  but  examination  through  the  wound 
showed  a  small  esophageal  fistula,  very  slight  evidence  of  repair  in 
the  neck  wound,  and  the  posterior  mediastinum  full  of  clotted  blood. 
The  source  of  the  bleeding  could  not  be  determined. 

DISCUSSIOX. 

Dk.  MacKexty  said  that  the  case  was  a  most  interesting  one  for  the 
diverticulum  went  down  so  far  behind  that  it  made  a  very  dangerous 
looking  hole.  If  he  were  called  upon  to  operate  on  another  such  case, 
instead  of  making  any  attempt  to  remove  the  sack  he  would  go  dovm 
and  cut  the  sac  off  and  leave  it  in  the  neck  and  pack  it,  and  in  that  way 
the  mediastinal  space  would  be  safeguarded.  At  the  second  operation, 
the  same  deep  hole  was  entered,  which  extended  three  inches  below  the 
clavicle — a  good  finger's  length  to  the  bottom.  It  was  not  in  the  ana- 
tomical posterior  mediastinum,  but  in  the  so-called  superior  mediastinum. 
In  the  bottom  of  the  cavity  was  another  round  opening  as  large  as  a 
little  finger,  into  which  the  probe  passed  down  two  or  three  inches  into 
the  posterior  mediastinum.  It  was  evident  that  the  hemorrhage  came 
from  this  latter  place. 

The  patient  was  a  very  poor  risk  to  start  with,  and  during  the  whole 
time  of  his  sickness  there  was  a  low-grade  pnetimonia  in  the  left  lung, 
with  a  temperature  of  101-3  c.  Pneumonia  plus  hemorrhage  from  the 
posterior  mediastinum  caused  his  death. 

Dr.  a.  C.  Crump  said  he  thought  it  would  be  interesting  to  the  mem- 
bers of  the  Section — in  connection  with  this  discussion  of  the  diverticu- 
lum case — to  get  an  accurate  idea  of  the  relationship  of  the  sac  to  the 
esophagus  itself.  He  had  been,  engaged  in  this  work  for  two  or  three 
years,  and  the  picture  presented  had  been  taken  for  Dr.  Brewer.  The 
patient  was  a  man,  56  years  old,  who  gave  a  history  of  difficulty  in  swal- 
lowing and  regurgitation  after  eating.  He  had  lost  25  pounds  in  weight. 
He  had  always  been  thin,  but  was  only  skeleton  and  bone  when  he 
entered  the  hospital.  The  problem  was  to  find  the  opening  into  the  sac 
and  make  an  accurate  entry  near  the  opening,  and  to  do  the  operation 
as  quickly  as  possible.  The  method  employed  was  to  use  a  sausage 
skin  tied  at  one  end  so  as  to  form  a  long  sac,  and  to  have  the  patient 
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swallow  it  while  in  a  collapsed  condition.  The  gut  was  slimy  and  slip- 
pery, and  so  easily  swallowed.  It  was  then  filled  with  bismuth  while  the 
patient  was  standing,  and  thus  a  proper  idea  of  the  relationship  of  the 
parts  was  obtained. 

The  patient  was  operated  upon  ten  days  after  entering  the  hospital, 
and  had  primary  healing,  going  home  two  weeks  later  perfectly  well. 

A    Case    of    Bronchiectasis,    Showing     Results    of    Bronchial     Irrigation. 
Dr.  Sidney  Yankalei;. 
(To  be  published  in  a  subsequent  issue  of  The  Lakyxgoscope. ) 

DISCUSSIOX. 

Dr.  Yaxkaukr,  replying  to  a  query  from  Dr.  ]\IacKenty,  said  that  he 
irrigated  the  patient  twice  a  week,  the  first  time  using  a  normal  saline 
solution,  and  the  next  time  a  dilution  of  Lugol's  solution  in  the  strength 
of  one  dram  to  a  pint  of  water.  The  patients  tolerate  that  without  diffi- 
culty and  it  could  probably  be  used  stronger. 

Replying  to  Dr.  Imperatori,  w^ho  asked  if  the  patients  coughed  during 
the  irrigation.  Dr.  Yankauer  answered  in  the  affirmative.  You  have  to 
apply  cocain  through   the  bronchoscope. 

Di!.  McCoy  asked  if  anything  came  back  through  the  small  tube 

Di!.  Yankauer  replied  that  all  the  irrigating  fluid,  together  with  pus 
and  secretion,  was  returned  through  the  larger  of  the  two  tubes.  A  suc- 
tion apparatus  was  employed  with  10  pounds  pressure.  The  patients  do 
cough  out  some  through  the  bronchoscope  if  the  fluid  is  injected  too 
rapidly.  The  quantity  used  was  measured,  and  they  usually  get  back 
all  that  was  injected.  The  canula  was  introduced  as  far  into  the  bronchus 
as  possible.  There  were  a  number  of  little  tricks  to  be  acquired  in  doing 
this  work.  One  does  not  always  get  into  the  lung  abscess,  for  it  is 
usually  separated  from  the  main  bronchial  tree.  The  main  purpose  was 
to  remove  all  the  secretion  from  the  bronchi.  In  looking  down  at  the 
bronchus,  the  outlines  of  the  tracheal  rings  and  other  details  are  rather 
obscured,  for  the  bronchus  is  covered  with  glairy  mucus  which  cannot 
be  removed  by  suction  or  wiping,  but  after  the  irrigation  the  rings  and 
other  details  stand  out  very  distinctly,  so  that  it  is  evident  that  the  ob- 
scuring material  has  been  removed;  and  it  is  that  removal  of  the 
tenacious  material  from  the  smaller  bronchi  that  does  the  work. 

Personal   Reminiscences  on   Rhinology  and   Laryngology.    Du.  Fuaxcke  H. 

BOSWORTII. 

Dr.  Bosworth  rapidly  sketched  his  early  experiences,  as  a  teacher  and 
writer,  and  in  a  very  amusing  w^ay  recounted  his  various  tilts  with  some 
of  the  older  masters  of  our  specialty,  especially  Sir  Felix  Semon. 

He  also  spoke  of  his  early  efforts  to  teach,  that  the  nose  was  a  part 
of  the  respiratory  mechanism  and  not  entirely  the  organ  of  smell. 

His  experiences,  when  cocain  was  introduced,  the  use  of  the  nasal 
saw  for  the  removal  of  septal  deflections,  the  .Tarvis  snare  and  regarding 
the  spokeshave  for  the  removal  of  the  inferior  turbinate,  were  recounted. 

Dr.  Quinlan,  Dr.  Harmon  Smith  and  Dr.  Harris,  in  appropriate  words, 
exiiressed  the  sentiments  of  the  members  present,  in  that  the  Section 
extended  to  Dr.  Bosworth  its  congratulations,  best  wishes  and  hearty 
felicitations,  to  him  as  the  dean  of  American  Laryngologists,  whose  fame 
as  a  pioneer  in  rhinology  and  laryngology  was  world-wide. 
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Regular  Meeting,  May  i?J,  1917. 

Two  Cases  of  Vincents'  Angina.     Dk.  Abraham. 

Dr.  Abraham  said  that  about  two  months  ago  he  had  presented  before 
the  Section  a  case  of  Vincent's,  angina  witii  extensive  lesions.  Two  weeks 
ago  another  case  came  for  consultation,  and  on  Tuesday  a  third  appeared. 
All  of  these  cases  had  pure  Vincent's  angina.  Fortunately  neither  of  the 
patients  presented  showed  marked  lesions,  both  having  been  cured. 

The  first  patient  was  a  young  man  who  appeared  at  the  clinic  with  a 
marked  lesion  involving  the  entire  left  tonsil.  The  peculiar  odor  at 
once  roused  suspicion;  besides  that,  there  was  a  marked  pyorrhoea. 
Smears  from  the  tonsil  and  teeth  showed  tlie  fusiform  bacillus  and 
spirilla  of  Vincent's  angina,  staphylococci,  and  many  other  bacteria. 

After  one  treatment  with  carbolic  acid,  the  tonsil  smears  showed  a  few 
of  the  Vincent's  organisms,  but  no  other  bacteria.  Smears  from  the  teeth 
still  showed  Vincent's  organisms  and  many  other  organisms.  After  the 
second  treatment,  the  tonsil  smears  showed  no  bacteria,  but  the  teeth 
were  still  infected  with  a  few  Vincent's  organisms  and  others. 

After  the  patient  was  discharged  from  the  hospital,  the  Vincent's 
angina  attacked  the  opposite  tonsil,  but  one  or  two  applications  of  tbe 
carbolic  acid  cleared  up  the  condition. 

The  second  patient  was  a  young  woman,  a  nurse,  who  complained  of 
severe  pain  on  the  left  side  of  the  throat.  Again  the  peculiar  odor 
and  lesion  aroused  suspicion.  Examination  of  smears  from  the  tonsil 
showed  numerous  fusiform  bacilli  and  spirillae  of  Vincent's  angina.  The 
left  tonsil  was  ulcerated  and  the  acid  was  applied  with  cotton  tipped 
applicators.  After  one  treatment  the  tonsil  smears  showed  very  few  Vin- 
cent's organisms.  After  the  second  treatment,  no  spirilla  nor  fusiform 
bacilli  could  be  found. 

In  the  clinic  the  acid  is  usually  applied  with  cotton  tipped  applicator. 
One  must  be  careful  to  get  well  down  beneath  the  necrotic  tissue,  so  that 
the  acid  will  come  well  in  contact  with  the  ulcerated  surface.  In  this  in- 
stance it  was  made  three  quarters  of  an  inch  deep.  The  anterior  pillar  waa 
pulled  back  so  that  the  acid  might  be  thoroughly  applied. 

Dr.  Abraham  said  that  he  had  used  this  acid  treatment  in  all  of  his 
cases  of  Vincent's  angina  and  had  never  had  any  adhesions  follow  ita 
employment.  The  tonsils  clear  up  leaving  only  a  little  scar  tissue.  He 
uses  the  purest  acid  obtainable.  The  acid  application  is  followed  by  one 
of  alcohol;  it  makes  no  difference  if  the  acid  goes  a  little  beyond  the 
involvement,  for  the  alcohol  will  neutralize  it.  No  cocaine  was  used  with 
these  cases. 

In  the  majority  of  cases  one  application  of  the  carbolic  acid  is  suffi- 
cient; in  others,  two  will  be  necessary. 

Dr.  Arrowsmith  said  that  Dr.  Abraham  had  succeeded  almost  as  wel] 
with  the  carbolic  acid  treatment  as  others  did  with  salvarsan. 

DiscrssioN. 
Dr.  Callisox  said  that  some  of  the  cases  of  Vincent's  angina  had  sug- 
gested to  him  that  the  etiological  organism  was  some  form  of  strepto- 
cocci, and  that  Vincent's  spirillum  was  present  as  a  secondary  soprophyte. 
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Dr.  Smyth  said  that  he  did  not  quite  understand  what  Dr.  Arrowsmith's 
treatment  was. 

Dr.  Akrows.mith  said  that  he  employs  a  five  per  cent  solution  of  salvar- 
san  in  glycerin. 

Dr.  MacPherson,  replying  to  Dr.  Scruton's  remark,  said  that  the  litera- 
ture reports  show  that  the  spirillae  and  fusiform  bacillus  are  found  in  a 
great  many  conditions  in  the  mouth.  In  different  forms  of  stomatitis,  in 
noma  and  in  other  conditions.  The  finding  of  both  on  a  smear  does  not 
prove  the  presence  of  Vincent's. 

Chancre  of  the  Soft  Palate.     Dr.  J.  H.  Abraham. 

This  patient  was  first  seen  about  two  weeks  ago.  No  history  of  infec- 
tion was  obtainable.  Examination  showed  on  the  soft  palate  what  he 
considered  a  typical  lesion.  Smears  were  examined,  but  showed  no 
spirochaeta  pallida.  Wassermann  test  also  was  negative.  These  were 
repeated  twice,  with  no  positive  results.  A  thorough  blood  count  had 
been  made,  but  Dr.  Abraham  said  that  from  past  experience  he  was  at 
first  confident  that  it  was  a  case  of  initial  lesion.  He  presented  the 
patient  before  giving  any  treatment,  as  he  wished  the  members  to  see  the 
lesion. 

DISCUSSION. 

Dr.  L.  M.  Hubd  asked  if  he  was  correct  in  understanding  that  Dr. 
Abraham  removed  all  the  slough. 

Dr.  Abraham  replied  that  he  removed  as  much  as  possible  w'ithout  pro- 
ducing hemorrhage. 

Dr.  Hurd  said  that  recently  he  had  seen  a  case  in  which  the  lesion 
embraced  the  lateral  pharyngeal  wall.  The  entire  tonsil  was  gone  and 
half  an  inch  of  the  adjacent  portion  of  the  tongue  was  a  mass  of  slough. 
It  was  the  only  case  he  has  seen  where  salvarsan  had  not  cured  the 
condition  and  he  had  feared  that  the  slough  would  affect  the  big  vessel. 
He  did  not  think  one  could  get  the  slough  off. 

It  does  not  make  any  difference  w'hether  one  uses  carbolic  acid  or 
trichloracetic  acid — after  one  or  two  applications  you  cannot  find  the 
fusiform  bacillus  and  spirochaeta,  but  the  process  continues. 

Dr.  Preudenthal  said  that  he  had  never  seen  a  case  of  primary  specific 
infection  of  the  throat,  but  that  Dr.  Abraham's  case  reminded  him  of  two 
instances  of  primary  infection  of  the  nose  that  came  under  his  care 
several  years  ago.  These  two  cases  concernedi  two  physicians,  both  gyne- 
cologists. They  had  examined  women  in  the  clinic;  both  of  whom  were 
specific.  Then  in  discussing  the  cases  they  had  picked  their  noses  and 
in  that  way  got  the  primary  lesions.  The  cases  very  much  resembled  this 
one. 

Dr.  Faulkner  quoted  the  definition  of  cancer  and  of  tubercular  ulcer 
as  given  in  an  old  text-book:  The  malignant  ulcer  in  the  mouth  has 
hard  elevated  edges;  the  tubercular  ulcer  has  irregular  edges,  etc.,  and 
the  specific  ulcer  is  a  deep  ulceration  with  perpendicular  walls.  Before 
entering  upon  special  work,  he  had  seen  more  cases  in  London  in  six 
months  than  he  ever  expects  to  see  in  special  work.  These  three  defini- 
tions are  as  nearly  correct  as  they  can  be  made;  but  a  red  hard  edge  is 
not  likelj'  to  be  a  tertiary  lesion.  In  his  opinion,  the  appearance  of  the 
growth  was  fairly  typical  of  epithelioma. 
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Dr.  Callisox  said  that  as  he  understood  the  history  the  lesion  seen  in 
this  patient  had  been  present  since  the  first  of  February.  A  specific  lesion 
of  that  duration  will  give  a  positive  Wassermann  reaction  in  over  90  per 
cent  of  cases.  The  cervical  glands  in  these  cases  were  large,  diffusely 
infiltrated  and  adherent  on  both  sides  of  the  neck.  In  his  opinion,  Dr. 
Faulkner's  diagnosis  of  epithelioma  was  probably  the  correct  one. 

Dr.  Ar.uAiiAM.  closing  the  discussion  on  the  three  cases,  said  he  was 
aware  that  salvarsan  had  been  very  successfully  used  in  these  cases  of 
Vincent's  angina,  but  before  he  had  heard  of  it  he  had  been  using  carbolic 
acid  and  the  results  were  so  good  that  he  had  simply  continued  it.  He 
made  no  claim  about  its  being  better  than  the  salvarsan. 

Miss  L.,  who  was  present,  would  probably  remember  a  case  which  was 
a  little  more  severe  than  these.  The  glands  in  the  neck  were  as  hard 
as  eggs,  showing  extensive  involvement.  Dr.  Hurd  said  that  it  was  hard 
to  remove  the  tissue.  Miss  L.,  with  a  tongue  depressor  held  the  mouth 
open  and  the  necrotic  tissue  was  cut  away  with  the  scissors  until  it 
was  possible  to  get  right  down  to  the  ulcerated  area.  In  that  severe 
case  the  acid  was  applied  once  a  day,  and  every  day  one  could  see  the 
disappearance  of  the  germ  from  the  field  of  the  microscope.  The  Doctor 
spoke  of  the  presence  of  the  Vincent's  spirillum  as  being  more  or  less 
typical  to  the  oral  cavity.  There  is  considerable  literature  on  the  sub- 
ject in  French  and  German,  and  one  of  the  writers  states  the  serious- 
ness of  the  disease  when  complicated  by  diptberia  was  very  great. 
The  Doctor  said  something  about  these  germs  not  being  the  cause  of 
the  ulceration,  authorities  claim  that  the  Vincent  germs  are  responsible 
for  this  peculiar  form  of  ulceration;  while  the  spirilla  are  present  in 
many  cases,  quite  a  variety  of  them;  they  are  present  in  dirty  mouths, 
especially   around   the   teeth. 

The  last  case  was  presented  with  a  tentative  diagnosis,  and  it  might 
be  an  epithelioma,  but  Dr.  Abraham  wished  the  members  to  see  the 
case.  He  would  have  a  section  made  for  pathological  examination,  and 
would  also  have  extensive  blood  tests  made  to  eliminate  if  possible, 
Hodgkin's  disease,  leucaemia,  etc.  He  had  not  intended  to  present  the 
case  with  an  absolute  diagnosis  of  initial  lesion,  although  when  first 
seen  it  had  all  the  appearances  of  such  a  condition — a  typical  indurated, 
ulcerated  area.  The  raised  edge  had  only  appeared  in  the  last  few 
days.     He  would  report  on  the  case  later. 

Dr.  Harris  asked  if  there  was  any  contraindication  to  making  use 
of  the  therapeutic  test. 

Dr.  Abraham  replied  in  the  negative,  and  said  that  he  would  give 
salvarsan  and  make  all  the  usual  tests. 

Dr.  Harris  said  he  would  reverse  that  proceeding  and  give  first  a 
reasonably  long  test  with  a  strong  anti-syphilitic  treatment. 

Ca^e  of  Orbital  Perforation  Complicating  Nasal  Sinusitis.  (Patient 
previously  presented.)  Dr.  T.  J.  Harris. 
Dr.  Harris  stated  that  he  had  presented  this  patient  before  the 
Section  at  the  January  meeting,  and  had  then  promised  to  show  the 
case  again  later  in  the  season.  The  perforation  had  followed  an  eth- 
moiditis  and  empyema  of  the  frontal  sinus. 


723  SOCIKTY  PROCEEDINGS. 

At  the  time  of  the  first  presentation,  the  wisdom  of  the  method  of 
procedure  adopted,  viz:  opening  the  ethmoidal  cells  intranasally  was 
questioned  and  some  doubt  was  expressed  as  to  the  ultimate  outcome, 
but  it  was  expressly  stated  that  the  method  was  pursued  on  account  of 
the  exigency  of  the  case.  The  ethmoidal  condition  cleared  up  promptly 
but  the  course  of  healing  was  complicated  by  an  osteomyelitis  of  the 
frontal  bone  which  developed  with  formation  of  a  number  of  abscesses. 
Among  the  measures  adopted  the  patient  received  a  thorough  course  of 
an  autogenous  vaccine  (streptococcus  albus),  which  did  more  than  any- 
thing else  toward  checking  the  progress  of  the  osteomyelitis. 

At  present  the  patient  shows  still  a  little  reddening  at  the  eyebrow, 
but  all  that  was  not  absolutely  cured  was  a  small  fistula,  which  Dr. 
Harris  said  probably  represents  an  effort  of  nature  to  extrude  a  small 
fragment  of  bone.  The  discharge  from  the  ethmoid  had  ceased  long 
ago,  and  the  patient  was  well  and  going  to  his  work. 

Dr.  Harris  said  that  when  he  presented  the  case  in  January  he  was 
under  the  impression  that  the  infection  present  was  a  rather  rare  one, 
but  he  had  since  learned  that  at  the  ^Manhattan  Eye,  Ear  and  Throat 
and  other  hospitals  there  have  been  a  succession  of  cases  of  strepto- 
coccus albus  infection  this  winter. 

DISCLTSSION. 

Dk.  Yaxkauer  said  that  a  year  ago  he  had  had  a  similar  case.  The 
patient  complained  chiefly  of  tinnitus  and  deafness.  On  the  posterior 
wall  of  the  Fossa  of  Rosenmiiller  was  a  thickening  and  a  peculiar  grayish, 
irregular  appearance.  A  specimen  was  removed  and  it  proved  to  be  a 
spindle-cell  sarcoma.  The  patient  subsequently  died.  He  was  about  sev- 
enty years  old. 

Presentation   of  Specimens  of   Malignant   Conditions.    Dk.   L.   M.   Hurd. 

Db.  Hi-rd  said  he  thought  the  Section  might  be  interested  in  seeing 
these  specimens,  one  of  which  possessed  considerable  clinical  interest. 
The  other  was  simply  a  rather  unusually  good  specimen  of  epithelioma 
of  the  arytenoid  cartilage  and  epiglottic  fold. 

The  larynx  presented  was  rather  large  and  broad.  In  1911  Dr.  Coak- 
ley  saAv  the  patient,  a  man,  and  found  in  the  interior  commissure  what 
looked  like  a  white  mass  that  might  be  either  a  cyst  or  a  papilloma. 
The  patient  had  been  referred  by  Dr.  W..  and  was  sent  back  with  that 
diagnosis. 

In  1913,  the  patient  consulted  Dr.  Hurd,  who  examined  him  and  found 
a  pedunculated  growth  about  a  third  of  an  inch  in  length,  attached  to 
the  anterior  commissure,  and  with  such  a  slight  pedicle  that  in  using 
the  Elsberg  applicator  to  cocainize  the  region  the  growth  was  rubbed 
off.  In  1914,  the  patient  returned  with  another  pedunculated  growth  of 
the  anterior  commissure,  which  was  removed;  and  still  again  in  April, 
1915,  another  popilloma  was  removed — all  pedunculated.  Then  patient 
disappeared  until  April  of  this  year,  when  he  returned  with  the 
larynx  almost  blocked.  This  time  he  was  urged  to  have  a  tracheotomy 
done  immediately,  but  he  wanted  to  go  back  home  for  a  week.  He  re- 
turned and  a  tracheotomy  was  done,  and  a  week  later  a  laryngectomy 
was    performed.      The    larynx    was    absolutely    filled    up — apparently    no 


SOClKTY   PROCEEDINGS.  72o 

air  space  whatever,  and  yet  the  man  was  breathing  through  the  larynx. 
The  operation  was  performed  ten  days  ago. 

The  other  case  had  no  particular  history,  except  that  for  three  or 
four  months  he  felt  a  fulness  in  the  throat  and  suffered  from  dysphagia. 
The  growth  especially  involved  the  arytenoid.  On  looking  into  the 
larynx  the  mass  could  be  seen,  but  on  taking  out  the  larynx  it  was 
found  to  have  filled  up  to  the  thyroid  cartilage.  It  was  an  enormous 
mass.  Microscopic  examination  showed  it  to  be  epithelioma.  It  was 
removed   on   Saturday   by   the  two   stage  operation. 

DISCUSSIOX. 

Dr.  M.vcPheksox  asked  about  the  after  treatment  in  such  cases.  A 
high  mortality,  due  to  pneumonia,  usually  follows.  It  would  seem  that 
some  method  might  be  devised  whereby  septic  infection  would  not  get 
into  the  lungs  so   readily. 

Dr.  Hurd  said  that  both  patients  were  operated  upon  by  the  two-stage 
operation.  The  tracheotomy  tube  is  usually  left  in  for  a  week,  but  the 
patient  wanted  his  son  to  come  down.  In  the  meantime,  the  teeth  were 
cleaned  as  thoroughly  as  possible.  Each  of  the  men  had  lost  some  teeth, 
but  the  mouth  was  put  in  as  good  condition  as  possible.  A  low  trache- 
otomy was  performed,  and  dissection  w^as  made  all  around  the  trachea 
and  ui))  one  side  of  the  larynx.  It  was  then  packed  with  iodoform  gauze, 
and  at  the  end  of  a  week  it  was  blocked  off  with  tissue.  The  first  case 
was  operated  under  cocaine.  This  man  had  a  very  thick  neck,  and 
he  suffered  considerable  shock  and  his  temperature  after  operation  was 
106.  His  pulse  went  to  pieces;  then  he  began  to  improve,  and  picked 
up  rapidly,  though  he  had  some  bronchitis.  Unfortunately  the  wound 
became  infected  and  everything  sloughed  out.  He  is  in  good  shape  now, 
however,  and  is  sitting  up  in  bed  and  is  happy. 

The  second  man  was  operated  upon  under  ether  oil  anesthesia,  and 
some  preliminary  blocking  off  of  the  trachea.  He  had  anything  but  a 
clean  wound,  and  yet  he  has  had  a  practically  normal  temperature  since 
Saturday. 

Paper:    Fossa  of  Rosenmuller  from  a  Rhmological  Standpoint.   Di:.  Sidney 
Yankaceu. 
(To  be  published  in  a  subsequent  issue  of  The  Laryngoscope.) 

DISCUSSIOX. 

Dr.  Harris  said  that  a  paper  by  Dr.  Yankauer  is  always  refreshing 
and  instructive,  for  when  he  takes  hold  of  a  subject  he  always  handles 
it  thoroughly.  Some  of  the  points  which  Dr.  Yankauer  had  brought  out 
in  reference  to  sinusitis,  and  also  in  regard  to  systemic  infection  were 
rather  new.  His  statements  in  regard'  to  cough  were  also  most  instruc- 
tive, for  few  would  think  of  looking  into  the  fossae  of  Rosenmiiller  for 
the  causation  of  a  cough.  The  main  difficulty  lies  in  keeping  down  the 
adhesions  in  these  fossae,  and  Dr.  Yankauer  was  doing  just  about  what 
all  have  been  doing  for  years,  though  perhaps  he  had  been  more 
fortunate  in  his  nitrate  of  silver  applications  than  some.  Certainly 
whatever  is  used  in  breaking  down  these  adhesions  may  give  the  desired 
result  for  a  time,  but  then  they  reform;  it  is  very  difficult  to  keep  these 
fossae  in  the  desired  condition.  Hereafter  he  (Dr.  Harris)  intended 
to  pay  more  attention  to  this  region  as  a  possible  source  of  nasal  and 
pharyngeal   symptoms. 
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Dk.  Robinson  expressed  the  wish  that  Dr.  Yankauer  would  describe 
the  conditions  found  in  several  of  the  lesions  of  which  he  had  spoken. 

Dr.  Guttman  said  that  the  view  of  the  relation  of  the  bands  in  the 
fossa  of  Rosenmiiller  extending  to  the  eustachian  cushion  from  the 
rhinological  standpoint  was  quite  original.  They  used  to  be  found  quite 
often  in  cases  of  tinnitus  where  there  was  no  other  cause  found.  They 
used  to  be  severed  with  the  finger,  and  some  of  the  results  were  bril- 
liant. They  were  mainly  the  result  of  faulty  adenoid  operations  or 
after-diphtheritic  conditions. 

Dr.  Yankauer  said  he  believed  that  in  most  instances  these  adhesions 
follow  the  presence  of  adenoids,  but  adhesions  in  the  fossa  of  Rosen- 
miiller are  not  the  only  results  left  after  inflamed  adenoids  have  dis- 
appeared. In  the  space  between  the  fossae  one  often  sees  small  holes 
and  pockets  which  correspond  exactly  in'  their  distribution  to  the  divi- 
sions between  the  combs  of  the  adenoid  mass;  and  it  is  easy  to  see  how 
various  portions  become  adherent  when  the  adenoid  mass  becomes  in- 
flamed, and  when  the  inflammation  disappears  the  bands  remain,  and 
you  get  the  various  pockets  and  adhesions. 

In  regard  to  the  method  of  getting  rid  of  these  adhesions.  Dr.  Y'an- 
kauer  said  he  thought  it  bad  pi'actice  to  break  them  with  the  finger; 
they  are  usually  old;  when  found  in  adults,  they  have  been  there  since 
childhood  and  are  very  dense  and  hard,  and  form  bands  wiiich  are 
sometimes  difficult  to  cut  through  even  with  the  forceps.  When  an  at- 
tempt is  made  to  break  them  down,  the  mucous  membrane  is  torn 
through  and  strips  are  torn  off  with  the  adhesions  when  they  are  freed. 
The  mucous  membrane  closes  up  again,  and  the  adhesion  is  reproduced. 
For  freeing  these  adhesions,  he  uses  a  punch  like  an  ordinary  nasal 
punch,  but  a  little  longer;  it  w-as  originally  devised  to  open  the  sphenoid 
sinus.  With  this  he  punches  out  a  piece  of  the  adhesion,  two  or  three 
millimetres  wide,  working  through  a  direct  speculum.  There  is  no 
diflBculty  with  patients  who  have  been  trained  to  the  use  of  the  specu- 
lum, or  if  cocaine  is  used.  When  the  bleeding  ceases,  an  application  of  10 
per  cent  nitrate  of  silver  is  made;  later  a  weaker  solution  is  used  on  a 
cotton  tipped  applicator,  making  pressure  on  the  parts  and  so  massaging 
them.  Very  often,  in  young  persons,  the  posterior  wall  will  fall  away,  as 
if  it  were  stretched  and  elastic.  In  adults,  the  recession  of  the  mucous 
membrane  is  not  so  prompt.  There  is  little  difficulty  with  the  reformation 
of  these  adhesions  when  they  have  been  properly  cut  awaj'. 

In  regard  to  the  deep  pockets,  such  as  Dr.  Hurd  described,  they 
probably  occur  oftener  than  is  supposed.  If  an  examination  is  made 
with  the  post-nasal  mirror  they  cannot  be  seen,  nor  with  the  pharyn- 
goscope; but  if  one  is  accustomed  to  use  the  direct  speculum,  and  gets 
the  beak  back  of  the  eminence  and  lifts  it  forward,  the  full  depth  can 
be  seen.  In  the  case  described  by  Dr.  Hurd,  where  the  fossa  is  long  and 
narrow,  it  he  will  test  the  posterior  pharyngeal  wall,  he  will  probably 
find  very  thick  tissue — the  remains  of  the  adenoids.  If  that  adenoid 
tissue  has  all  been  cut  out,  the  only  thing  to  do  is  to  wait  until  the 
mucous  membrane  recedes. 

Dr.  Harris,  replying  to  an  inquiry  from  Dr.  Yankauer  as  to  how  he 
removes  these  bands,  said  that  he  uses  the  Holmes  curette  and  the 
naso-pharyngoscope. 

Dr.  Y'ankaueui  said  he  did  not  see  how  they  could  be  removed  in  that 
way,  but  that  it  was  very  easy  to  do  the  work  with  the  direct  speculum. 
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A  NEW  METHOD  OF  WORKING  OUT    DIFFICULT  MECHAN- 
ICAL PROBLEMS  OF  BRONCHOSCOPIC  FOREIGN- 
BODY  EXTRACTION.* 

Dr.   Chevalier  Jacksox,  Philadelphia,  Pa. 

The  endoscopic  removal  of  a  foreign  body  that  has  no  sharp  edges 
or  points  to  catch  in  the  bronchial  wall  and  that  is  not  impacted 
is  quite  simple.  On  the  other  hand  certain  foreign  bodies  with 
long  and  sharp  points  or  with  acute  angles  may  require  much  in- 
genuity to  disengage  them  so  that  they  become  free  to  move  and 
safe  to  make  traction  upon  with  forceps.  To  pull  upon  an  en- 
tangled foreign  body  in  either  the  bronchi  or  esophagus  is  to  court 
disaster.  If  such  traction  be  not  fatal,  as  it  usually  is,  ultimate  re- 
moval is  made  much  more  difficult  or  impossible. 

In  this  disentangling  procedure  when  all  previously  made  instru- 
ments had  failed  the  author  found  it  possible  to  solve  the  problem 
by  means  of  probes  and  various  forms  of  instruments  bent  and 
made  to  suit  the  purpose  demanded  by  the  mechanical  problem 
presented  in  the  particular  case.  In  some  cases  it  is  possible  to 
work  out  beforehand  a  curve  or  an  angle  that  wdll  do  the  work ;  in 
other  cases  it  is  necessary  patiently  to  form  and  reform  the  end 
many  times,  testing  each  time,  until  the  precise  angle  or  turn  or 
series  of  angles  or  turns  is  obtained  to  do  the  work. 

The  faults  of  stock  instruments  for  this  purpose  are  three.  1.  They 
may  be  of  not  quite  the  proper  shape.  2.  They  may  have  been 
subjected  to  too  sharp  bending  which  destroys  the  tensile  strength 
of  the  steel.  3.  If  the  shape  is  not  exactly  proper  the  instrument 
will  not  accomplish  its  purpose. 

If  the  tensile  strength  has  been  impaired  the  instrument  may 
break ;  because  endoscopic  instruments  are  necessarily  delicate  and 
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the  maximum  tensile  strength  of  the  best  tool  steel  (Stubb's)  is 
none  too  great  when  reduced  to  the  thread-like  size  needed  for 
work  in  solving  a  difiicult  mechanical  problem  in  the  small  bronchi 
of  children.  When  the  endoscopist  himself  works  out  an  instru- 
ment he  knows  that  it  has  not  been  subjected  to  strains  of  strength- 
impairing  character.  If  such  strains  occur  he  should  throw  the  steel 
away  and  start  afresh. 

The  author's  procedure  when  a  difficult  case  is  encountered,  is 
to  study  over  his  previous  cases  of  the  same  kind  of  foreign  body ; 
if,  as  is  now  usually  the  case,  he  has  had  to  deal  with  similar  foreign 
bodies.  Next,  a  bronchoscopy  or  an  esophagoscopy,  as  the  case  may 
be,  is  done,  witii  all  previously  used  instruments  at  hand  for  use 
if,  on  endoscopic  study,  they  meet  the  requirements  of  the  problem. 
If  they  do  not,  mental  notes  and  measurements  are  taken  and  a 


Fig.  1.  A  simple  manikin  for  working  out  mechanical  problems  of  foreign 
body  extraction.     Almost  any  problem  can  be  stimulated. 

series  of  probes  or  other  instruments  is  made.  These  are  tried  out 
thoroughly  on  the  work  bench  using  a  piece  of  rubber  tubing  for  a 
manikin.  One  end  of  the  tubing  is  anchored  in  a  small  vise  which 
lies  on  the  table,  giving  stability  to  the  distal  end  of  the  tubing 
(Fig.  ]).  If  the  instruments  will  not  enable  the  endoscopist  to 
disentangle  the  foreign  body  in  this  manikin,  obviously  they  will 
not  enable  him  to  do  it  in  the  living  patient;  and  a  continuation  of 
careful,  patient  study  is  undertaken  until  the  problem  is  solved. 

Having  solved  the  simulated  problem  on  the  manikin,  the  solu- 
tion of  the  real  problem  in  the  patient  is  attempted,  and  usually  with 
success.  If  unsuccessful  a  slight  modification  of  the  probes  may 
succeed.  This  modification  is  made  by  means  of  the  spirit  lamp 
and  the  pliers  (Figs.  2  and  4),  which  are  sterile  and  ready  on  a 
sterile  table  in  the  operating-room.  The  instrument  must  be  al- 
lowed to  cool  slowly.     If  chilled  quickly,  as  by  immersion  in  water, 
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the  steel  will  be  hardened  and  consecjuently  made  brittle.  Cooling 
slowly  anneals  the  steel.  These  slender  instruments  cool  almost 
instantly.  They  should  be,  when  finished,  withdrawn  slowly  from 
the  flame  in  an  upward  direction  so  that  the  heat  after  leaving  the 
flame  will  prevent  sudden  chilling  in  the  air.  If  some  degree  of 
spring  is  desired  the  finished  instrument  can  be  hardened  "right 
out"  by  immersion  in  water  when  dull  cherry  red.  Then  the  tem- 
per can  be  drawn  to  the  degree  desired  by  any  one  of  a  number 


Figs.  2  and  3  and  4.  Pliers  for  the  bending  of  probes.  The  surfaces 
of  the  jaws  are  polished  so  as  not  to  roughen  or  mutilate  the  probes  in 
bending.  At  A  is  shown  a  probe-shaped  steel  rod,  a  number  of  which  are 
prepared  beforehand  for  shaping  to  suit  the  particular  mechanical  problem 
wheii  encountered.  The  probe  is  shown  held  in  a  jeweler's  hand  vise 
for  shaping.  After  removal  from  the  vise,  a  handle  is  made  by  bending 
over  to  a  right  angle  about  1  cm.  of  the  proximal  end. 

Fig.   5.     Glass  tube   used  for  demonstration   of  mechanical  problems   and 
sometimes  for  study  of  them. 

of  methods.  This  tempering  had  best  not  be  attempted  by  anyone 
not  thoroughly  familiar  with  the  procedure.  Fortunately,  temper- 
ing is  very  rarely  required.  For  practically  all  purposes  such  as 
we  are  considering  here,  the  annealed  steel  serves  best.  If  the  tool 
steel  is  of  the  highest  quality  it  will  have  sufficient  stiffness  when 
annealed.  Under  no  circumstances  should  work  of  this  kind  be 
attempted  wdth  wire,  machiner}'  steel,  or  iron. 

On  the  tool  table,  in  addition  to  the  newly-wrought  instruments, 
are  a  number  of  straight  steel  rods  formed  with  probe-shaped  ends 
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(Fig.  3)  and  a  number  of  straight  unvvrought  rods.  These  are 
for  forming  an  entirely  new  instrument  if  desired,  though  this  will 
rarely  be  necessary  unless  the  position  of  the  foreign  body  has 
shifted,  thus  changing  the  mechanical  problem.  Such  shifting 
rarely  occurs  in  the  class  of  cases  here  considered. 

The  probes  (Fig.  3)  are  made  by  filing  in  a  watchmaker's  lathe. 
Of  course,  they  can  be  made  up  in  quantities  at  the  instrument- 
maker's,  but  those  made  from  the  steel  rod  by  the  endoscopist 
himself  inspire  the  most  confidence.  They  can  be  filed  to  shape 
while  being  held  in  a  hand-vise,  if  no  small  lathe  is  at  hand;  but 
the  lathe-made  probes  are  more  quickly  and  conveniently  wrought 
to  shape.  In  the  solution  of  some  problems  a  flattened  or  a  squared 
cross-section  on  the  end  of  the  probes  is  advantageous.     In  this 


Fig-.  6.  Schema  showing  how  a  bar  pin  was  pushed  down  by  ill-advised 
alternate  pushing  and  pulling  until  it  had  been  forced  into  the  lowe.^t  pos- 
i^ible  position.     Complete  perforations  as  at  B  and  D  are  usually  fatal. 
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Schema  illustiating-  a  new  method  of  closing  a  bar-pin. 


case  the  cone  of  the  lathe  is  locked  at  the  proper  position  and 
accurate  filing  can  be  done.  The  most  convenient  form  of  handle, 
it  has  seemed  to  the  author,  is  the  simple  right-angle  bend  shown  in 
Fig.  3.  This  is  always  made  last  and  is  turned  so  as  to  be  opposite 
the  bend  formed  on  the  distal  end ;  so  as  to  be  in  all  instruments 
in  the  same  relation.  By  this  means  the  position  of  the  probe-end 
is  always  in  mind. 

In  forming  probes  for  the  purposes  herein  mentioned  it  is  neces- 
sary to  see  that  they  are  not  hooks :  that  is,  that  they  do  not  approach 
too  closely  to  a  right  angle.  A  more  or  less  obtuse  angle  or  an 
approach  to  spiral  form  will  always  permit  them  to  be  withdrawn 
by  backward  rotation.  To  have  an  instrument  so  entangled  as  not 
to  be  able  to  disengage  it  would  be  a  serious  or  possibly  fatal  pre- 
dicament, as  reported  by  Hubbard  in  the  use  of  a  snare. 
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Great  caution  is  necessary  in  the  use  of  these  bent  probes  and 
the  utmost  delicacy  of  the  sense  of  touch  must  be  exercised,  as  it 
is  very  easy  to  perforate  the  bronchial  wall  with  either  the  probe 
or  the  foreign  body. 

TOOLS. 

The  tools  needed  for  this  work  are  mainly  those  of  the  jeweler, 
not  those  of  the  blacksmith  or  machinist.  Extreme  delicacy  and 
precision  are  essential.  Lack  of  these  will  result  in  either  a  clumsy 
instrument  or  one  with  weak  places. 

Lathe.     A  good  precision  lathe  is  essential,  and  it  must  be  deli- 


Fig.  9. 


Fig.  8. 

Fig.  8.  Radiograph  showing  bar  pin  in  left  bronchus  of  four  months  old 
infant. 

Fig.  ?.  Bar  pin  removed  bionchoscopically  from  the  left  bronchus  of  an 
infant  of  four  months. 

cate.  The  Webster-Whitcomb  jeweler's  lathe  is  a  standard  quality. 
It  should  have  a  full  assortment  of  chucks  and  attachments.  In 
passing  it  may  be  said  that  the  mastoid  curettes  of  the  otologist  can 
be  sharpened  from  the  inside  of  the  bowl  by  a  carborundum  burr 
held  in  this  lathe,  so  as  to  cut  in  a  way  that  will  seem  incompre- 
hensible to  those  used  to  dull  curettes. 

Work-bench.  A  firm,  solid  work-bench  at  a  window  where  good 
bright  daylight  may  be  had  is  essential. 

Vise.  A  small  jeweler's  bench-vise  is  needed.  It  should  have 
detachable  leather  facings   for  the  jaws  so  as  not  to  roughen  the 
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probes  when  they  are  held  after  finishing.  In  the  rougher  part  of 
the  work  the  more  accurate  holding  of  the  bare  jaws  is  needed. 
The  common  cast-iron  vise  is  a  mere  toy  and  will  not  serve.  A 
small  hand-vise  or  a  jeweler's  pin-vise  is  also  needed. 

Files.  A  set  of  jeweler's  needle  files  are  the  best  for  this  delicate 
work.     They  are  made  of  twelve  different  forms  of  cross-section. 

Pliers.  Square-nosed,  round-nosed  and  pointed,  flat-nosed  pliers 
are  needed.  Two  sets  are  essential;  one  set  with  roughened  jaws 
for  the  roughing-out,  and  one  set  with  absolutely  smooth  and  pol- 
ished jaws  for  bending  the  finished  probes.  The  pliers  used  by 
opticians  for  fitting  spectacle  frames  are  best  for  the  latter  purpose. 
A  pair  of  heavy  cutting  pliers  are  convenient  for  cutting  off  the 
probes,  or  other  instruments,  to  length. 

Anvil.  A  jeweler's  anvil  is  very  convenient  as  is  also  a  bench- 
block  of  faced  and  smoothed  cast-iron,  for  straightening  rods,  etc. 

Polishing  tools.  A  good  jeweler's  motor  with  carborundum 
grinding  wheel  and  a  buffing  wheel  is  very  convenient.  Emery 
cloth  of  finest  grain  and  rouge  cloth  are  needed  for  hand-smoothing 
and  lathe-finishing.  A  high  polish  is  objectionable,  but  the  instru- 
ments should  be  smooth.  They  may  be  blued  after  finishing  by 
heating  in  the  bunsen  flame.  The  dark  blue  instruments  of  dull  fin- 
ish are  more  easily  seen. 

Alcohol  lamp  is  convenient  because  it  can  be  sterilized  and  placed 
on  the  tool  table  in  the  operating-room  for  bending  probes.  For 
use  in  the  workshop  the  bunsen  gas  burner  may  be  used. 

Manikin.  The  manikin  of  Killian  was  made  to  teach  introduc- 
tion of  the  tubes.  It  was  for  use  in  the  sitting  position.  The  manikin 
of  Von  Schrotter  was  for  teaching  introduction  in  the  lateral  po- 
sition. Hubbard  has  made  an  excellent  manikin  for  use  in  simulat- 
ing the  recumbent  position.  The  author  uses  for  the  working  out 
of  mechanical  problems  a  bit  of  drainage  tubing  about  20  centi- 
meters long,  the  distal  end  being  held  in  a  small  cast-iron  vise  that 
can  be  purchased  for  25  cents  at  any  hardware  shop.  In  use  it  is 
not  fastened  to  the  bench,  but  allowed  to  rest  on  the  bench,  desk  or 
table.  Much  practice  may  be  had  with  it  at  odd  moments.  For 
demonstration  of  mechanical  problems,  and  sometimes  for  study  of 
them,  a  glass  tube  is  used,  Fig.  5. 

Other  tools.  The  other  tools  that  are  convenient  and  that  the 
mechanically-inclined  endoscopist  can  and  will  naturally  add  to  his 
workshop  are  too  numerous  to  mention.  Saws,  drills,  reamers, 
screw-plates,  taps,  dies  and  so  on  ad  infinitum  can  be  used  with 
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pleasure  and  profit  by  those  who  naturally  turn  to  such  work  as 
recreation.  But  it  is  not  for  such  that  this  article  is  written.  It 
will  not  pay  the  busy  bronchoscopist  to  make  his  own  instruments 
for  general  work.  There  are  some  instruments,  however,  such  as 
those  hereinbefore  described  that  he  can  make  for  the  particular 
case  that  will  enable  him  to  get  out  a  foreign  body  that  otherwise 
he  will  never  gel  out. 

ILLUSTRATIVE  CASE. 

Infant,  aged  4  months,  aspirated  a  bar  pin,  to  remove  which  two 
attempts  had  been  made,  first  under  ether  anesthesia,  next  under 


Fig.  9.  Cast  of  the  trachea,  main  bronchi  and  .stem  bronchi,  of  an  infant 
one  year  old.  Actual  size.  Note  the  size  of  the  main  bronchi;  no  larger 
than  a  large  straw. 

chloroform.  Tracheotomy  had  been  done  as  stated  by  my  pred- 
ecessor in  the  case  (who  has  since  urged  me  to  make  this  pub- 
Hcation  of  it)  for  the  combined  reasons  that  (a)  the  first  bronchos- 
copy was  followed  by  subglottic  edema;  (b)  the  pin  was  supposed 
to  be  in  the  cervical  trachea  reachable  by  tracheotomy;  (c)  this 
failing,  removal  could  be  accomplished  by  bronchoscopy  through 
the  tracheotomic  wound.  These  procedures  all  failed,  however,  and 
the  child  was  brought  to  our  clinic.  Temperature,  104.3  ;  pulse, 
158 ;  respirations,  52.  The  breath  was  foul,  the  lips  were  cut, 
sloughing  shreds  of  mucosa  were  visible  in  the  phar}^nx.  Muco-pus 
was   streaming  down  the  neck   from   the  tracheotomic  wound   in 
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which  was  an  over-sized  akiminum  cannula  full  of  crusted  secre- 
tions. The  child  was  pale  and  very  fretful.  It  moaned  almost 
constantly  and  slept  but  little.  We  did  not  expect  it  to  live  longer 
than  a  few  hours ;  and  in  consultation  with  my  predecessor  in  the 
case  it  was  decided  that  nothing  was  to  be  done  but  to  try  to  get  the 
child  to  rally.  It  was  clear  that  it  was  suffering  from  surgical 
shock  and  sepsis,  not  from  the  pin.  Contrary  to  our  expectations, 
the  child  lingered  along  for  a  few  days  and  then  slowly  began  to 
improve.  At  the  end  of  three  weeks  the  temperature  was  almost 
normal  and  the  child  was  in  fairly  good  condition.  There  was  a 
loose  cough,  dullness  over  the  left  lower  lobe,  which  was  full  of 
rales.  A  radiograph  showed  imperfect  drainage  from  the  left  lower 
lobe.  The  bar  pin  was  seen  to  be  in  the  left  bronchus  about  6  milli- 
meters below  the  bifurcation. 

\A  ithout  anesthesia,  the  4-millimeter  bronchoscope  was  passed 
through  the  mouth.  There  were  patches  of  exudate  in  streaks  on 
the  tracheal  wall.  Pus  filled  the  left  bronchus,  and  no  air  seemed 
to  be  passing  in  or  out  of  the  left  bronchus,  whose  walls  were  so 
swollen  that  the  end  of  the  pin  was  hidden  from  view.  The  pin 
was  apparently  wedged  fast.  It  was  thought  best  not  to  make  any 
attempt  to  work  with  it  for  a  time,  for  both  local  and  general  rea- 
sons. Meanwhile  a  method  of  removal  was  to  be  worked  out  in  the 
bronchoscopic  laboratory. 

It  was  quite  clear  from  the  statements  of  my  predecessor  and 
from  endoscopic  inspection  of  the  case  that  what  happened  was 
this :  As  shown  schematically  in  Fig.  (3,  the  bar  pin  had  been  at 
first  lying  loosely  in  the  trachea,  as  shown  at  A.  Traction  resuhed 
in  causing  the  pin-point  to  enter  the  tracheal  wall  as  shown  at  B, 
preventing  withdrawal.  To  liberate  the  point,  the  pin  had  been 
pushed  downward  to  a  new  position  (c)  where  traction  again 
caused  the  point  to  enter  the  bronchial  wall.  This  had  been  repeat- 
ed until  the  pin  was  forced  down  tightly  as  far  as  it  could  go  in 
the  small  stem  bronchus  of  a  4  months  old  infant,  and  there  anchored 
with  what  seemed  utterly  hopeless  tightness.  Of  course  some  such 
rachet-like  action  downward  occurs  from  cough  and  even  respira- 
tion ;  but  my  predecessor  nobly  took  the  blame  upon  himself,  claim- 
ing that  the  intruder  if  unmolested  could  not  have  arrived  at  such  a 
condition  of  impaction  and  anchorage.  The  greatest  difficulty  arose 
from  the  fact  that  the  forcing  in  of  the  pin  together  with  the  edema 
left  no  room  at  the  side  of  the  pin  to  work.  Any  instrument  in- 
serted would  need  to  make  room  for  itself  by  displacing  the  edema 
and  the  utmost  care  would  be  necessary  to  prevent  perforation  of 
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the  bronchial  wall  by  the  instrument  or  the  foreign  body.  In  ad- 
dition to  this  it  should  be  remembered  that  the  stem  bronchus  of  a 
child  of  this  age  is  not  over  3  millimeters  in  diameter.  (Fig.  10.)  It 
seemed  as  though  bronchoscopy  had  once  more  encountered  the  im- 
possible. To  pull  the  intruder  out  at  all  hazards  would  certainly 
have  been  promptly  fatal,  and  was  not  to  be  considered  for  a  moment. 

The  method  finally  worked  out  on  the  manikin  is  shown  sche- 
matically in  Fig.  7.  The  fine,  bent  probe,  B,  was  formed  to  the 
proper  curve  to  be  insinuated  by  rotation  to  the  position  shown. 
Then  by  gently  turning  the  bent  probe,  at  the  same  time  making 
gentle  pressure  with  the  fixing  push  rod,  C,  the  pin  was  closed. 
This  rendered  forceps  withdrawal  safe  and  not  difficult.  No  anes- 
thetic general  or  local  was  used.  The  child  made  a  good  recovery 
and  has  remained  entirely  well. 

Part  of  the  inconceivable  difficulty  here  presented  was  in  the  small 
size  of  the  trachea  and  bronchi  in  an  infant  of  four  months,  coupled 
with  the  limited  time  that  it  is  safe  to  continue  working.  The  main 
bronchi  are  not  larger  than  a  goose  quill  and  to  stretch  them  by 
forcing  in  a  large  tube  is  certain  death.  The  lumen  diameter  at  four 
months  of  age  is  not  more  than  half  what  it  is  at  twelve  months. 

My  predecessor  in  this  case  asked  that  mention  of  his  name  be 
omitted  in  order  that  I  might  feel  absolutely  unhampered  in  fully 
stating  the  case  so  that  others  might  avoid  committing  the  error  of 
pursuing  a  foreign  body  downward. 

For  use  in  the  esophagus,  forceps  may  be  substituted  for  the 
fixing  rod. 

CONCLUSIONS. 

1.  Tool-steel  probes  formed  by  the  bronchoscopist  himself,  to 
suit  the  particular  case,  are  an  addition  to  our  means  of  solving 
mechanical  problems  of  bronchoscopic  foreign-body  extraction. 

2.  The  form  herewith  shown  can  be  used  to  close  a  bar  pin, 
which  cannot  be  done  with  any  of  the  different  forms  of  safety-pin 
closers. 

3.  To  pursue  a  foreign  body  downward  is  to  court  disaster. 

4.  Care  is  necessary  to  avoid  forming  hooks  that  could  catch  in 
bronchi  or  become  entangled  in  the  foreign  body.  The  shape  should 
be  such  as  to  favor  "unscrewing"  out  if  caught. 

5.  Great  care  should  be  taken  to  avoid  injury  to  the  patient.  Any 
number  of  trials  may  be  had  if  no  harm  be  done.  One  serious 
trauma  may  terminate  the  case. 


FURTHER  OBSERVATIONS  ON  TRACHEO-BRONCHIAL  DIPH- 
THERIA, WITH  REPORT  OF  ADDITIONAL  CASES.* 

Dr.  Henry  Lowndes  Lynah,  New  York  City. 

Since  my  last  report  on  this  subjecty  diphtheria  cases  have  not 
been  prevalent  in  New  York  City  and  during  the  summer  months  of 
1916,  for  the  first  time  in  the  history  of  the  institution  there  were 
no  intubated  cases  admitted  to  the  Willard  Parker  Hospital,  the 
severe  epidemic  of  poliomyelitis  apparently  having  taken  the  place 
of  diphtheria  and  the  exanthemata.  During  the  year  preceding 
there  was  also  a  small  percentage  of  tracheobronchial  diphtheria 
even  though  there  were  many  admissions  to  the  hospital.  All  of 
the  cases  were  mild  and  many  of  the  "croup"  cases  recovered 
without  intubation  after  a  large  dose  of  antitoxin.  The  writer  has 
stated  in  former  papers  on  this  subject  that  he  does  not  consider  a 
case  tracheobronchial  in  whom  the  intubation  tube  of  Dr.  O'Dwyer 
relieves  the  stenosis.  It  is  only  those  cases  with  membrane  below 
the  tube  causing  obstruction  to  respiration  that  he  considers  tra- 
cheobronchial clinically  and  which  call  for  bronchoscopic  meas- 
ures to  relieve  the  obstruction.  There  were,  however,  a  few  inter- 
esting border  line  cases  with  diminished  respiratory  murmur  and 
increased  resonance  over  the  affected  lung.  One  of  these  cases  had 
an  encapsulated  empyema  that  had  ruptured  into  the  superior  lobe 
bronchus  which  Dr.  Ferguson  of  the  attending  staff  had  aspirated 
by  needle  with  negative  results.  It  was  completely  cured  bv  as- 
piration bronchoscopically,  a  dram  of  pus  showing  pneumococci 
being  removed.  Another  case,  an  infant  with  markedly  bulging 
right  chest  wall  in  comparison  to  the  left  chest,  which  was  ap- 
parently collapsed,  and  who  was  in  extremis  and  died  five  minutes 
after  admission  was  found  by  post-mortem  bronchoscopy  to  have 
an  impacted  hull  of  a  pistachio  nut  imbeded  in  the  right  bronchus. 
Another  case  had  a  safety  pin  in  the  right  bronchus.  It  was  not 
diphtheria  and  the  patient  recovered  after  the  removal  of  the 
pin.  Still  another  case  was  admitted  with  the  history  of  having 
aspirated  a  foreign  body  (a  piece  of  egg  shell)  which  proved 
to  be  tracheal  diphtheria.    We  are  constantly  on  watch  for  tracheo- 

•Read   before   the  American   Laryng-ologrical,   Rhinologrical   and   Otolouioal 
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bronchial  cases.  Dr.  Cover  of  the  Resident  Staff  examine?  all 
of  the  cases  showing  respiratory  difficulty  by  direct  means  and  he 
feels  that  he  can  practically  foretell  from  the  appearance  of  the 
larynx  and  subglottic  edema  the  cases  that  require  intubation  and 
the  cases  that  do  not  require  it.  He  has  also  gathered  some  xery 
valuable  data  about  the  condition  of  the  larynx  as  well  as  the 
physical  findings  in  these  cases  and  after  further  study  will  make 
a  report  on  this  subject. 

There  were  also  admitted  some  very  interesting  cases  with  bilat- 
eral bronchopneumonia  intubated  before  admission  for  supposed 
laryngeal  and  tracheobronchial  diphtheria  and  reported  as  such ; 
these  proved  on  examination  by  direct  inspection  to  have  no  involve- 
ment of  the  larynx,  trachea  or  bronchi,  and  when  detubated 
promptly  remained  without  the  tube.  I  am  truly  happy  that  Dr. 
Cover  has  laken  such  an  interest  in  the  study  of  the  cases,  for  it 
is  very  essential  to  have  careful  data  on  these  cases  in  order  to 
prove  which  are  diphtheritic  from  the  presence  of  clinical  evidence 
of  membrane,  and  which  are  mistaken  for  diphtheria  and  wrongly 
diagnosed.  We  have  seen  no  untoward  effect  on  any  of  these  children 
suffering  with  pneumonia,  and  after  bronchoscopy  and  suction  the 
child  was  apparently  breathing  much  more  comfortably  than  before 
the  examination. 

In  the  selection  of  the  bronchoscopic  tubes  for  examination  we 
have  adhered  to  an  old  rule  of  the  writer  to  use  the  smallest  size 
tube  possible  when  performing  intubation  and  not  be  governed  by 
the  age  of  the  patient  in  the  selection  of  the  tubes.  Therefore, 
the  bronchoscopic  tubes  most  frequently  used  on  these  children  are 
the  4  and  5  mm.  tubes  of  Dr.  Jackson.  By  using  the  small  tubes 
one  makes  little  traumatism  and  at  the  same  time  trains  the  eye  to 
see  and  interpret  objects  through  a  small  lumen  which  is  the  main 
essential  of  all  bronchoscopic  examination.  With  the  larger  tubes 
objects  are  easily  recognized  but  this  is  not  the  case  except  by 
constant  practice  in  the  living  with  the  4  mm.  tube  that  distant 
objects  are  discernable. 

The  duration  of  time  should  be  taken  into  careful  consideration. 
It  should  be  the  least  possible  duration  with  an  endeavor  to  relieve 
the  primary  diphtheritic  obstruction.  The  duration  of  time  is  ex- 
tremely important  as  the  acute  diphtheritic  obstruction  must  be  re- 
moved at  the  first  trial  and  if  the  desired  result  is  not  accomplished 
later  bronchoscopy  does  not  aid  in  the  recovery  of  the  case.  So 
far  as  I  have  been  able  to  judge  in  my  limited  experience  with 
bronchoscopy  aspirated  food  and  peanut  pulp  are  equallv  as  irri- 
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tating  and  fatal  if  not  removed  at  the  first  trial.  The  average 
duration  by  actual  time  in  minutes  has  l>een  from  five  to  eight 
minutes  in  children.  The  bronchoscopic  tube  may,  however,  be 
left  in  situ  with  no  apparent  discomfort  to  the  patient  for  a  period 
of  fifteen  minutes  after  spraying  or  swabbing  with  antitoxin.  The 
children  breathe  with  perfect  ease  and  often  fall  asleep  \vith  the 
bronchoscope  in  situ  after  the  obstruction  is  relieved.  In  adults 
the  duration  may  be  prolonged  but  the  general  condition  of  the 
patient  should  be  taken  into  consideration  as  well  as  the  amount 
of  involvement  of  the  bronchus. 

In  the  removal  of  the  membrane  by  suction  or  forceps  great 
care  should  be  taken  not  to  cover  the  attached  portion  of  the  cast 
with  the  lip  of  the  bronchoscope  but  to  locate  the  uppermost  part 
of  the  attachment  of  the  membrane  and  follow  it  down  to  its  distal 
attachment.  I  have  had  this  difficulty  arise  where  I  could  see  the 
flapping  piece  of  membrane  which,  being  held  to  the  tracheal  wall 
by  the  tube,  was  difficult  to  detach  en  masse.  The  membrane  ordi- 
narily is  stripped  off  from  the  tracheal  and  bronchial  wall  readily 
but  in  the  instance  I  mention  I  had  some  difficulty  by  overriding 
the  proximal  attachment  of  the  membrane  by  the  lip  of  the  tube. 

In  compiling  statistics  on  these  cases  I  have  recorded  all  of  the 
cases  handled  by  the  House  Staff  or  myself  even  though  they 
succumbed  within  a  period  of  from  12  to  24  hours  after  admission. 
This,  of  course,  greatly  increases  the  mortality  rate,  but  it  is 
only  fair  to  report  the  good  results  as  well  as  the  bad  and  then 
deduct  the  13  to  24  hour  cases  showing  what  may  have  happened 
had  the  cases  not  been  of  such  long  duration  or  if  they  had  been 
recognized  early. 

Of  the  case  reports  I  have  11  to  add  during  the  years  1915  and 
1916.  One  adult  was  admitted  to  the  Willard  Parker  Hospital 
with  tracheobronchial  diphtheria  who  recovered.  All  of  the  others 
were  children  from  one  year  to  7  or  8  years  of  age.  Of  the 
eleven  cases  treated  six  recovered  and  w'ere  discharged  cured. 
Five  died,  three  of  them  being  in  moribund  condition  on  admission. 
One  died  one  hour  after  admission,  another  within  twelve  hours, 
and  a  third  in  seventeen  hours.  The  other  two  died  from  ex- 
tensive pneumonia  fifteen  and  twenty  days  after  the  removal 
of  the  membrane.  The  penumonia  developed  in  one  case  after 
the  temperature  had  reached  normal  on  the  seventh  day  and  the 
child  was  without  the  tube.  Deducting  the  cases  that  died  within 
the  first  twenty-four  hours  would  make  a  very  encouraging  re- 
covery rate  75  per  cent,  but  we  do  not  deduct  any  case  in  whom 


LYXAH  :     TRACHEO-BROXCHIAL  DIPHTHERIA.  737 

intubation  has  been  performed  or  in  whom  bronchoscopic  exami- 
nation has  been  made,  and  therefore  the  high  mortahty  rate  with 
such  cases  inclusive  is  rather  discouraging.  Following  is  a  brief 
report  of  the  cases : 

Case  I.  A.  \V.  A  woman  35  years  old,  ill  five  days,  was  ad- 
mitted to  the  \\illard  Parker  Hospital  January  10,  1915,  suffering 
with  laringotracheal  diphtheria.  On  admission  the  woman  was  in 
poor  condition,  markedly  cyanotic  and  suffering  from  extreme 
dyspnea.  She  was  promptly  intubated  with  an  adult  intubation 
tube  by  Dr.  Archibald  Dickson,  the  resident  physician,  and  the 
stenosis  was  temporarily  relieved.  Within  a  short  time  the  tube 
became  obstructed  and  was  removed  and  a  small  cast  of  membrane 
followed.  As  the  coughing  up  of  the  cast  apparently  relieved  the 
stenosis,  reintubation  was  not  necessary  and  the  patient  breathed 
fairly  well  for  one  hour  but  gradual  stenosis  necessitated  reintuba- 
tion. During  the  interval  that  she  remained  without  the  tube  a 
physical  examination  of  the  chest  was  made  and  a  dose  of  40,000 
units  of  antitoxin  administered.  The  physical  examination  was 
rather  unsatisfactory  owing  to  the  very  thick  chest  wall  of  the 
patient  who  weighed  about  230  pounds.  However,  Dr.  Dickson 
thought  there  was  diminished  respiratory  murmur  over  the  right 
lung  in  comparison  to  the  left  and  that  bronchoscopic  examination 
was  indicated.  Xone  of  the  other  members  of  the  house  staff  or 
myself  were  able  to  corroborate  the  findings  of  Dr.  Dickson  on 
physical  examination,  but  the  bronchoscopic  examination  proved 
that  Dr.  Dickson  was  the  only  one  of  us  who  was  correct.  The 
tonsils  and  pharynx  were  covered  with  membrane.  The  arj-tenoid 
cartilages  were  enormously  swollen  and  the  right  one  covered 
with  a  thick  exudate.  The  vocal  cords  and  ventricular  bands  were 
beefy  red,  the  right  cavity  of  the  larynx  being  covered  with  mem- 
brane and  the  left  free  where  the  cast  had  possibly  been  removed 
by  intubation.  The  7  mm.  bronchoscope  of  Dr.  Jackson  was  intro- 
duced, as  the  9  mm.  tube  would  have  been  too  large  to  pass  into 
the  larynx  without  causing  much  traumatism.  On  introduction 
of  the  bronchoscope  a  well  defined  cast  of  membrane  was  visible 
on  the  right  antero-lateral  tracheal  wall  extending  downward. 
This  was  promptly  removed  by  suction  and  the  tube  passed  down- 
ward until  the  carina  came  into  view  when  the  membrane  was  seen 
in  the  right  bronchus.  This  piece  of  membrane  was  also  removed 
by  aspiration  but  the  suction  tube  became  obstructed  and  another 
was  substituted.  The  extension  of  the  cast  continued  into  th-i 
superior  lobe  bronchus  and  also  as  far  down  as  the  middle  lobe 
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orifice  but  did  not  enter  it.  All  of  the  membrane  was  removed 
from  the  superior  lobe  as  far  as  I  could  see.  The  mouth  of  the 
bronchus  was  much  swollen.  A  suction  vacuum  of  ten  inches  was 
used.  The  bronchial  area  was  swabbed  as  well  as  possible  with 
antitoxin.  W'hile  swabbing  with  antitoxin  the  nurse  did  not  tighten 
the  sleeve  on  one  of  the  Coolidge  sponge  holders  and  the  gauze 
sponge  became  detached  on  removal  and  we  had  a  foreign  body 
added.  The  gauze  fortunately  became  lodged  in  the  mouth  of  the 
swollen  bronchus  and  was  removed.  Application  of  antitoxin  was 
made  to  the  trachea  and  larynx  and  a  long  13  cm.  intubation  tube 
introduced.  A  dose  of  morphia  gr.  Y^  and  atropia  gr.  1-150  was 
administered  one-half  hour  before  bronchoscopy.  No  local  or  gen- 
eral anesthetic  was  used.  Although  cocain  was  not  used  I  do  not 
think  it  was  contraindicated.  The  duration  of  bronchoscopy  was 
thirty  minutes  and  the  tube  was  left  in  situ  for  fifteen  minutes 
longer  to  allow  for  free  breathing  and  to  remove  mucous  and  in- 
sufflated oxygen.  The  patient  apparently  suffered  from  little  shock 
and  had  a  fairly  comfortable  night.  The  following  day  the  tem- 
perature was  103.2°  Fahrenheit,  pulse  110,  respiration  38.  The 
tube  was  removed  four  days  later  and  on  removal  of  the  tube 
through  the  direct  speculum  a  mass  of  curdy  digested  membrane 
was  coughed  out.  The  larynx  was  free  from  membrane  but  con- 
siderable ulceration  remained.  No  subglottic  edema  was  noted. 
The  tube  was  not  replaced.  The  temperature  gradually  reached 
normal  on  the  tenth  day  and  the  patient  was  discharged  from  the 
hospital  one  month  later.  The  voice  was  very  hoarse  at  the 
time  of  discharge  from  the  hospital  due  to  an  infiltrated  and  fixed 
cricoarytenoid  joint  on  the  right  side.  The  patient  insisted  on 
leaving  the  hospital  and  going  to  Atlantic  City  even  though  we 
advised  her  to  remain  in  the  city  for  fear  of  return  of  the  stenosis. 
Dr.  Dickson  saw  her  three  months  later  and  reported  that  the 
arytenoid  was  moving  and  the  voice  was  returning  to  normal. 
There  were  no  complications.    All  of  the  cultures  were  positive. 

Case  2.  W.  J.,  8  years  of  age,  ill  five  days,  was  admitted  to 
Riverside  Hospital  January  28,  1915,  for  post-nasal,  glandular 
and  laryngeal  diphtheria.  The  ambulance  surgeon  who  brought 
the  boy  to  the  hospital  did  not  consider  intubation  necessary  and 
thought  the  whole  trouble  was  due  to  obstructed  pharyngeal 
croup  from  the  enormous  amount  of  swelling  of  the  neck  and 
face.  A  careful  physical  examination  was  made  by  Dr.  E.  M. 
Goldstein  on  admission  and  he  noted  the  supposed  enormous  collar 
of  brawny  cellulitis  to  be  due  to  subcutoneou?  emphysema.     The 
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neck  and  face  were  enormously  puffed  out  with  air  and  the 
ocular  and  palpebral  conjuctivae  of  the  left  eye  stood  out  as 
a  large  air  bubble.  There  was  but  slight  exudate  on  the  tonsils 
but  the  uvula  was  gone  and  was  thought  to  have  sloughed  off, 
but  a  history  from  the  parents  the  following  day  cleared  up  this 
error.  The  tonsils  had  been  removed  and  the  uvula  was  probably 
removed  with  them ;  however,  there  was  not  sufficient  exudate 
present  to  account  for  such  clean  amputation  of  the  uvula  and 
part  of  the  posterior  pillar  of  the  right  side. 

There  was  a  peculiar  inspiratory-expiratory  wheezing  accom- 
panied by  a  cough  which  was  not  sufficiently  constricted  to  re- 
quire intubation.  The  heart  action  was  rapid  but  regular.  A  dose 
of  10,000  units  of  antitoxin  was  administered,  5,000  units  having 
been  administered  prior  to  admission  by  the  family  physician. 

On  the  29th,  the  second  day  after  admission,  the  emphysema 
and  stenotic  symptoms  had  markedly  progressed  and  intubation 
was  resorted  to  in  order  to  relieve  the  condition.  Dr.  E.  M.  Gold- 
stein, Resident  Physician  of  Riverside  Hospital,  intubated  by  the 
O'Dwyer  method  with  an  8-9  tube.  The  intubation  instead  of  re- 
Heving  the  stenosis  made  it  much  worse  and  the  patient  was  al- 
most asphyxiated.  The  tube  was  at  once  removed  and  follow- 
ing it  a  cast  of  membrane  was  coughed  up.  He  notified  me  of 
the  condition  and  on  arrival  at  the  hospital  I  made  a  thorough 
physical  examination  of  the  patient.  The  boy  was  terribly  puffed 
with  emphysema  and  breathing  was  decidedly  asthmatic.  The 
emphysema  was  found  to  extend  over  the  entire  trunk  down  to 
Poupart's  ligament.  The  arms  and  hands  were  also  ballooned 
with  air.  The  pharynx  showed  a  thin  exudate  on  the  tonsils,  the 
uvula  was  gone.  The  same  exudate  was  in  the  larv-ngo-pharynx. 
A  direct  lar^^ngeal  examination  showed  the  epiglottis  to  be  free  of 
exudate,  nor  was  there  any  exudate  on  the  ary-epiglottic  folds. 
The  arytenoids  were  enormously  swollen  but  free  from,  exudate. 
The  ventricular  bands  and  vocal  cords  were  plainly  visible,  free 
from  membrane  but  congested-.  There  was  apparently  marked 
"subglottic  infiltration, 

A  5  mm.  bronchoscope  was  introduced  and  small  patches  of 
membrane  and  ulceration  were  seen  below  the  cricoid  extending 
down  into  the  right  main  bronchus.  Both  bronchi  were  examined 
but  no  casts  of  membrane  were  seen  and  the  exfoliated  cast  which 
had  been  coughed  up  was  unquestionably  the  cause  of  respiratory 
difficulty.     Re-intubation  was  not  necessary. 


740  LYNAII  :     TKACIIEO-BRONCHIAL  DIPHTHERIA. 

The  case  is  interesting  from  the  standpoint  of  subcutaneous  em- 
physema occurring  in  a  case  prior  to  instrumentation  of  any  kind 
and  I  was  at  a  loss  to  explain  the  cause  of  the  emphysema.  The 
boy  had  a  rather  slow  convalescence  due  to  myocardial  changes 
and  post-palatine  paralysis  but  eventually  recovered.  The  cul- 
tures  taken  were   all  positive. 

At  an  autopsy  which  I  was  able  to  obtain  in  a  foreign  body 
case  other  than  diphtheria  with  similar  symptoms  and  subcutane- 
ous emphysema  I  endea^ored  to  give  an  explanation  of  the  cause 
of  such  subcutaneous  emphysema  without  instrumentation  which 
was  as  follows :  Rupture  of  the  blebs  through  the  pleura  into  the 
mediastinal  spaces  which  in  turn  follows  the  deep  cervical  fasciae, 
and  gets  out  into  the  subcutaneous  celleular  tissues  of  the  body  was 
the  only  plausible  explanation  for  this  condition.  (See  The  Lar- 
yngoscope, August,  1915,  p.  574.) 

Case  J.  M.  W.  Age  20  months,  ill  three  days,  was  admitted  to 
the  Kingston  Avenue  Hospital  May  16,  1915,  intubated  for  laryn- 
geal diphtheria.  The  child  was  in  extremis  on  admission  and  the 
tube  was  obstructed.  Dr.  Eberle  removed  the  intubation  tube  but 
as  there  was  no  expiratory  cough  and  it  was  very  evident  that  the 
child  was  about  dead,  Dr.  Eberle  rapidly  performed  tracheotomy 
and  removed  a  cast  of  membrane  which  had  caused  asphyxia.  By 
means  of  artificial  respiration  the  child  began  to  breathe  but  this 
was  followed  by  a  series  of  convulsions  and  the  baby  succumbed 
one  hour  later.  Although  the  heart  continued  to  beat  during  the 
respiratory  failure  the  profound  carbonic  acid  poisoning  was  not 
overcome.  Dr.  Eberle  performed  a  necropsy  and  found  both 
bronchi  obstructed  by  membrane. 

Case  4.  T.  H.  A  boy  of  three  years,  ill  3  days,  was  admitted 
to  the  Kingston  Avenue  Hospital  October  3,  1915,  intubated  for 
laryngeal  diphtheria.  On  admission  the  child  was  in  fairly  good 
condition  though  there  was  some  difficulty  with  respiration  at 
times  and  a  persistent  cough.  As  the  ambulance  surgeon  said 
there  was  immediate  relief  of  dyspnea  after  intubation,  which  was 
apparent  on  admission.  Dr.  Thos.  Joyce  thought  the  persistent 
cough  was  due  to  the  presence  of  the  tube  in  the  larynx  to  which 
the  larynx  had  not  become  tolerant.  There  was  no  membrane 
visible  on  the  tonsils  or  pharynx.  A  dose  of  30,000  units  of  anti- 
toxin was  given.  Two  hours  after  admission  the  child  became 
very  restless  and  cyanotic  and  Dr.  Joyce  was  hurriedly  sent  for 
who  removed  the  tube  and  found  it  plugged  with  membrane.  A 
longer  tube  was  immediatelv  reintroduced  which  gave  the  desired 
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relief  and  the  child  on  return  to  his  crib  went  to  sleep.     Within 
an  hour  the  tube  again  became  obstructed  and  was  again  removed 
and  found  to  be  full  of  membrane.     As  I  was  in  the  hospital  at 
this  time  Dr.  Joyce  called  me  to  see  the  child  who,  after  the  third 
intubation,  was  apparently  comfortable  but  was  slightly  cyanosed. 
On   examining  the  lungs  little  air  was  heard  entering  either   side 
and  the  little  patient  was  apparently  breathing  with  great  care  in 
order   to   avoid   further  trouble.      From  the   history   given   by   Dr. 
Joyce  and  the  physical  findings  preparation  was  made   for  bron- 
choscopic  examination  which  seemed  to  be  indicated.     The  tem- 
perature was  102.04°  P'ahrenheit,  pulse  weak  and  rapid  and  respi- 
ration shallow.     On  removal  of  the  tube  the  larynx  was  free  from 
membrane.     The  4  mm.  tube  was  passed  and  immediately  ran  into 
a  cast  of  membrane  in  the  trachea ;  it  became  obstructed  and  was 
promptly  removed.     The  o  mm.  tube  was  introduced  rapidly  and 
also  passed  into  the  cast  but  was  withdrawn  above  the  cast,  aspira- 
tion was  applied  and  a  cast  was  withdrawn  hanging  to  the  end 
of  the  canula.     This  was  pulled  oflf  by  one  of  the  nurses  and  the 
canula  again  applied.     From  the  cricoid  level  downward  as  far  as 
one  could  see  there  was  a  complete  cast  of  membrane.     At  times 
the  loose  piece  would  temporarily  obstruct  vision  by  flapping  into 
the  lip  of  the  tube  and  covering  the  light.     Two  small  pieces  were 
coughed  through  the  lumen  of  the  tube  and  stuck  on  the  opera- 
tor's mask.     It  was  impossible  to  remove  all  of  the  membrane  at 
one   sitting  so  we  decided  to  discontinue  the   procedure  after   we 
had  worked  for  fifteen  minutes  and  to  give  another  dose  of  anti- 
toxin,  later   removing  the   remainder  of   the   membrane   after   the 
antitoxin  had  had  its  effect.     The  bronchoscopic   tube  was,  how- 
ever, left  in  situ  for  fifteen  minutes  longer  to  allow  for  free  breath- 
ing followed  by  swabbing  and  intubation  with  a  long  tube.     The 
child  apparently  was   in   fairly  good  condition  when   he   returned 
to  bed  and,  as  he  had  had  1-32  of  a  grain  of  morphia,  fell  asleep. 
The  same  evening  the  child  became  very  restless  and  the  tempera- 
ture rose  to  105.2°  Fahrenheit.     There  was  difficulty  with  respira- 
tion and  Dr.  Joyce  removed. the  tube.     Respiration  was  much  im- 
proved on  removal  of  the  tube  but  no  membrane  was  coughed  up. 
Within  one   and   a  half  hours   reintubation   was   again   necessary. 
The  unfortunate  little  soul  was  about  exhausted  by  this  time  and 
the  lungs  began  to  fill  with  bubbling  moist  rales.     The  condition 
continued    to    grow    worse    and    the    child    died    from    pulmonary 
edema  just  twelve  hours  after  admission.     No  autopsv  was  per- 
mitted. 
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Case  5.  W.  Z.,  age  4  years,  ill  four  days,  was  admitted  to  the 
Kingston  Avenue  Hospital  December  19,  1915,  intubated  for  lar- 
yngeal diphtheria.  There  was  no  relief  following  intubation  for 
the  tube  became  obstructed  and  was  removed.  Further  intubation 
did  not  improve  the  condition  and  Dr.  Laub  promptly  performed 
tracheotomy,  removing  a  cast  of  membrane  from  the  trachea  by 
means  of  forceps  and  then  introduced  a  tracheal  canula.  The 
patient's  condition  improved  after  the  removal  of  the  membrane 
and  there  was  free  passage  of  air  through  the  tracheal  canula ; 
20,000  units  of  antitoxin  were  given  and  the  child  put  in  bed.  The 
usual  stimulation  of  camphor  in  oil  was  given.  The  child  con- 
tinued to  do  fairly  well  for  about  tv.'elve  hours  after  tracheotomy 
when  a  piece  of  membrane  was  coughed  into  the  tracheal  tube 
causing  obstruction.  The  tube  was  promptly  removed  by  the 
nurse  and  a  cast  of  membrane  followed.  The  tracheal  canula  was 
reintroduced  by  the  house  physician  who  responded  to  the  call. 
From  this  time  on  the  child  continued  to  grow  worse  and  become 
cyanosed.  The  heart  sounds  were  weak  and  rapid  and  the  lungs 
were  gradually  filling  with  moist  rales.  Repeated  doses  of  adre- 
nalin were  given  but  no  amount  of  hypodermic  stimulation  had  any 
effect.  The  unfortunate  little  boy  lingered  in  this  condition  for 
five  hours  and  then  passed  away  just  seventeen  hours  after  ad- 
mission. 

Case  6.  Domonick,  age  2^  years,  ill  two  days,  admitted  to  the 
Kingston  Avenue  Hospital  March  23,  1916,  was  intubated  shortly 
after  admission  by  Dr.  Hook,  with  a  1  year  O'Dwyer  tube.  This 
tube  gave  the  relief  desired  and  the  little  patient  improved.  A  dose 
of  15,000  units  of  antitoxin  was  administered.  The  child  had  a 
fairly  comfortable  night  but  the  following  morning  he  was  breath- 
ing with  difficulty.  The  tube  was  removed  and  was  followed  by 
a  cast  of  membrane  and  much  bleeding.  Dr.  Regan  gave  a  dose 
of  horse  serum  30  cc.  intramuscularly  and  the  record  states  that 
the  hemorrhage  promptly  ceased.  There  is  not  a  great  deal  of 
bleeding  as  a  rule  in  these  cases  where  the  membrane  is  attached 
to  ciliated  epithelium  but  there  are  exceptions  however  and  this 
was  probably  one  of  them.  The  child  was  reintubated  with  a  2- 
year  tube  ten  minutes  later.  As  reintubation  did  not  seem  to  re- 
lieve the  dyspnea  Dr.  Joyce  notified  me  of  the  condition  and  on 
arrival  at  the  hospital  the  same  afternoon  we  bronchoscoped  the 
patient. 

There  was  no  visible  membrane  on  the  tonsils  or  the  pharynx  as 
the  speculum  was  introduced.  There  was  no  membrane  visible  on 
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the  epiglottis.  The  larynx  was  congested  and  ulcerated,  and  the 
hemorrhage  recorded  probably  came  from  this  region.  Ulcerated 
areas  were  noticed  on  the  passage  of  the  4  mm.  tube  which  ex- 
tended downward  into  the  right  main  bronchus  at  which  site 
there  was  a  visible  membraneous  cast  loosely  attached  which  would 
flop  into  the  lumen  of  the  bronchoscope  with  expiration,  only  to 
be  aspirated  into  the  bronchus  with  inspiration.  With  a  small 
suction  canula  the  proximal  end  of  the  membrane  was  readily  at- 
tached to  the  tube  and  a  cast  of  the  main  bronchus  removed  with 
a  torn  and  shreaded  distal  end.  The  bronchus  was  then  examined 
for  further  membrane  but  none  was  visible  below  the  upper  lobe 
bronchus  though  the  lip  of  the  bronchus  was  considerably  infil- 
trated. After  the  removal  of  the  membrane  the  usual  procedure  of 
swabbing  by  antitoxin  was  used  and  a  long  tube  introduced.  On 
March  36,  the  tracheobronchial  intubation  tube  was  removed  but 
reintubation  was  necessary  four  hours  later,  a  3  year  O'Dwyer 
tube  being  introduced  by  Dr.  Joyce.  On  March  31  the  tube  was 
auto-extubated,  the  same  size  tube  being  replaced.  The  child  was 
in  poor  condition.  There  were  scattered  subcrepitant  rales  over 
both  lungs  posteriorly.  The  child  continued  to  cough  up  the  tube 
on  an  average  of  one  to  three  times  during  the  day  but  as  soon  as 
a  3-year,  non-cough-up  tube  was  introduced  the  condition  was  re- 
lieved. On  April  3,  the  right  side  of  the  face  became  swollen  and 
on  oral  examination  a  small  necrotic  ulcer  (cancrum  oris)  was 
noted  in  the  right  buccal  cavity.  Smears  from  the  ulcer  showed 
Vincent's  bacillus  and  spirillum  in  abundance.  The  area  was 
treated  locally  with  pure  carbolic  acid  and  alcohol,  no  salvarsan 
being  obtainable.  The  oral  condition  continued  to  progress  rap- 
idly so  that  necrotic  slough  was  removed  by  curettage  and  the 
area  again  painted  with  phenol.  The  unfortunate  little  boy  con- 
tinued to  grow  worse  and  the  area  of  gangrene  increased.  The 
tube  was  removed  for  cleansing  as  there  was  marked  and  fetid 
salivation  with  a  continual  flow  from  the  mouth  as  well  as  into 
the  lumen  of  the  intubation  tube  which  caused  excessive  coughing 
at  times.  On  April  6,  a  purpuric  rash  developed  on  the  face  and 
chest,  septic  in  origin.  A  blood  count  at  this  time  showed  a  gen- 
eral count  of  15,000  with  a  poly  morphonuclcar  count  of  92  per  cent. 
A  blood  culture,  made  with  some  difficulty  by  Dr.  Eberle  owing 
to  the  ver\'  small  veins,  showed  a  hemolysing  streptococcus. 

The  child  continued  to  grow  worse  and  died  on  April  12,  1916, 
still  wearing  the  intubation  tube.  Although  the  foreign  body  ob- 
struction was  removed  early  in  the  disease  the  many  complication': 
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which  are  apt  to  follow  in  these  cases  makes  the  ultimate  outcome 
extremely   discouraging. 

Case  7.  Robt.  N.,  age  3  years,  ill  two  days,  was  admitted  to 
the  Kingston  Avenue  Hospital  April  1,  1917,  intubated  before  ad- 
mission with  a  3  year  O'Dwyer  tube.  The  child  w^as  breathing 
poorly  on  admission  and  Dr.  Joyce,  who  admitted  the  case,  also 
noted  on  physical  examination  that  little  air  was  entering  the  right 
lung.  There  was  no  membrane  visible  on  the  tonsils.  A  dose  of 
20,000  units  of  antitoxin  was  administered.  As  the  dyspnea  grad- 
ually became  worse  and  the  child  very  restless  and  cyanosed.  Dr. 
Joyce  removed  the  tube.  No  membrane  followed  the  removal  of 
the  tube  but  the  patient  was  much  more  comfortable  and  breathed 
with  little  difficulty.  It  is  not  at  all  an  uncommon  occurrence 
to  have  a  child  breathe  easier  without  the  tube  especially  when  the 
end  of  the  lumen  of  the  tube  is  covered  by  a  loose  piece  of  mem- 
brane. About  six  hours  later,  owing  to  gradual  contraction,  rein- 
tubation  was  necessary,  a  longer  tube  being  introduced  by  Dr. 
Joyce  which  seemed  to  pass  the  obstruction  and  give  the  desired 
relief.  The  child  remained  fairly  comfortable  with  the  long  intu- 
bation tube  in  situ  until  the  following  morning  when  dyspnea  and 
cyanosis  became  marked  and  the  tube  was  promptly  removed.  With 
the  removal  of  the  tube  the  distal  end  was  found  completely  ob- 
structed with  thick  curdy  material,  probably  digested  membrane. 
The  child  again  remained  without  the  tube  and  breathed  much  bet- 
ter after  its  removal,  but  later  reintubation  was  necessary,  the  short 
3-year  O'Dwyer  tube  being  used.  When  I  saw  the  child  the  same 
afternoon  there  were  definite  signs  of  obstruction  below  the  tube, 
viz.,  prolonged  inspiration  and  shortened  expiration,  accompanied  bv 
the  ever  present  blocked  cough.  There  was  diminished  respiratory 
murmur  over  the  upper  lobe  of  the  '-^ght  lung;  the  left  which  was 
perfectly  free  although  the  respiration  was  exaggerated.  There 
were  few  rales.  The  temperature  was  102.4°  Fahrenheit,  pulse  128. 
respirations  38  and  labored.    There  wa?  moderate  cyanosis. 

On  direct  inspection  the  tonsils  v  ere  free  from  membrane.  The 
epiglottis  was  not  involved  but  the  arytenoid  cartilages  were  red  and 
swollen,  which  could  be  accounted  for  by  the  frequent  intubations. 
On  removal  of  the  tube  the  larynx  was  seen  to  be  congested  and  the 
ventricular  bands  and  vocal  cords  red  and  swollen.  There  was  no 
membrane  visible.  The  .")  mm.  tube  of  Dr.  Jackson  was  introduced 
which  promptly  encountered  membrane,  moving  to  and  fro  with 
every  respiratory  effort,  in  the  trachea.  W'ith  the  small  aspiration 
tube  and  a  vacuum  of  from  five  to  ten  inches  the  membrane  was  re- 
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moved,  the  attachment  being  made  at  the  loose  distal  extremity,  care 
being  taken  to  see  that  the  cast  was  not  held  by  the  lip  of  the  tube 
to  the  tracheal  wall.  With  suction  a  cast,  SjA  cm.  in  length,  which 
was  part  cylinder  and  torn  cast  was  removed.  The  main  bronchus 
and  also  the  upper  lobe  and  stem  bronchi  were  examined,  but  aside 
from  small  areas  of  ulceration  no  further  membrane  was  seen.  The 
ulcerated  areas  were  swabbed  by  the  usual  antitoxin  gauge  sponge. 
A  long  intubation  tube  was  introduced.  The  temperature  rose  fol- 
lowing the  manipulation  which  had  been  by  the  watch  exactly  eight 
minutes,  but  the  child  was  breathing  much  more  comfortably  and 
soon  was  asleep.  The  following  day  Dr.  Joyce  reported  that  there 
were  many  scattered  rales  over  the  right  upper  lobe  of  the  lung 
involved  but  that  the  child  was  fairly  comfortable  and  taking  nour- 
ishment well.  The  temperature  remained  high,  104.2°  Fahrenheit, 
and  the  pulse  and  respiration  rapid.  On  April  5,  the  long  tube  was 
removed  by  direct  detubation  and  much  curdy  digested  material  fol- 
lowed the  removal.  The  child  did  only  fairly  well  without  the 
tube  for  thirty  minutes  when  reintubation  was  necessary  the 
O'Dwyer  tube  being  introduced.  The  temperature  fell  to  101° 
Fahrenheit  the  day  following  the  removal  of  the  long  tube  and 
reached  normal  by  the  end  of  the  week.  A  second  attempt  was 
made  to  remove  the  tube  by  direct  me?ns  but  reintubation  was  im- 
mediately necessary  owing  to  the  swollen  arytenoids.  On  April  10, 
the  child  was  in  remarkably  good  condition  but  was  still  unable  to 
remain  without  the  tube.  There  was  not  sufficient  subglottic  infil- 
tration to  cause  the  immediate  reintroduction  of  the  tube  and  there- 
fore the  larj'nx  was  not  cauterized.  There  was  marked  adductor 
spasm,  which  could  be  plainly  seen,  both  of  the  ventricular  bands 
and  cords.  Such  spasms  are  most  frequently  the  cause  of  false 
passages  and  are  even  met  with  to-day  when  forcible  attempts  to 
intubate  are  made  by  the  hand  of  the  unskilled  intubator.  Like  all 
spasms  encountered  in  laryngeal  or  esophageal  tubage  the  operator 
who  waits  for  the  spasm  to  relax  will  do  no  harm  to  soft  parts, 
but  the  over-anxious  beginner  who  is  anxious  to  put  his  first  tube 
in  the  larynx,  frequently  uses  such  force  in  the  attempt  at  intuba- 
tion that  he  not  only  ruptures  the  soft  parts  and  makes  a  false 
passage  into  the  mediastinum  which  invariably  has  as  a  sequal  to 
his  faulty  manupulation  a  fatal  termination  from  mediestinal  penu- 
monia. 

We,  therefore,  wait  for  the  spasms  to  relax,  especially  when  the 
tube  is  inserted  under  the  direct  guidance  of  the  eye,  thereby  avoid- 
ing traumatism  and  the  fatal  false  passage.    Although  we  had  cured 
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the  patient  of  the  acute  diphtheritic  condition  we  were  unable  to 
remove  the  tube  for  any  length,  of  time.  On  April  21,  the  tube  was 
removed  and  as  no  immediate  spasm  followed  the  child  was  returned 
to  the  crib,  breathing  well  without  the  tube.  This  was  very  en- 
couraging and  we  thought  that  at  last  the  child  would  remain  per- 
manently detubated,  but  such  was  not  the  case  as  Dr.  Joyce  rein- 
tubated  him  four  hours  later.  We  then  decided  to  leave  the  tube 
in  for  one  week  before  disturbing  it,  for  the  child  had  become  ex- 
tremely nervous  and  frightened  at  the  many  attempts  at  the  removal 
of  the  tube.  On  April  2Sth,  the  tube  was  again  removed  by  direct 
means  but  the  inevitable  reintubation  had  to  be  done  a  few  hours 
later.  Dr.  Joyce,  who  had  given  the  little  child  such  constant  at- 
tention, thought  that  the  direct  detubation  may  be  the  cause  of  the 
trouble  as  the  child  had  become  frightened  by  so  many  direct  exam- 
inations and  furthermore  he  argued  that  even  though  the  removal 
took  not  over  a  minute,  the  instrument  may  be  the  cause  of  supra- 
glottic  edema  which  I  had  not  seen  as  I  had  invariably  left  the  hos- 
pital before  reintubation  was  necessary.  He  therefore  suggested 
that  he  take  the  tube  out  some  morning  early  by  the  O'Dwyer 
method  and  see  what  happened.  He  accordingly  removed  the  tube 
on  May  1,  and  reintubation  was  not  necessary.  The  child  made  a 
perfect  recover}'.  The  patient  was  detained  in  the  hospital  for  one 
month  after  the  last  removal  of  the  tube  to  make  doubly  sure  that 
there  would  be  no  recurrent  stenosis.  He  was  discharged  cured 
May  31,  1916.  This  case  is  interestinof  from  the  standpoint  of  fre- 
quent direct  examinations  being  the  cause  of  supraglottic  edema  as 
suggested  by  Dr.  Thos.  Joyce  of  the  Resident  Stafif.  No  doubt, 
prolonged  direct  examination  will  cause  this  condition  and  does 
cause  supraglottic  and  arytenoid  edema  much  more  often  than  we 
suppose :  but  here  is  a  case  with  supraglottic  and  arytenoid  edema 
when  examined  for  not  over  one  minute  at  any  sitting.  Most  of 
our  cases  have  been  cured  after  direct  methods  were  resorted  to  but 
this  case  was  the  interesting  exception  and  was  only  permanently 
cured  after  the  skillful  digital  removal  of  the  tube  by  Dr.  Joyce. 

Case  8.  Martin  S..  age  one  year,  ill  three  days,  was  admitted  to 
the  Kingston  Avenue  Hospital  March  28,  1916,  suffering  from  lar- 
yngeal diphtheria.  The  throat  was  congested  but  there  was  no 
visible  exudate  on  the  tonsils.  The  child  was  able  to  cr\',  showing 
that  there  was  no  involvement  of  the  larynx,  but  there  was  marked 
retraction  at  times.  A  dose  of  15,000  units  of  antitoxin  was  admin- 
istered. 5,000  having  been  given  just  prior  to  admission  to  the  hos- 
pital.    The  little   child  had  spells   of  marked   dyspnea  and   eight 
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hours  later,  on  account  of  the  pulse  becoming  aspirate,  that  is,  dis- 
appearing with  each  inspiration,  the  child  was  intubated,  a  1-year 
tube  being  used.  After  intubation  the  respiratoiy  difficulty  became 
worse  and  the  tube  was  promptly  removed  and  a  longer  tube  inserted 
by  Dr.  Adam  Eberle,  which  gave  temporary  relief.  Within  two 
hours  this  tube  became  obstructed.  It  was  removed  and  a  small 
piece  of  membrane  followed.  The  child  breathed  much  better 
without  the  tube  for  over  one  hour  when  respiration  again  became 
difficult  and  reintubation  was  performed  with  the  long  one-year 
tube.  On  arrival  at  the  hospital  a  physical  examination  was  made. 
There  was  marked  retraction  even  with  the  tube  in  situ.  Little  air 
was  entering  the  right  lung  and  by  inspection  the  right 
chest  was  barrel-shaped.  The  intubation  tube  was  removed  and  the 
4  mm.  bronchoscopic  tube  of  Dr.  Jackson  introduced.  No  mem- 
brane was  visible  in  the  congested  larynx,  but  on  introduction  of 
the  bronchoscope  membrane  was  plainly  visible  and  very  white  just 
at  the  bifurcation  with  extension  into  the  right  main  bronchus. 

With  a  small  suction  tube  the  plaque  of  membrane  was  removed 
from  the  trachea.  After  the  removal  of  this  parietal  plaque  from 
the  trachea  and  bronchus  further  membrane  was  not  seen.  The  area 
was  swabbed  with  antitoxin  and  as  the  respiratory  difficulty  was 
relieved  we  did  not  introduce  the  long  one-year  tube  as  is  usually 
the  custom  after  the  removal  of  membrane.  However,  reintubation 
was  necessary  before  I  left  the  hospital,  a  one-year  short  tube  being 
inserted  which  separated  the  subglottic  edema  and  gave  prompt 
relief.  There  was  a  sharp  reaction  following  the  bronchoscopic 
manipulation  and  the  temperature  rose  to  103.8°  Fahrenheit.  The 
following  day  Dr.  Eberle  thought  he  could  elicit  a  definite  area  of 
pneumonia  over  the  right  upper  lobe  anteriorly  which  was  prob- 
ably a  diphtheritic  pneumonia.  The  pneumonia,  however,  grad- 
ually improved  and  April  G.  the  temperature  was  100°.  From 
this  time  on  the  general  condition  of  the  child  improved  and  he 
made  a  perfect  recovery.  The  tube  was  removed  and  reintroduced 
six  times  before  the  patient  finally  remained  without  the  tube.  The 
little  patient  was  discharged  'as  cured  May  13,  1916. 

Case  p.  Gussie  W.,  age  7  years,  ill  three  days,  was  admitted 
to  the  Kingston  Avenue  Hospital  April,  1916.  for  larjmgeal 
diphtheria.  An  attempt  to  relieve  the  dyspena  by  intubation  was 
performed  by  the  ambulance  surgeon  at  home,  but  as  the  tube 
made  the  dyspnea  much  worse  he  removed  the  tube  and  rushed 
the  child  to  the  hospital.  On  admission  Dr.Hook  of  the  Resident 
StafY  intubated   the   child  but  there  was  no   relief   and  the  tube 
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became  obstructed  with  membrane.     Further  attempts  were  made 
to  reUeve  the  dyspnea  with  longer  tubes  but  without  success.     Dr. 
Adam  Eberle  was  called  and  owing  to  the  extreme  condition  he 
did  not   attempt   further   intubation   but   promptly   performed   tra- 
cheotomy.    On  opening  the   trachea  Dr.   Eberle   removed  a  cast 
of  membrane  and  the  condition  of  the  child  improved.     The  tem- 
perature after  the  manipulation  was  taken  and  found  to  be  105.3°, 
respiration  54,  pulse  150.     Heavy  doses  of  camphor  in  oil  hypo- 
dermatically  were  given,  and  later,  after  the  child  reacted,  25,000 
units  of  antitoxin   w^ere   injected   intramuscularly.     The  child   had 
a  fairly  comfortable  night  but  became  very  restless  and  dyspneic 
the  following  morning  and  Dr.  Eberle  notified  me  of  the  condition 
A   physical   examination   before   attempting   bronchoscopy   was   of 
little  aid  as  the  constant   coughing  and   rattling  of  mucus  in   the 
tracheal  canula  rather  distorted  and  magnified  sounds  elicited  by 
auscultation.     However,  there  was  increased  percussion  resonance 
over  the  right  upper  lobe,  the  lung  which  proved  later  by  bron- 
choscopic   examination   to   be    obstructed   by    foreign    body   mem- 
brane.     There    was    no    involvement    of    the    tonsils    or    pharynx, 
which  were  viewed  on  introduction  of  the  speculum,  though  there 
was  a  slight  nasal  discharge.     As  the  larynx  came  into  view  the 
tracheal  canula  w'as  removed.     A  rapid  view  of  the  larynx  showed 
it  to  be  free  from  membrane  but  congested  from  the  many  intuba- 
tions.    The  5  mm.  Jackson  bronchoscope  was  introduced.     As  Dr. 
Eberle  had   removed  a  cast  the   night  before  no  membrane   was 
encountered  until  the  carina  trachialis  was  reached  w^hen  a  loosely 
attached  proximal  end  became  visible.     This  piece  of  membrane 
was  easily  removed  by  suction  on  account  of  its  loose  attachment 
and  when  removed  through  the  tube  measured  a  little  over  2^^ 
cm.  in  length.     The  cast  was  a  cylinder  with  a  torn  and   fringed 
distal  end.     On  further  examination  of  the  bronchus  it  was  noted 
that  the  mouth  of  the  right  superior  lobe  bronchus  was  still  oc- 
cluded.    This   membrane  was   rather   firmlv   attached   and   suction 
only  removed  very  small  pieces  of  if.  but  with  the  curved  forceps 
of  Dr.  Jackson  the  membrane  was  grasped  and  a  torn  piece  1}/; 
cm.  in  length  was  removed.     As  the  child  did  not  stand  the  manip- 
ulation  well   the   bronchial   area   was   rapidly    swabbed   with    anti- 
toxin by  means  of  a  Jackson  sponge  and  a  long  bronchial  intuba- 
tion tube  introduced.    The  tracheal  wound  was  lightly  packed  with 
plain  gauze  and  a  wet  dressing  applied.     The  child  was  ver}'^  rest- 
less during  the  night  and  was  given  small  doses  of  morphia  1-32 
of  a  grain  ever\^  six  hours.     The  next  day,  April   17,  the  child 
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was  slightly  improved  and  the  temperature  had  fallen  to  103"^, 
though  cyanosis  was  marked.  On  April  18,  the  bronchial  tube  was 
removed.  No  attempt  had  been  made  to  close  the  tracheal  tistula 
which  was  left  open  as  a  safety  valve  though  it  had  been  loosely 
packed  with  a  gauze  plug  and  a  small  adhesive  plaster  dressing 
on  the  neck.  There  was  a  profuse  discharge  from  the  tracheal 
wound  the  following  day  and  the  dressings  had  to  be  frequently 
changed.  Dyspnea  and  cyanosis  were  marked  at  times  and  there 
w'as  almost  complete  consolidation  of  the  upper  lobe  of  the  right 
lung — a  dyphtheritic  pneumonia.  Suction  was  applied  from  time 
to  time  through  the  open  tracheal  fibtula  and  as  the  child  seemed 
to  breathe  better  without  the  tracheal  canula  and  owing  to  the 
profuse  tracheal  discharge  which  constantly  plugged  the  canula 
it  was  dispensed  with.  On  April  24,  owing  to  the  dried  muco-pus 
causing  extreme  dyspnea  and  cyanosis,  Dr.  Joyce  reinserted  the 
tracheal  canula  and  by  suction  removed  much  of  the  obstructing 
secretion.  Later  he  removed  the  canula  only  after  it  became  ob- 
structed and  inserted  a  long  intubation  tube.  Much  secretion  was 
coughed  through  the  intubation  tube  and  dyspena  again  relieved 
for  the  present.  Within  two  hours  the  intubation  tube  was  re- 
moved as  it  became  obstructed  and  the  long  cane-shaped  tracheal 
canula  of  Dr.  Jackson  once  more  introduced.  The  unfortunate 
little  patient  Hngered  in  this  terrible  state  with  constant  obstruc- 
tion to  respiration  and  frequent  changing  of  tracheal  canula  and 
finally  succumbed  on  April  28,   191(>. 

This  case  demonstrates  the  unfortunate  outcome  when  the 
diphtheritic  membrane  is  not  entirelv  removed  at  the  first  attempt. 
No  doubt  the  finer  bronchi  were  involved  which  accounted  for 
the  extensive  pneumonia  which  is  in  fact  pathologically  a  necrosis 
of  the  lung.  Such  cases  are  not  at  all  unlike  foreign  body  types 
other  than  diphtheria  membrane,  such  as  peanut  and  carrot  pulp 
These  substances  as  you  all  know^  are  extremely  irritating  whisn 
in  the  lung  and  if  not  removed  at  rhe  first  attempt  the  case  fre- 
quently terminates  fatally  from  diffuse  bronchopneumonia  or 
abscess  of  the  lung. 

Case  10.  L.  ^^^,  age  5  years,  ill  four  days,  was  admitted  to  the 
Kingston  Avenue  Hospital  April  15,  1916.  suflfering  from  laryngeal 
diphtheria  and  was  intubated  by  Dr.  Frick  of  the  intern  staff 
twenty  minutes  after  admission.  As  the  tube  gave  immediate  relief 
no  one  suspected  that  there  was  membrane  below-  the  tube  which 
was  to  give  trouble  later.  A  dose  of  20,000  units  of  antitoxin  was 
administered.     The  pharynx  w^as  congested  but  no  membrane  w^as 
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seen.  There  was  no  nasal  discharge.  A  rather  superficial  physical 
examination  of  the  chest  was  made  which  showed  scattered  sub- 
crepitant  rales  over  both  lungs.  Scattered  tubal  transmitted  sub- 
crepitant  rales  are  not  at  all  uncommon  in  all  intubated  cases ;  no 
note  was  made,  however,  of  diminished  respiratory  murmur. 

The  following  morning  at  8  :15  o'clock,  just  twelve  hours  after 
admission,  the  tube  became  blocked  and  was  immediately  extubated 
and  promptly  reintubated.  There  was  some  difficulty  in  reintro- 
duction  of  a  4-5  O'Dwyer  tube  with  which  the  boy  was  originally 
intubated  and  a  tube  of  one-year  size  was  introduced  which  gave 
no  relief.  Dr.  Eberle  was  called  and  promptly  removed  the  small 
tube  and  reintubated  with  a  4-5  tube  without  difficulty.  Dr.  Eberle 
notified  me  of  the  presence  of  membrane  below  the  tube  and  the 
same  afternoon  we  bronchoscoped  the  patient.  No  membrane  had 
been  expelled  after  the  frequent  extubations  and  reintubation  was 
immediately  necessary.  A  physical  examination  by  comparison  of 
both  lungs  showed  by  auscultation  that  little  air  was  entering  the 
right  lung.  The  percussion  note  was  higher  in  pitch  over  the  right 
upper  lobe  in  comparison  to  the  note  over  the  other  portion  of  the 
lung,  both  anteriorly  and  posteriorly.  By  direct  inspection  the  in- 
tubation tube  was  removed.  The  larynx  was  free  from  membrane 
but  was  very  edematous  and  there  had  apparently  been  much 
trauma  in  the  region  of  the  right  ventricular  pouch,  which  prob- 
ably accounted  for  the  difficult  reintubation  after  the  tube  had 
become  blocked  about  twelve  hours  after  admission.  The  5  mm. 
bronchoscope  was  introduced  and  membrane  was  readily  seen 
about  2  cm.  below  the  cricoid  level.  The  membrane  was  removed 
by  suction,  the  cylinder  cast  being  3  cm.  in  length.  The  right 
bronchus  was  examined  and  there  was  considerable  edema  and 
some  small  ulcerations  where  the  cast  had  been  attached.  The 
membrane  had  also  involved  the  mouth  of  the  right  superior 
lobe  bronchus  and  a  few  smgll  shreds  of  membrane  were  removed 
from  this  region.  The  left  bronchus  was  not  involved.  The  usual 
application  of  antitoxin  swabbing  was  made  to  the  involved  area, 
and  a  long  tracheo-bronchial  tube  introduced.  The  boy  became 
very  restless  and  delirious  following  the  removal  of  the  membrane 
which  had  taken  just  seven  minutes,  and  the  temperature  rose 
rapidly  to  105°  ;  the  pulse  was  imperceptible,  and  with  extreme 
sj^anosis  and  rapid  respirations  the  outlook  was  very  discouraging. 
The  temperature  continued  to  rise,  which  is  often  the  case  just 
before  demise,  and  reached  105.6°  at  midnight.  However,  there 
was  a  suddent  change  for  the  temperature  began  to  fall  during  the 
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early  morning  hours  together  with  the  respirations.  The  pulse 
was  still  weak  and  rapid.  The  next  day,  April  17,  at  4  p.  m. 
the  long  tube  was  removed.  A  curdy  mass  was  coughed  out  fol- 
lowing its  removal.  Three  hours  later  dyspnea  became  urgent 
and  Dr.  Eberle  intubated  with  a  4-5  O'Dwyer  tube.  This  tube 
was  auto-extubated  fifteen  minutes  later  and  the  patient  was  rein- 
tubated  by  Dr.  Frick  with  a  6-7  tube.  The  tube  was  again 
coughed-up  one  hour  later  and  the  same  size  tube  was  reintro- 
duced by  Dr.  Frick.  On  the  afternoon  of  the  18,  as  the  tempera- 
ture was  falling,  the  tube  was  removed  by  direct  inspection  to 
ascertain  the  cause  for  reintubation.  There  was  supraglottic  as 
well  as  subglotic  edema,  and  the  ar}-tenoid  cartilages  were  about 
three  times  their  normal  size.  Because  of  these  findings  we  de- 
cided not  to  interfere  with  the  tube  for  at  least  one  week  and  give 
the  larynx  a  rest.  This  seemed  impossible  as  the  tube  was  re- 
peatedly coughed  up  and  ceased  only  after  a  4-5  non-cough-up 
tube  of  the  writer's  model  was  introduced.  The  non-cough-up 
tube  was  not  disturbed  for  five  days  and  was  then  removed  only 
after  inspection  of  the  arytenoid  cartilages  to  see  if  the  infiltration 
had  subsided.  On  removal  of  the  tube  ventricular  band  and  vocal 
cord  spasm  necessitated  immediate  reintroduction  of  the  tube.  The 
boy  was  at  this  time  in  fairly  good  condition  and  had  recovered 
from  the  tracheo-bronchial  diphtheritic  attack  but  was  unable  to 
remain  without  the  intubation  tube.  When  the  regular  tube  of 
Dr.  O'Dwyer  was  introduced  it  was  promptly  coughed  up,  and 
the  only  tube  that  would  remain  in  situ  was  the  bulbous  tracheal 
non-cough-up  tube.  On  April  28,  after  having  coughed  up  the 
regular  O'Dwyer  tube  four  times,  a  small  swelling  was  noticed  in 
the  cricothyroid  region  of  the  neck  and  recognized  as  a  begining 
peri-laryngeal  abscess  complicating  perichondritis  at  the  cricoid 
level.  The  neck  was  poulticed  and  when  the  abscess  came  to  the 
surface  it  was  incised  and  drained.  The  following  day  tracheo- 
scopy was  performed  and  ulcerations  were  seen  at  the  cricoid 
level.  Xo  pus  was  draining  into  the  lar}-nx  from  the  abscess 
cavity.  On  May  6,  extubation  was  performed  by  Dr.  Cannon, 
the  Resident  Physician,  but  immediate  reintubation  was  necessarj'', 
the  4-5  non-cough-up  tube  being  used. 

It  is  an  interesting  fact  that  all  of  the  cases  of  chronic  lar^mgeal 
stenosis  following  diphtheria  have  similar  histories  of  frequent 
auto-extubation  during  the  first  t^vo  or  three  weeks  of  the  disease. 
On  the  other  hand,  however,  we  frequently  meet  with  cases 
who  wear  the  tube  from  four  weeks  to  four  months  and  subse- 
quently  are   detubated   permanently   even   when   special  laryngeal 
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measures  are  not  resorted  to  as  an  aid  to  detubation.  During  one 
year  we  had  sixty-eight  cases  of  the  sub-acute  type,  as  I  classify 
them,  and  all  of  them  made  recoveries.  Xot  one  of  this  group 
became  chronic.  This,  therefore,  is  the  reason  why  we  wait  to 
see  whether  the  case  is  to  be  chronic  rather  than  perform  trache- 
otomy, etc.,  when  such  procedure  is  not  absolutely  indicated  as 
many  of  the  cases  of  this  type  recover,  as  I  have  already  stated, 
without  any  special  surgical  measures.  This  case  unfortunately 
became  one  of  the  chronics,  and  at  the  time  this  paper  was  read 
had  worn  tubes  of  special  size  and  shape  ofif  and  on  for  a  period 
of  one  year.  Repeated  laryngeal  galvano-cautery  knifing  and 
puncture  have  been  made  to  the  subglottic  region  and  reintubation 
with  soft  rubber  covered  intubation  tubes  after  cauterization.  The 
boy  has  a  remarkably  good  voice  even  after  tubage  of  such  dura- 
tion and  at  the  present  time,  April  1-5,  1917,  seems  to  be  apparently 
cured  as  he  breathes  well  and  has  remained  without  the  tube  for 
a  period  of  two  months.  We  do  not  consider,  however,  any  case 
as  cured  until  the  child  has  been  detubated  and  is  breathing  well 
for  at  least  a  period  of  two  years.  Of  course  we  are  all  hopeful 
that  a  cure  has  been  aflfected  but  until  the  lapse  of  two  years  we 
shall  not  consider  him  cured.  While  the  latter  part  of  this  his- 
tory has  no  direct  bearing  on  the  title  of  the  paper  it  is  extremely 
important  to  report  w-hat  does  happen  in  some  of  these  severe 
cases  that  recover  and  also  to  impress  the  fact  that  it  is  the  in- 
evitable nature  of  the  pathological  process  at  the  outset  of  the  dis- 
ease which  later  is  followed  by  the  production  of  chronic 'cicatri- 
cial tissue. 

Case  Ti.  \.  M.,  age  2  years,  was  admitted  to  the  Willard  Parker 
Hospital  with  a  history  of  having  aspirated  a  piece  of  tgg  shell 
three  days  prior  to  admission.  The  family  physician  who  was 
called  to  see  the  child  thought  he  was  suflFering  from  lar}-ngeal 
diphtheria  and  notified  the  Health  Department.  As  the  child  was 
dyspneic  and  required  surgical  care  rhe  parents  were  persuaded  to 
send  the  child  to  the  hospital.  On  admission  to  the  hospital  the 
family  physician  informed  Dr.  Grover  of  the  histor}^  of  the  foreign 
body  egg  shell  and  further  stated  that  the  case  was  not  one  of 
diphtheria  and  he  had  changed  his  opinion  after  he  had  examined 
the  larynx  with  a  speculum  and  seen  the  foreign  body.  With 
this  history-  at  hand  Dr.  Grover  examined  the  larynx  with  the 
infant  speculum  of  Dr.  Jackson  and  saw  a  small  white  substance 
at  the  level  of  the  cricoid  which  he  thought  may  be  either  tgg 
shell  or  diphtheria  membrane.  As  he  did  not  wish  to  pass  a  bron- 
choscopic  tube  before  I  had  seen  the  case,  and  as  he  knew  that  T 


LYNAH  :     TRACHEO-BROCHIAL  DIPHTHERIA.  753 

was  expected  at  the  hospital  he  ver}-  kindly  left  the  task  to  me  to 
decide  the  nature  of  the  intruder.  Through  the  direct  speculum 
the  same  object  was  seen  as  noted  by  the  family  physician  and  Dr. 
Grover  and  both  were  eager  for  an  opinion.  The  picture  presented 
was  not  unlike  many  others  and  was  thought  to  be  diphtheritic 
membrane.  The  4  mm.  bronchoscope  was  carefully  introduced 
and  as  it  encountered  the  object  it  was  very  evident  that  it  was 
not  egg  shell  but  diptheria  with  which  we  had  to  deal.  The  small 
tracheal  plaque  was  removed  by  suction  and  swabbing,  a  dose  of 
10,000  units  of  antitoxin  administered  and  the  child  placed  in  the 
laryngeal  ward.  Intubation  was  not  necessary,  and  the  child  made 
an  uneventful  recovery.  Pharyngeal  cultures  were  negative,  but 
cultures  made  from  the  membrane  showed  Klebs-Loefifler  bacilli. 

A  review  of  the  cases  demonstrates  the  fact  which  Dr.  Chevalier 
Jackson  has  so  often  called  attention  to,  that  bronchoscopy  and  eso- 
phagoscopy  can  be  performed  without  anesthesia,  local  or  gen- 
eral, on  adults  as  well  as  on  children.  Again,  a  patient  without 
general  anesthesia  is  much  more  of  help  than  a  hindrance  to  the 
operator  and  the  operator  loses  no  unnecessary  time  for  there  is 
no  tendency  to  prolong  the  operation  as  it  may  be  under  general 
anesthesia.  Of  course  no  case  of  diphtheria  should  ever  be  an- 
esthetized for  the  removal  of  membrane.  The  profound  carbonic 
acid  poisoning  from  which  all  of  these  patients  sufifer  makes  a 
ver}-  good  anesthetic  for  those  who  wish  to  satisfy  their  minds 
that  general  anesthesia  is  necessary.  With  the  relief  of  this  con- 
dition the  child  quickly  returns  to  a  normal  state.  Case  1  dem- 
onstrates the  fact  that  an  adult  of  '230  pounds  can  be  easily  bron- 
choscoped  and  the  tube  remain  in  situ  for  thirty  minutes  with 
practically  no  discomfort  to  the  patient.  In  this  case  as  in  many 
of  the  others  small  doses  of  morphia  and  atropia  were  used.  These 
drugs,  more  especially  morphia,  is  the  very  best  heart  stimulant 
we  have  for  this  disease.  Secondly,  the  atropia  removes  the 
greater  part  of  the  secretion  which  without  it  is  often  profuse.  No 
doubt  the  accident  in  loosening  the  swab  on  removing  the  carrier 
has  occurred  many  times  before,  but  it  does  not  happen  since  the 
long  screw  shoulder  w-as  added  by  Dr.  Jackson.  Case  2  demon- 
strates veiy  forcibly  the  valve-like  action  of  the  loose  membrane  in 
causing  over-distention  of  the  lung  with  subsequent  rupture  of 
the  alveoli  and  general  subcutaneous  emphysema,  even  when  no 
instrumentation  whatsoever  has  been  attempted.  It  will  also  be 
noted  that  some  of  the  moribund  cases  drowned  in  their  own 
secretions.  This  was  unfortunate  even  with  continued  suction. 
The  profound  carbonic   acid   poisoning  and   diphtheritic   toxaemia 
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were  also  responsible.  In  two  of  the  cases  there  was  some  diffi- 
culty in  removing  the  membrane  as  the  distal  end  was  detached 
and  flapping  into  the  mouth  of  the  tube  while  the  proximal  end  of 
the  cast  was  held  tightly  by  the  tube  to  the  tracheal  wall.  This 
was  in  reality  an  overriding  of  the  foreign  body  by  the  tube, 
which  has  so  often  been  called  to  our  attention  that  this  error  in 
technic  should  have  been  avoided. 

The  child  with  membrane  causing  obstruction  below  the  distal 
end  of  the  intubation  tube  will  often  when  extubated  breathe  far 
better  than  when  the  tube  is  in  situ.  They  will  also  regulate  the 
amount  of  air  taken  with  each  respiration  and  breathe  as  quietly 
as  possible.  This  is  quite  a  common  occurrence  and  we  have  often 
recorded  this  shallow  respiration  as  an  endeavor  on  the  part  of  the 
child  to  prevent  coughing.  On  the  other  hand,  when  the  membrane 
obstructs  respiration  there  are  violent  spells  of  coughing  accom- 
panied by  urgent  dyspnea. 

Case  7  demonstrated  that  direct  extubation  may  cause  supra- 
glottic  and  arytenoid  edema  even  when  performed  rapidly.  This 
case  was  unable  to  remain  without  the  tube  when  it  was  removed 
through  the  speculum,  and  even  when  no  infiltration  was  seen  at 
the  time  of  removal.  At  the  suggestion  of  Dr.  Thos.  Joyce  the 
tube  was  removed  by  the  digital  method.  The  patient  remained 
permanently  detubated  after  removal  and  had  not  even  the  slight- 
est dyspnea  or  stenotic  cough. 

It  is  obvious  that  it  is  necessary  to  remove  all  of  the  obstructing 
foreign  body  membrane  at  the  first  attempt,  but  often  this  is 
impossible  and  the  unfortunate  child  dies  later  of  necrotic  diph- 
theritic pneumonia. 

In  the  tracheotomised  cases  in  this  series  the  same  result  fol- 
lowed as  in  all  of  my  cases  tracheotomized  for  the  relief  of  tracheo- 
bronchial diphtheria ;  that  is,  they  all  terminated  fatally.  Of  course 
all  of  these  cases  were  moribund  with  the  exception  of  case  9,  who 
lived  for  thirteen  days.  All  of  the  membrane  was  not  removed 
from  this  child  at  the  first  attempt  and  the  fatal  result  was  due  to 
necrotic  pneumonia. 

We  have  had  a  number  of  cases  with  foreign  bodies  admitted 
for  diphtheria  and  treated  for  this  disease  in  the  hospital  and  the 
cause  was  discovered  only  after  Dr.  Cover  or  myself  had  made  a 
direct  examination  of  the  larynx  and  trachea.  The  exception  to 
the  rule  is  case  11,  who  was  admitted  with  a  definite  historv  of  a 
foreign  body  and  by  direct  inspection  was  definitely  proven  to  be 
suffering  from  tracheal  diphtheria. 

127  West  Fifty-eighth  Street. 


EPITHELIOMA  OF  THE  MIDDLE  EAR  AND    MASTOID; 
REPORT  OF  A  CASE.* 

Dr.  F.  a.  Burton,  San  Diego,  Cal. 

The  purpose  of  this  paper  is  to  present  for  your  consideration 
and  discussion  mahgnancy  of  the  middle  ear  and  mastoid,  giving  in 
this  connection,  however,  the  experience  of  others  to  a  greater 
extent  than  that  of  my  own,  which  is  limited  to  one  case. 

The  only  thing  I  can  add  to  the  literature  on  this  subject  is  the 
report  of  an  unusual  case  of  epithelioma,  probably  beginning  in  the 
middle  ear,  extending  to  the  mastoid  and  later  into  the  cerebellum. 

In  the  investigation  of  cancer  during  the  last  two  decades  verj' 
extensive  experimentation  has  been  made.  The  net  results,  how- 
ever, appear  to  be  that  of  proving  the  insufficiency  of  all  theories 
that  have  been  advanced  up  to  the  present  time.  Of  the  nature 
of  cancer  probably  it  might  be  said  that  there  is  scarcely  a  working 
explanation. 

Through  recent  experimental  investigation  much  light  has  been 
thrown  upon  factors  which  predispose  to  cancer,  but  the  certain 
cause  of  cancer  is  yet  to  be  discovered.  Chronic  irritation  has 
been  found  to  be  a  frequent  predisposing  factor.  It  is  important 
that  we  realize  that  cancer  may  grow  in  either  one  of  three  ways : 
(With  cells  in  solid  cords  and  masses  (the  most  characteristic  and 
usual  way),  or  as  an  adenoma  or  as  a  papilloma. 

Malignancy  of  the  middle  ear  and  mastoid  is  extremely  rare, 
there  being  reported  in  the  literature,  as  far  as  I  know,  less  than 
fifty  cases.  Epithelioma  is  more  common  in  older,  and  sarcoma  in 
younger  individuals.  Story  reports  that  during  seventeen  years 
on  the  staff  of  the  largest  aural  hospital  in  Ireland,  where  1,000 
new  ear  cases  are  seen  annually,  no  case  of  malignancy  of  the  ear 
had  been  observed.  Malignancy  may  follow  long  continued  ear 
suppuration.  Schwartze,  however,  is  quoted  as  saying  that  it  usually 
attacks  a  perfectly  healthy  ear.  Politzer  tells  us  that  the  most  fre- 
quent point  of  origin  of  epithelioma  of  the  ear  is  the  auricle  and 
the  external  meatus.  Bezold,  in  observing  20,000  ear  cases,  found 
carcinoma  but  four  times.  In  recent  years,  however,  a  greater  pro- 
portion of  such  cases  has  been  reported,  due,  no  doubt,  to  the  in- 
creasing use  of  the  microscope.  Satisfactory  explanation  for  the 
infrequency  remains  to  be  determined,  but  among  the  probable  rea- 
sons are  the  marked  degree  of  natural  protection  afforded  the  middle 

*Read  before  the  California  State  Medical  Society  at  Coronado,  Calif., 
April  17,  1917. 
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ear  and  mastoid ;  the  fact  that  this  area  is  practically  free  from 
glands,  and  that  nevi,  moles,  warts,  and  allied  conditions  to  which 
fatal  cases  of  malignancy  are  often  traceable,  do  not  develop  within 
the  middle  ear  or  mastoid  cells.  And  when  one  considers  the  fact 
that  the  lining  membrane  of  the  middle  ear  and  mastoid  is  made  up 
of  only  one  or  two  layers  of  pavement,  polyhedric  or  ciliated  epi- 
thelium, it  does  not  seem  far  fetched  to  believe  that  the  comparative 
lack  of  cell  mass,  is  also  a  factor.  Cancer  may  attack  the  auditory 
apparatus  by  extension  from  neighboring  organs,  for  example,  the 
parotid  glands  or  the  dura. 

Kuhn  believes  that  the  diagnosis  of  epithelioma  should  be  made 
only  after  careful  consideration  of  the  clinical  course  as  well  as 
the  findings  of  the  microscope.  To  support  him  in  this  belief,  Kuhn 
calls  attention  to  a  case  of  ulcer  of  the  external  auditory  canal  asso- 
ciated with  enlargement  of  cervical  glands  in  which  there  was  a 
diagnosis  microscopically  of  cancer,  but  through  being  rapidly 
cured  under  mercurial  treatment  proved  to  be  syphilitic.  Benign 
growths  of  the  ear  may  and  do  from  time  to  time,  become  malig- 
nant but  malignancy  is  not  shown  in  a  large  percentage  of  the  cases 
until  after  opening  the  mastoid.  In  sixteen  cases  reported  by 
Kretschman,  malignancy  was  not  recognized  in  five  until  after  oper- 
ation, and  out  of  six  cases  at  Schwartze's  clinic  but  three  were  rec- 
ognized as  such  before  operation.  Bilroth  has  called  attention  to 
the  slowness  of  growth  in  old  persons  and  believes  that  rate  of  de- 
velopment decreases  as  the  patient  grow^  older.  Of  the  cases  re- 
ported, scarlet  fever  was  a  very  frequent  cause  of  the  previous 
otorrhea.  As  a  result  of  actual  clinical  experience  acquired 
through  the  study  of  hundreds  of  case-  occurring  in  different 
parts  of  the  body,  there  is  strong  evidence  of  proof  that  a  large 
percentage  of  severe  and  sometimes  fatal  neoplasms  are  traceable 
to  what  seemed  to  be  insignificant,  harmless  growths,  which  were 
subjected  to  chronic  irritation.  So  it  is  the  duty  of  every  physician 
and  surgeon  to  carefully  observe  and  advise  all  patients  with  con- 
ditions which  are  known  to  predispose  to  the  development  of 
cancer. 

The  case  which  I  wish  to  report  was  that  of  a  widow,  aged  43, 
who  first  applied  to  the  San  Diego  County  Ear,  Nose  and  Throat 
Clinic,  November  18,  1914,  for  relief  from  pain  and  aural  dis- 
charge of  very  offensive  odor.  There  had  been  discharge  from 
the  right  ear  for  about  five  years  (cause  imknown)  ;  impaired 
hearing  for  six  weeks.  There  was  pain,  tinnitus  but  no  vertigo. 
There   was   no    spontaneous   nystagmus :   the   turning   and   caloric 
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tests  were  not  made ;  Weber  test  lateralized  toward  the  involved 
ear.  Family  history  negative.  For  three  or  four  years  the  patient 
had  had  pain  in  the  ear ;  for  six  or  seven  months  the  pain  had 
been  very  severe  and  the  discharge  had  increased  in  amount  and 
offensiveness.  For  about  this  same  period  she  had  noticed  slight 
impairment  in  movement  of  the  jaw  and  face  muscles,  some  diffi- 
culty in  closing  her  right  eye,  as  well  as  a  slight  progressive  loss  of 
weight.  The  patient  had  had  a  growth  removed  from  her  shoulder 
12  years  previously,  nature  of  growth  unknown.  No  recurrence. 
Polypoid  appearing  growths  filled  the  external  auditory 
meatus  and  upon  swabbing,  bled  excessively.  There  was 
very  offensive  profuse  otorrhea ;  only  slight  pain  from  pressure 
over    mastoid.     Diagnosis:     Chronic    purulent    otitis    media    with 


Fig.  1.     Epitheliomitous  ma.ss  (actual  size)  removed.     Post-mortem. 

polypi.  The  polypi  were  removed  with  the  cold  wire  snare.  The 
bleeding  was  excessive  and  it  was  impossible  to  determine  that  all 
the  polypi  had  been  removed.  The  bleeding  was  controlled  by 
gauze  packing.  Post-operative  treatment  consisted  in  cleansing 
with  soda  water,  application  of  silver  stick  and  the  instillation  of 
hot  ichthol  and  glycerine.  After  the  removal  of  the  "polypi"  the 
patient  expressed  herself  as  being  somewhat  relieved  of  pain  and 
discomfort  and  said  there  was  improvement  in  hearing.  However, 
in  a  few  days  following  the  operation  the  ear  refilled  with  poly- 
poid appearing  growths.  On  account  of  the  profuse  bleeding  and 
the  pain  encountered  on  treating  the  ear,  investigation  was  not 
satisfactory  until  the  patient  was  etherized,  when  the  probe  re- 
vealed loss  of  posterior  wall  of  bony  canal.  The  free  bleeding, 
rapid  recurrence  and  loss  of  posterior  wall  of  bony  canal,  made 
me  think  of  malignancy.  A  section  was  removed  and  sent  to  the 
pathologist,  who  reported  epithelioma. 
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With  a  diagnosis  of  epithelioma,  the  case  was  placed  under 
treatment  by  a  local  roentgenologist,  who  believed  that  through 
the  use  of  the  x-ray  he  could  be  of  undoubted  service.  For  sev- 
eral hours  following  an  X-ray  exposure  there  was  relief  from  pain, 
but  the  pain  always  reappeared  and  with  increasing  intensity. 
After  two  months  of  bi-weekly  applications  of  the  Roentgen  rays 
the  patient  reapplied  to  me  for  relief  from  excruciating  pain.  She 
said  she  had  not  been  able  to  sleep   for  several   days  and  nights. 


Fig.  2.  Section  shows  a  very  cellular  stroma  enclosing  several  epithelial 
cell-masses  and  'pearls."  There  is  a  polygonal  epithelium  of  variable  depth 
on  the  surface,  and  one  papilla  is  shown  which  has  proliferated  deep  down 
into  the  mass  and  undergone  central  liyaline  degeneration   ("pearl"). 

The  area  over  the  mastoid  was  edematous  and  perforated,  with 
some  pus  discharging  through  the  fistulous  openings.  The  patient 
was  sent  to  the  hospital,  where  the  usual  curved  incision  for  mas- 
toid operation  was  made,  the  ear  carried  well  forward  over  the 
cheek.  On  removing  a  thin  shell  of  honeycombed  bone,  a  large 
granulation  mass  was  exposed,  but  the  disease  showed  no  ten- 
dency to  spread  to  the  auricle.  The  v.ound  was  left  open  that  the 
growth  might  be  unconfined.  The  amount  of  cancer  fluid  was  ex- 
cessive, the  odor  extremely  offensive.  Dressings  were  changed 
daily  and  cleansing  treatment  instituted,  but  no  treatment  seemed 
to  be  of  any  service  other  than  that  of  palliation.  The  free  mas- 
toid opening,  however,  gave  great  relief.  It  relieved  the  confine- 
ment of  the  growth  a?  well  as  that  of  pus  and  cancer  fluid.     In  the 
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course  of  the  disease  there  were  three  abscesses  in  the  neck,  two 
of  which  were  opened  externally,  and  one  through  the  mouth. 
There  was  complete  right  facial  paralysis,  paralysis  of  right  vocal 
band,  great  difficulty  in  swallowing.  There  was  at  no  time  protru- 
sion of  the  growth  from  the  meatus,  as  is  reported  in  so  many 
cases.  Hearing  was  not  lost.  The  lymphatic  glands  in  the  neck 
at  no  time  became  much  enlarged  or  especially  sensitive.  Land 
marks  of  the  temporal  bone  as  well  as  the  most  of  its  structure  had 
disappeared. 


X 


Fig.  3.  A  higher  magnitlcation  of  an  area  showing-  epithelial  "pearls," 
one  containing  a  giant  cell,  and  an  area  of  round-cell  infiltration  of  the 
stroma. 

In  most  of  the  reported  cases  there  was  greater  impairment  in 
hearing  than  in  thise  case.  Almost  without  exception  the  patient  grew 
rapidly  worse  after  surgical  interference.  My  case  was  no  exception 
in  this  particular.  In  this  case  there  was  an  unusually  great  amount 
of  bone  necrosis.  In  most  of  the  cases  the  meninges  remained  intact 
but  in  mine  there  was  extensive  loss  of  these  membranes.  I  had 
expected  for  some  time  that  my  patient  would  die  of  meningitis,  but 
death  occurring  eight  months  after  the  first  visit,  was  due  to  toxemia 
and  exhaustion.  During  the  greater  part  of  the  time  that  she  was 
under  observation,  her  temperature  was  normal,  sub-normal  or 
slightly   elevated,    seldom   exceeding   one    degree    above   or   below 
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normal.     The  pulse  rate  was  proportionately  higher.     Emaciation 
became  very  pronounced. 

With  the  understanding  on  the  part  of  the  members  of  the 
family  that  no  investigation  would  be  made  except  behind  the  ear, 
and  that  the  head  would  be  left  looking  no  worse  than  before 
autopsy,  the  following  points  were  acquired :  Most  of  the  tem- 
poral bone  was  gone ;  there  were  no  meninges  covering  the  ad- 
jacent cerebellum;  a  large  amount  of  cerebellum  was  macerated, 
the  tumor  was  not  encapsulated,  and  there  was  semi-liquid  exten- 
sion upward  to  the  tentorium  cerebelli  and  downward  into  sheaths 
of  cervical  muscles  and  vessels,  as  well  as  deep  into  the  substance 


Fig.  4.    A  high  magnification  of  epitheliomitous  cell  masses,  showing  cell 
division. 


of  the  cerebellum  toward  the  foramen  magnum,  with  abundant 
pus  burrowing  in  everj^  direction.  It  would  have  been  of  value 
to  have  noted  the  condition  of  the  blood  vessels — the  sigmoid 
sinus  and  termination  of  the  cartoid — but  this  was  not  done.  There 
was  communication  with  the  naso-pharynx  by  way  of  a  patulous 
Eustachian  tube.  Permission  not  having  been  obtained,  metastatic 
abscesses  were  not  looked  for. 

The  epitheliomatous  mass  was  dissected  out  and  a  section  sent 
to  the  laboratory  for  re-examination.  The  pathological  report  by 
Dr.  H.  A.  Thompson  corresponded  microscopically  with  that  which 
he  previously  made,  and  was  as  follows:  ''Tumor  was  2.5  cm.  by 
2.0  cm.  by  2  cm.,  markedly  papillomatous.     Had  the  appearance 
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of  a  typical  epithelioma.  Alicroscopical  examination  showed  it  to  be 
made  up  of  papillomatous  masses  of  squamous  epithelium.  Cells 
did  not  show  evidence  of  a  verj-  rapid  growth,  their  staining  being 
moderate  and  comparatively  few  mitotic  figures  being  present,  and 
some  areas  showed  many  concertic  masses  of  epithelial  cells — the 
epithelial  pearls.  The  connective  tissue  showed  marked  round-cell 
infiltration." 

In  all  suspected  cases  of  cancer  the  patient  should  be  given  the 
benefit  of  the  doubt  until  a  reliable  diagnosis  can  be  made,  and 
since  there  is  not  as  yet  a  reliable  sero-diagnostic  test  for  cancer, 
a  positive  diagnosis  of  malignancy  should  not  be  made  without  a 
careful  consideration  of  the  clinical  picture  and  the  use  of  the 
microscope.  There  are  many  instance?  recorded  where  malignancy 
had  not  been  discovered  microscopically  until  after  repeated  sec- 
tions had  been  examined. 

One  can  but  regret  the  fact  that  the  public  is  constantly  en- 
couraged to  listen  to  old  discarded  views  which  even  to-day  are 
continuously  put  forward  and  sometimes  labeled  as  new,  presum- 
ing to  cure  cancer  without  the  use  of  the  knife.  Such  represen- 
tations, or  shall  I  say  misrepresentations,  are  likely  to  catch  the 
ear  of  the  ignorant  and  the  timid  who  have  acquired  a  fear  of  sur- 
ger}'.  It  is  said  that  about  eight  or  nine  per  cent  of  the  patients 
operated  upon  for  cancer,  or  sent  to  the  mortuary  as  having  died 
of  cancer,  were  not  sufferers  from  the  disease. 

In  the  early  stages  malignant  growths  of  the  middle  ear  usually 
look  like  polypi  but  are  more  ashy  in  color.  There  is  often  spon- 
taneous hemorrhage,  excessive  and  more  or  less  persistent  bleed- 
ing at  time  of  removal,  as  well  as  quick  return  after  removal.  On 
touch  there  is  more  bleeding  than  in  the  case  of  simple  granulatiorf 
polypi. 

In  the  prognosis  of  cancer  of  the  ear  early  recognition  and 
early  radical  operation  are  extremely  important  factors.  In  one  of 
Kuhn's  cases  after  the  removal  of  the  membraneous  ear  canal  and 
auricle  for  cancer  of  the  ear,  there  had  been  no  return  for  six  years. 
After  malignant  involvement  of  the  mastoid  cells  it  is  probable 
that  operative  interference  is  contraindicated  and  should  not  be 
done  unless  for  the  relief  of  pressure  symptoms. 

The  treatment  of  cancer  has  been  assisted  materially  through 
the  knowledge  which  has  been  acquired  of  its  histo-pathology.  The 
result  has  been  to  establish  the  view  that  in  its  incipiency  cancer  is 
a  local  condition,  and  that  complete  removal  of  the  primary  focus 
removes  the  malignant  process  and  cures  the  patient.  From  a 
therapeutic  viewpoint  sedative  and  not  irritative  treatment  should 
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be  the  watchword.  This  is  true  not  only  where  there  is  positive 
diagnosis  of  cancer  but  also  where  malignancy  is  likely  to  develop. 
There  appears  to  be  practically  no  place  in  the  treatment  of  malig- 
nancy by  means  of  caustics  where  there  is  hope  of  cure.  Surely 
in  no  cases  except  those  known  to  be  superficial,  slightly  circum- 
scribed and  of  slow  growth.  It  is  true,  however,  that  even  the 
most  expert  diagnostician  may  be  unable  at  times,  to  make  this 
differentiation.  It  should  also  be  remembered  that  the  growth 
may  be  small,  apparently  slight  or  circumscribed  and  yet  for  the 
reason  that  it  has  marked  tendency  for  the  formation  of  metastasis, 
be  very  virulent.  It  must  be  obvious  that  in  such  a  case  the  use  of 
a  caustic  which  failed  to  destroy  every  vestige  of  malignancy  be- 
fore metastasis  had  occurred,  would  only  augment  the  danger. 
One  should  also  remember  that  an  unsuccessful  surgical  attempt 
at  removal,  would  in  all  probability  be  followed  by  increased  rap- 
idity of  growth. 

Of  the  sixteen  cases  cited  from  the  literature  by  Kretschman, 
eleven  were  preceded  by  otorrhea  of  long  standing.  The  point  of 
origin,  however,  is  not  always  capable  of  being  determined  because 
of  spread  of  the  growth  when  cases  are  first  seen.  If  the  tumor  is 
of  a  glandular  type  one  can  say  with  comparative  certainty,  that 
it  originated  from  the  ear  canal,  as  the  existence  of  glands  in  the 
mucous  membrane  of  the  tympanic  cavity  has  not  yet  been  proven. 
In  determining  the  nature  of  tumors  the  clinical  course  should  be 
considered,  as  the  microscopical  examination  is  not  reliable  enough 
to  depend  entirely  upon  it.  Marked  head  congestion  during  the 
progress  of  cancer  of  the  middle  ear  or  mastoid  suggests  a  rapid 
vascular  obstruction  and  should  be  looked  for. 

Carcinoma  may  spring  from  the  external  ear,  the  middle  ear  or 
the  mastoid  cells  but  from  cases  on  record  it  would  seem  that  irri- 
tation, due  to  the  presence  of  pus,  plays  an  important  role,  as  the 
vast  majority  give  a  history  of  long-standing  otorrhea.  By  long 
continued  irritation  from  pus,  or  chronic  eczema,  there  Is  a  favor 
able  nidus  for  the  development  of  malignancy.  The  literature  shows 
that  cancer  often  reaches  the  dura  but  seldom  perforates  it.  And 
but  few  cases  of  metastatic  tumors  with  the  ear  as  a  primary  focus 
have  been  reported. 

One  should  make  a  microscopical  examination  of  pathological 
structures  in  all  cases  of  chronic  otorrhea  occurring  after  middle 
life  which  show  a  tendency  to  recur,  and  the  question  of  the  origin 
of  a  malignant  growth  should  be  promptly  deterrmined  on  account 
of  the  possibility  of  extirpation  in  cases  diagnosed  early. 

404  Watts  Building. 


VINCENT'S  ANGINA.* 

Dr.  Frank  Carroll,  Cedar  Rapids,  Iowa. 

Vincent's  Angina,  is  the  local  manifestation  in  the  throat  and 
mouth  of  a  disease  caused  by  the  fusiform  bacillus  and  spirillum 
bearing  Vincent's  name.  Various  other  names  have  been  given 
to  this  infection,  such  as  ulcerated  stomatitis,  ulcerous  angina,  dip- 
theroid  angina,  etc.  The  discovery  of  the  fusiform  bacillus  is  not 
a  new  thing  as  F.  Y.  Clark  described  such  a  bacillus  as  far  back 
as  1879,  while  ^Miller  described  the  bacillus  and  spirochete  in  his 
work  on  "Bacteria  of  the  Mouth,"  written  in  1883.  In  the  Lancet 
of  April  14,  1888,  Lingard  and  Batt  described  an  affection  of  the 
tongue  and  mucous  membrane  in  calves  which  strongly  resembled 
Vincent's  angina,  while  in  the  same  journal  and  in  July  of  the 
same  year,  Lingard  found  a  bacillus  forming  long  threads  in  calves, 
monkeys,  horses  and  in  man.  The  credit  of  reporting  the  first 
cases  of  Vincent's  angina  in  man  probably  belong  to  Rauchfuss, 
who,  in  1893,  reported  a  number  of  cases  in  the  children's  hospital 
in  Petrograd.  He  described  the  bacteriology  and  published  photo- 
graphs of  the  bacilli  and  spirilli,  now  identified  as  Vincent's  an- 
gina. Others  described  the  same  thing  at  about  the  same  time, 
but  it  was  not  until  1896  that  Vincent  published  a  full  description 
of  the  fusiform  bacilli  and  the  spirilli  in  hospital  gangrene  and 
called  attention  to  the  presence  of  these  organisms  in  certain  ulcera- 
tive anginas.  Although  more  or  less  was  known  in  Europe  of  Vin- 
cent's fusiform  bacillus  and  spirillum  from  the  time  of  Rauschfuss' 
first  report  in  1893  up  to  1905,  a  period  of  twelve  years,  yet  at  this 
time,  Vincent,  writing  in  the  Lancet,  mentions  but  two  articles  by 
Americans,  and  over  eighty  by  Europeans.  In  the  Journal  Amer- 
ican Med.  Assn.  of  July  23,  1904,  Crandell  reported  what  he  as- 
sumed to  be  the  third  case  in  the  United  States.  More  recently 
numerous  articles  have  been  published  in  this  country,  notably  by 
J.  J.  Richardson,  W.  Wingrave,  Gerhard  H.  Cocks,  J.  Z.  Bergerron, 
and  others,  so  that  knowledge  of  this  disease  is  becoming  more 
general. 

Etiology.  Although  this  disease  is  found  among  all  classes,  yet 
its  most  frequent  occurence  is  among  those  who  either  live  or  work 
among  unsanitary  conditions.    The  disease  is  more  common  among 
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ill-nourished  people  and  frequently  follows  diphtheria,  scariet  fever, 
etc.  Any  ulceration,  especially  if  deep  or  of  a  gangrenous  nature 
of  the  tonsils  or  mouth  in  the  late  stages  of  diphtheria  or  scarlet 
fever,  should  be  looked  upon  with  suspicion  and  examination  should 
be  made  for  the  fusiform  bacillus  and  spirillum.  Many  times 
these  deep  ulcerations  are  caused  by  the  streptococcus,  but  when 
deep  and  necrosing,  are  liable  to  be  caused  by  the  fusiform  bacillus 
and  spirillum.  ]\Iany  things  may  predispose  to  Vincent's  angina, 
such  as  dental  caries,  or  any  septic  condition  of  the  teeth  or  alveolar 
process,  lymphoid  tendencies,  degenerated  tonsils,  trauma,  and  some 
say  mercurial  stomatitis.  Excessive  use  of  tobacco  is  said  to  aid 
in  the  development  of  the  disease,  and  naturally,  any  uncleanliness 
of  the  mouth  will  hasten  its  development.  The  disease  need  not 
necessarily  begin  in  the  throat,  but  may  appear  as  a  small  ulcera- 
tion on  the  gums  or  inner  side  of  the  teeth.  There  is  nearly  al- 
ways the  formation  of  a  membranous  exudate  on  the  part  in- 
volved. There  is  usually  an  extension  to  the  neighboring  gland 
and  the  constitutional  symptoms  are  often  grave.  A  great  many 
times  cases  are  diagnosed  clinically  as  diphtheria  when  a  laboratory 
test  would  prove  the  Klebs-Loeffler  bacillus  entirely  absent.  The 
disease  has  been  considered  rather  rare,  but  authorities  now  con- 
cede that  it  occurs  more  often  than  was  supposed  and  a  great 
many  times  more  frequently  than  is  recognized.  The  disease  oc- 
curs more  often  in  males  than  in  females  and  usually  before 
middle  age  is  reached. 

Many  cases  go  unrecognized  even  in  large  hospitals,  where  the 
means  are  at  hand  for  proper  laboratory  tests.  This  is  owing  to 
the  fact  that  often  times,  only  cultures  are  made.  As  compared 
to  the  number  of  cases  of  membranous  or  ulcerative  throat  cases, 
in  a  large  hospital,  but  a  small  percentage  prove  to  be  Vincent's 
angina.  Some  hospitals  give  as  low  as  one-half  of  one  per  cent, 
while  others  as  high  as  33  per  cent.  This  great  variation  suggests 
that  there  must  be  something  faulty  with  the  diagnosis,  or  that  in 
a  given  period  the  disease  is  much  more  prevalent.  Major  Cham- 
berlain states  that  very  nearly  50  per  cent  of  the  mouth  and  throat 
ulcers,  occuring  in  the  Philippine  Islands,  show  the  fusiform  bacilli 
and  spirochete  in  great  or  less  number.  Koplik  also  reports  large 
numbers  found  among  the  patients  of  the  Mt.  Sinai  Hospital  in 
New  York,  who  were  sufifering  from  gangrenous  affections  of  the 
mouth. 

Contagion.  This  disease  has  been  reported  as  transmissible  and 
a  number  of  good  authorities  have  reported  contagion,  but  such 
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contagion  is  due  to  close  contact,  as  the  common  use  of  eating  or 
drinking  vessels,  or  carlessness  by  an  attendant  in  the  use  of  sur- 
gical instruments.  Todd  of  Minneapolis,  reports  the  case  of  a 
pathologist  who  contracted  the  disease  during  an  epidemic  in  an 
insane  asylum.  One  epidemic  is  reported  in  which  the  contagion 
was  due  to  the  common  use  of  a  tobacco  bag,  each  smoker  drawing 
the  string  together  with  his  teeth.  Green,  in  the  New  York  Med. 
Juur.  of  September  6,  1913,  reports  a  number  of  cases  of  contagion, 
all  due  to  a  matron  in  a  nursery,  feeding  cihldren  with  the  same 
spoon.  Cases  of  infection  by  the  patient  of  other  parts  of  his  own 
body,  are  also  reported.  One  of  a  man,  who  infected  a  hand  by 
biting  his  nails.  Dr.  S.  McCall  Hamill  issues  a  warning  in  the  use 
of  anti-toxin  in  diphtheria  and  states,  that  at  times  the  organisms  of 
Vincent's  angina  exist  in  the  mouth  and  become  virulent  during  the 
lowered  resistence  following  the  use  of  anti-toxin.  He,  however, 
recognizes  the  contagious  character  of  Vincent's  angina  and  men- 
tions the  case  of  a  physician  who  had  a  severe  attack  after  an  in- 
fected child  had  coughed  in  his  face.  Many  physicians  think  that 
this  disease  should  be  made  reportable. 

Pathology.  Vincent  describes  two  forms  of  this  disease.  The 
first  characterized  by  the  pseudo-membrane,  which  resembles  diph- 
theria verj-  much.  It  begins  with  a  slight  pharyngeal  pain  and  a 
small  whitish  spot,  at  first  scant,  then  thicker,  and  this  enlarges 
and  rests  on  the  red  and  inflamed  mucosa.  This  membrane  is 
easily  removed  and  it  is  seen  that  it  rests  upon  an  ulcerated  and 
bleeding  surface.  The  sub-maxillary  glands  are  usually  swollen. 
There  is  slight  fever.  This  variety  shows  the  fusiform  bacillus 
alone,  but  it  may  be  associated  with  streptococci  or  staphylococci. 
This  form  is  the  rarer  of  the  two.  The  second  form  is  ulcero- 
membranous, and  is  more  common  and  more  important.  It  is  more 
intense  and  more  destructive  of  tissue  than  the  first.  In  this  form 
both  the  fusiform  bacillus  and  the  spirillum  are  present.  The 
tonsil  is  the  usual  point  of  attack.  Both  tonsils  may  be  involved 
and  practically  all  of  the  mucous  surface  of  the  buccal  cavity. 
There  is  usually  a  foul  odor'  and  sometimes  a  bloody  discharge. 
Three  stages  are^iven  to  the  progress  of  the  disease;  first,  con- 
gestion; second,  formation  of  membrane  which  occurs  in  from 
one  day  to  a  week  after  the  onset,  and  third,  ulceration  followed 
by  repair  when  the  prognosis  is  good  and  when  not  good,  by  gan- 
grenous processes  and  rapid  destruction  of  tissue.  The  extension 
of  the  ulcer  is  usually  lateral.  Recovery  is  usually  with  in  a  few 
days,  but  more  persistent  cases  last  for  weeks  or  even  months. 
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There  is  great  variation  in  the  temperature  of  these  cases.  In  some 
instances  the  rise  is  scarcely  above  normal,  while  in  others  it  goes 
as  high  as  103°.  The  constitutional  disturbance  also  varies  greatly. 
In  some  it  is  so  slight  as  to  be  scarcely  noted,  while  in  others  there 
is  great  depression,  fever,  furred  tongue  and  loss  of  appetite.  The 
onset  is  sudden,  beginning,  as  a  rule,  with  pharyngitis,  tonsillitis 
or  acute  stomatitis,  followed  by  the  formation  of  the  membrane. 
Chills  and  fever  are  often  present.  There  is  generally  pain  at  the 
seat  of  the  lesion,  pain  and  difficulty  in  swallowing,  some  enlarge- 
ment and  tenderness  of  the  submaxillary  and  cervical  lymph  glands 
and  often  times  pain  extending  down  the  neck  into  the  chest.  The 
symptoms  ordinarily  are  much  like  those  of  follicular  tonsillitis, 
but  there  is  less  temperature,  greater  malaise  and  more  local  pain. 
In  the  total  lack  of  temperature  in  many  cases  Vincent's  angina 
differs  from  every  other  tonsillar  affection.  However,  when  Vin- 
cent's angina  occurs  as  a  secondary  infection,  the  symptoms  are 
more  pronounced  and  may  even  progress  to  death  in  a  brief  period 
from  toxemia  or  exhaustion.  In  these  severe  cases,  necrosis  is  very 
rapid,  the  tissues  fairly  melting  away  and  destroying  large  areas 
in  an  incredibly  short  time.  The  ulcers  vary  in  size  and  depth  and 
in  the  deeper  ulcers,  may  even  resemble  the  edges  of  syphilitic 
ulcers.  They  have  a  base  resembling  a  worm-eaten  surface.  Before 
the  development  of  ulceration,  the  membrane  is  soft  and  thin  and 
adheres  loosely,  but  as  ulceration  develops,  the  membrane  takes 
firmer  hold,  but  still  remains  soft.  When  this  membrane  is  re- 
moved, it  immediately  reforms.  The  breath  is  fetid  and  some  ob- 
servers term  the  odor  characteristic.  Recurrence  of  the  disease  is 
said  to  be  not  uncommon.  Halsted  states  that  a  scar  or  cicatrix  in 
the  soft  palate  or  throat  is  no  more  presumptive  evidence  of  pre- 
vious syphilitic  disease  than  it  is  of  previous  Vincent's  angina. 

Diagnosis.  Vincent's  angina  may  be  confused  with  an  ulcera- 
tion of  the  gums,  a  mucous  patch,  follicular  tonsillitis,  syphilis, 
diphtheria,  carcinoma,  and  other  affections  and  it  may  be  associated 
with  other  organisms.  Of  course,  the  rule  is  that  the  organism 
found  in  greatest  numbers,  must  be  held  responsible  for  causation, 
yet  caution  must  be  used  as  sometimes  the  organism  present  in  the 
lesser  number  may  be  proven  to  be  the  true  positive  factor.  The 
question  of  numbers  is  largely  determined  by  the  character  of  the 
media  which  develops  more  of  the  organisms  to  which  it  is  best 
adapted.  In  diphtheria  the  membrane  is  thick  and  tough  and  in 
Vincent's  angina  light  and  friable.  These  signs  and  the  smear 
should  render  diagnosis  accurate ;  membranous  croup  and  larjii- 
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gitis  must  be  excluded.  Vincent  himself  states  that  this  disease  is 
easily  confounded  with  syphilis  and  that  secondary  and  tertiary 
syphilis  may  become  secondarily  infected  by  the  fusiform  bacilli 
and  spirilli.  These  organisms  seem  to  have  a  peculiar  affinity  for 
syphilitic  ulcers  about  the  throat.  Frequent  absence  of  some  of 
the  symptoms  and  a  great  variation  of  all  of  the  symptoms,  makes 
the  diagnosis  somewhat  difficult.  The  greatest  reliance  must  be 
placed  in  the  smear.  Complications  with  Vincent's  angina  are 
many  and  varied  and  this  again  interferes  with  the  easy  diagnosis 
of  the  disease. 

Treatment.  If  the  disease  attacks  the  tonsils,  all  crypts  should 
be  thoroughly  opened  to  promote  drainage.  The  membrane  should 
be  removed  and  affected  surfaces  cleansed  with  dr)'  clean  cotton 
and  then  some  application  made  to  this  dry  clean  surface.  One  of 
the  best  applications  is  monochloracetic  acid.  Many  men  use  the 
trichloroacetic  acid  but  the  difficulty  with  this  is  the  fact  that  it 
is  not  a  self-limiting  acid  and  may  produce  too  extensive  a  cau- 
terization. Iodine  or  chloride  of  iron  in  glycerine  is  also  used  for 
local  application.  Nitrate  of  silver  is  sometimes  used.  Some  men 
use  peroxide  of  hydrogen  followed  by  chromic  acid.  In  this  latter 
we  again  have  the  danger  associated  with  using  an  acid  which  is 
not  self-limiting.  Excision  of  the  necrotic  parts  or  the  use  of  the 
actual  cautery  is  strongly  condemned  by  most  writers,  as  it  should 
be.  Mercury  should  not  be  used,  even  should  syphilis  be  associated 
with  Vincent's  angina,  until  after  the  angina  is  checked,  as  mer- 
cury has  the  eitect  of  increasing  and  prolonging  the  angina.  Atten- 
tion should  also  be  given  to  the  hygiene  of  the  mouth.  The  French 
report  wonderful  results  from  the  use  of  salvarsan.  In  the  Annals 
of  Otology,  of  March,  1915,  H.  H.  Stark  reports  25  cases  success- 
fully treated  with  sodium  perborate;  two  teasponfuls  dissolved  in 
a  glass  of  water  and  used  as  a  gargle  frequentl)^  The  pain  and 
discomfort  respond  quickly,  he  claims.  From  the  fact  that  careful 
examination  of  throat  smears  frequently  reveal  the  organisrii  of 
Vincent's  angina,  the  question  arises  is  Vincent's  angina  a  clinical 
entity  or  is  it  a  secondary  infection? 

Case  I.  Stage  manager  in  opera  house,  28  years  old,  came  to 
me  and  stated  he  had  a  sore  throat  for  5  weeks.  Family  physician 
had  treated  him,  but  with  no  benefit.  Pharynx  and  uvula  much 
swollen  and  ver}"  red.  Some  small  white  patches  on  tonsils  which 
came  off  easily  but  reformed  in  a  xQvy  short  time.  Painted  with 
pure  oil  of  cassia,  swelling  subsided  but  patches  on  tonsils  persisted 
and  became  larger.    As  I  was  uncertain  as  to  the  correct  diagnosis, 
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I  sent  the  patient  to  our  laboratory'  for  careful  laboratory  examina- 
tion. Report  came  back  that  the  case  was  undoubtedly  one  of  Vin- 
cent's angina,  as  both  the  fusiform  bacillus  and  spirillum  were 
present  in  large  numbers.  Monochloracetic  acid  applied  and  the 
membrane  disappeared  after  a  very  few  treatments,  but  red- 
ness and  swelling  of  the  tonsils  persisted  and  the  patient  seemed 
very  sick.  There  was  little  or  no  temperature.  The  membrane  re- 
turned and  I  watched  it  for  two  days ;  it  spread  over  both  tonsils 
and  over  the  soft  palate  until  it  met.  Again  I  used  monochloracetic 
acid  and  the  membrane  again  promptly  disappeared;  I  then  treated 
the  throat  with  ferric  chloride  in  glycerine  and  the  throat  became 
much  better  and  the  patient  stronger  and  seemingly  better  in  ever}' 
way  for  about  two  weeks,  but  he  could  not  take  sufficient  nourish- 
ment. Yet  he  seemed  to  be  doing  fairly  well  when  suddenly  one  day 
he  began  to  get  worse  and  in  less  than  four  hours  was  dead.  The 
last  hour  of  life  he  gave  forth  the  peculiar  odor  of  uremic  poison- 
ing. I  think  death  due  to  the  accumulation  of  toxines  which  sud- 
denly made  themselves  manifest  similar  to  the  manner  in  which 
diabetic  coma  manifests  itself. 

Case  2.  Night  roundsman  on  police  force,  32  years  old,  came  to 
me  with  a  history  of  having  had  slightly  sore  and  swollen  tonsils 
for  a  number  of  weeks ;  not  severe  but  annoying.  I  cleaned  out 
the  crypts  in  the  tonsils  and  treated  them  with  pure  oil  of  cassia, 
twice  daily.  The  patient  seemed  to  be  doing  nicely  and  recovering 
when  one  morning,  about  two  weeks  after  treatment  began,  white 
patches  showed  up  on  the  tonsils.  As  the  membrane  was  easily 
removable  but  that  it  reformed  by  noon.  I  had  an  examination  made 
for  Vincent's  angina  and  found  the  organisms  present.  I  treated 
this  case  with  monochloracetic  acid,  followed  with  ferric  chloride 
in  glycerine  and  the  case  made  an  uneventful  recovery.  As  soon 
as  the  patient  was  well  enough,  I  removed  the  tonsils  which  were 
badly  degenerated  and  the  patient  has  been  well  ever  since,  with 
no  sign  of  a  recurrence  and  walks  his  beat  ever}'  night. 

I  have  had  a  few  more  cases,  all  of  whom  recovered.  I  have 
had  this  one  death  and  yet  I  wonder  if  Vincent's  angina  is  a  clin- 
ical entity  or  a  secondary  infection? 

Ely  Block. 


FURTHER  EXPERIENCES  WITH  THE  BECK=PIERCE 
TONSILLECTOME.* 

Dr.  Homer  Dupuy,  New  Orleans,  La. 

Almost  two  years  have  elapsed  since  recording  my  experiences* 
with  the  Beck-Pierce  tonsillectome.  An  enlarged  experience,  cov- 
ering some  one  thousand  cases,  has  served  to  re-emphasize 
that  this  method  of  tonsil  removal  certainly  seems  to  approach 
the  ideal  operation,  which  must  seek  to  enucleate  the  whole 
tonsil,  leaving  behind  the  greatest  amount  of  aponeurotic  tissue. 
A  fold  of  this  aponeurotic  covering  forms  the  so-called  cap- 
sule of  the  tonsil. 

The  smaller  the  amount  of  such  tissue  that  remains  attached  to 
the  tonsil  after  its  removal,  the  more  perfect  becomes  the  opera- 
tion, for  then  we  have  left  a  protective  covering  for  the  muscles 
forming  the  walls  of  the  sinus  tonsillaris. 

The  striking  advantages  offered  by  the  instrument  and  the 
method  are  that  we  can,  with  a  single  instrument,  in  a  few  min- 
utes, enucleate  a  tonsil  with  the  least  amount  of  traumatism,  and 
therefore  lessen  post-operative  inflammation.  This  means  as  an 
end-result  fewer  such  legacies  as  cicatricial  contractions  with  dis- 
torted pillars,  and  consequent  palatal  and  pharyngeal  deformities. 

It  is  proposed  to  briefly  consider  such  items  as  technic,  hemor- 
rhage, reaction  and  age,  in  the  light  of  my  personal  experiences. 

Technic.  In  the  main,  the  tonsil  is  lifted  from  below  upward 
into  the  supratonsillar  region.  A  bulging  mass  now  presents  itself 
to  the  outer  side  of  the  ring  of  the  tonsillectome.  We  then  gently 
push  this  mass  through  the  ring,  keeping  the  index  finger  as  a 
fulcrum  on  the  everted  tonsil.  We  then  bring  into  action  the  wire 
snare  which  further  separates  the  tonsil  from  its  surroundings.  We 
sometimes  modify  this  procedure  by  using,  as  practiced  by  Sluder, 
the  hump  of  the  lower  jaw  (the  alveolar  eminence)  as  a  fulcrum. 
The  tonsil  is  pushed  through  the  ring,  as  previously  described. 
With  its  cryptic  surface  protruding  through  the  ring,  we  then 
draw  the  mass  down  and  jam  the  outside  of  it  against  the  alveolar 
eminence,  where  the  everted  tonsil  is  firmly  held  while  the  snare 
completes  the  enucleation. 

We  have  learned  with  increased  experience  that  it  is  absolutely 
necessary  to  work  with  two-sized  rings,  the  small  and  the  medium, 
if  we  would  succeed  in  removing  95  per  cent  of  tonsils  by  this 

♦A  study  of  Five  Hundred  Tonsil  Enucleations,  with  the  Beck-Pierce 
Tonsillectome,  Southern  Medical  Journal,  May,  1916,  page  453. 
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method.  The  small  ring  is  especially  necessary  in  the  enucleation 
of  the  small  (lymphoid)  and  friable  tonsil.  Even  the  medium- 
sized  ring  would  fail  us  with  such  a  tonsil,  which  is  the  one  usually 
present  in  very  young  subjects.  In  fact,  once  we  have  perfected  our 
technic,  from  the  instrumental  point  of  view,  it  might  be  stated 
that  the  ring  is  seldom  too  small  and  oftener  too  large. 


A 


Fig.  1.     First  step.     Lifting  and  pu.shing  llie  tonsil  again.st  ilie  upper  end 
of  the  anterior  pillar  and  the  supratonsillar  fold. 
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Fig.  2.  Second  step.  Pushing  the  cryptic  surface  through  the  ring  with 
the  right  index  finger  acting  as  a  fulcrum. 

Ambidexterity  is  essential,  for  we  reverse  our  position  on  either 
side.  The  right  index  finger  pushes  the  tonsil  through  the  ring 
on  the  right  side,  the  left  index  finger  is  used  for  the  same  manipu- 
lation on  the  left  side. 

Hemorrhage.  It  is  a  reiteration  of  my  former  experience  to 
state  that  the  hemorrhage  is  unquestionably  greatly  reduced  by 
this  method.  True,  we  practice  ligation  for  undue  oozing  and  on  a 
spurting  vessel.  This  is  simply  a-  routine  practice,  for  my  attitude 
in  tonsil  surgerv  is  to  take  no  chances. 
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If  we  would  still  further  lessen  the  bleeding,  it  is  advisable  to 
draw  the  wire  snare  slowly  through  the  base  of  the  everted  tonsil. 
We  have  tried  MacKuen's  suggestion  of  placing  a  snare  over  the 
everted  tonsil,  between  it  and  the  rim  of  the  Beck-Pierce  instru- 
ment. We  see  no  special  advantages  in  encumbering  an  already 
overcrowded  field  of  operation  with  more  instruments.  Thus  far 
we  have  adhered  strictly  to  the  original  instrument. 

Reaction.  We  are  still  impressed  that  the  reaction,  locally  and 
constitutionally,  is  notably  less  than  by  any  other  method.  This  is 
just  what  we  should  expect.  The  possibility  of  destruction  of  such 
structures  as  muscles  and  mucous  coverings  of  the  pillars  is  re- 
duced to  a  minimum.  Sufficient  aponeurotic  covering  remains  be- 
hind to  leave  a  smooth  fossa  free  from  exposed  muscle  tissue.  The 
channels  for  local  and  systemic  infections  are  then  closed,  and  as 
a  rule  there  is  very  little  post-operative  disturbance. 


Fig.  3.  L'sing  the  left  alveolar  eminence  as  a  fulcrum  after  the  tonsil 
has  been  pushed  throug-h  the  ring-. 

Age.  When  recording  our  first  five  hundred  operations  by  this 
method,  the  majority  of  our  subjects  were  between  the  ages  of 
three  and  ten  years.  The  successful  enucleations  represented  about 
85  per  cent.  Practice  and  improved  technic  now  increases  this 
percentage  to  95  per  cent. 

We  were  then  not  impressed  "with  the  adaptability  of  this  instru- 
ment in  adult  cases.  Further  experience,  however,  using  general, 
and  more  frequently  local  anesthesia,  has  greatly  increased  our 
happy  results.  In  many  instances,  even  submerged  tonsils  were 
removed  with  a  minimum  of  reaction.  After  all  has  been  said, 
even  on  the  question  of  age.  it  seems  largely  a. matter  of  perfected 
technic  whether  or  not  we  can  successfully  remove  all  varieties  of 
tonsils  with  the  Beck-Pierce  tonsillectome. 

l'?i  Baronne  Street. 


DEPARTMENT  OF  MEDIC0=M1L1TARY  ACTIVITIES. 

ABSTRACT    FROM    THE    SURGEON-GENERAL'S    LETTER    ON    THE 

RECOGNITION   OF   SECTIONS    REPRESENTING    SPECIALISTS 

—SECTION  OF  SURGERY  OF  THE  HEAD.* 

The  specialities  which  form  this  group  are  Opthalmology,  Oto-Laryn- 
gology,  Brain  Surgery  and  Oral-Plastic  Surgery  of  the  Face. 

The  personnel  of  the  Section  of  Surgery  of  the  Head  of  each  Canton- 
ment Hospital  includes  one  brain  surgeon.  This  assignment  is  primarily 
for  the  purpose  of  caring  for  the  brain  cases  ocurring  in  the  service  of 
the  hospital,  and  secondarily,  to  acquaint  the  surgeon  with  the  methods 
of  management  of  a  military  hospital,  preparatory  to  going  abroad. 

A  general  surgeon  especially  trained  in  plastic  and  oral  surgery  is  one 
of  the  personnel  of  the  section  of  surgery  of  the  head.  He  has  associated 
with  him  as  assistants,  one  dental  surgeon,  and  except  in  evacuation 
hospitals,  also  one  dentist.  Because  of  the  probable  small  number  of 
brain  and  plastic  and  oral  cases  in  the  Cantonment  Hospital,  the  sur- 
geons of  these  two  divisions  will  assist  each  other  in  caring  for  their 
respective  cases.  In  the  special  building  for  the  Section  of  Surgery  of 
the  Head  there  are  special  operating  rooms.  One  of  these  is  set  aside 
for  the  services  of  Oto-Laryngology.  This  room  is  to  be  shared  jointly 
by  the  Oto-Laryngologist,  the  Brain  Surgeon  and  the  Oral  Plastic  Surgeon. 
Whenever  the  Brain  Surgeon  and  the  Oral  Plastic  Surgeon  need  instru- 
ments not  in  the  Oto-Laryngological  equipment,  they  are  to  be  obtained 
from  the  general  surgical  equipment. 

The  surgeon  in  charge  of  Plastic  and  Oral  Surgery  has  charge  of  in- 
juries and  surgical  diseases  of  the  mouth,  and  its  essential  structures,  In- 
cluding the  bony  framework  and  soft  structures  of  the  race,  and  also  of 
the  neck  when  the  major  part  of  the  injury  is  situated  above  the  clavicle. 

Exception  to  this  classification  is  made  in  injuries  and  surgical  diseases 
limited  to  the  orbit  or  its  appendages  when  the  attending  Opthalmologist 
elects  to  do  the  work  himself. 

In  injuries  and  diseases  of  the  external  nose  and  external  ear  and  the 
accessory  sinuses,  when  the  attending  Oto-Laryngologist  elects  to  do  all 
the  work  himself. 

In  injuries  and  surgical  diseases  of  the  larynx  when  the  Laryngologist 
elects  to  do  the  work  himself. 

In  thyroid  diseases,  and  in  special  cases  of  injuries  of  the  peripheral 
nerves  and  the  spinal  column. 

The  commanding  officer  or  the  surgeon  in  charge  of  the  hospital  may 
delegate  such  other  work  to  the  surgeon  in  charge  of  Oral  Surgery  as 
the  exigencies  of  the  situation  may  dictate. 

In  the  absence  of  the  Oral  Plastic  Surgeon,  the  Dental  Oral  Surgeon 
represents  the  Oral  Surgery  Division  of  the  Section  of  Surgery  of  the 
Head.  The  Dental  Oral  Surgeon  is  advised  to  consult  the  surgeon  in 
charge  of  the  Section  of  Surgery  of  the  Head  in  any  question  that  may 
arise  in  the  appointment  of  cases  or  in  the  Dental  Oral  Surgeon's  rela- 
tions to  the  Oral  Surgical  and  General  Hospital  work. 

In  cantonments  the  Dental  Oral  Surgeon's  main  work  will  be  detecting 
and  treating  focal  infections  about  the  gums  and  jaw  bones,  of  which 
there  will  be  a  great  amount.  There  may  not  be  enough  Oral  Surgery  to 
fill  all  of  the  Dental  Oral  Surgeon's  time,  or  the  Dentist  Assistant's  time, 
in  which  case  he  will  do  such  other  work  as  the  Surgeon  may  delegate 
to  him.  J.  C.  GORGAS, 

Surgeon  General  U.  3.  Army. 


*  From  letter  to  Committee  representing  The  American  Laryng^ological 
Association,  The  American  Otolog.  Society  and  the  American  R.  L.  and  O. 
Society. 
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Major  George  M.  Coats,  Philadelphia,  is  at  Base  Hospital,  Camp  Sevier, 
Greenville,  S.  C. 

Dr.  William  H.  Haskin,  New  York  City,  has  been  commissioned  Cap- 
tain in  the  M.  0.  R.  C,  and  has  been  assigned  to  the  Military  Academy 
at  West  Point,  X.  Y. 

Dr.  Harold  Hays,  Dr.  Samuel  J.  Kopetzky  and  Dr.  Gerhard  H.  Cocks 
are  in  France. 

A  military  training  school  in  Plastic  Surgery  of  the  Mouth  and  Face 
hac  been  established  at  Washington  University  Medical  School,  St.  Louis. 
Major  V.  P.  Blair  and  Dr.  H.  W.  Loeb  are  in  charge  of  the  courses. 

Capt.  James  R.  Peabody,  Louisville,  Ky.,  has  been  ordered  to  Post 
Hospital,  Fort  Monroe,  Va. 

Major  John  F.  Culp,  Harrisburg,  Pa.,  has  been  ordered  to  Base  Hos- 
pital, Camp  Hancock,  Augusta,  Ga. 


THE  DOCTOR'S  CONTRIBUTION 

In  this  world's  war,  your  service  is  absolutely  essential. 

The  medical  officer  bears  the  same  relative  position  in  war  as  in  peace 
in  that  he  is  a  conservator  of  health  and  life. 

Through  his  skill,  thousands  of  men  receiving  slight  casualties,  are 
returned  to  the  fighting  force,  thus  conserving  the  physical  strength  of 
the  army. 

In  Base,  Field  and  Evacuation  hospitals,  doctors  are  as  essential  as  in 
civil  institutions,  where  the  sick  and  injured  are  cared  for. 

As  regimental  surgeons  and  on  transports  and  in  the  Sanitary  Corps, 
must  the  Government  have  doctors  if  we  are  to  terminate  this  war  suc- 
cessfully. 

Your  contribution  to  your  country  at  this  critical  time  is  your  service 
which  you  can  give  for  the  period  of  the  war  as  an  officer  in  the  Med- 
ical Reserve  Corps.  That  your  country  needs  you,  is  best  answered  in 
that  she  is  calling  you  now. 

The  fighting  forces  are  constantly  expanding  and  such  expansion  calls 
for  additional  doctors  and  even  with  the  troops  now  in  training  and 
under  mobilization  (about  two  million)  the  Surgeon  General  has  not 
enough  doctors  to  fill  the  requirements. 

Secure  an  application  blank  at  once;  fill  it  out  and  present  it  to  your 
nearest  Examining  Board.  Do  not  live  to  regret  that  you  did  not  have 
a  part  in  your  country's  great  struggle  for  democracy  which  means 
Liberty. 


THE  FULL  SACRIFICE 

Our  Country  is  at  war.  Men  are  called  according  to  their  talents  and 
training  to  enter  the  different  branches  of  the  Service.  Physicians  al- 
ways have  a  special  place,  and  those  of  special  training  are  even  more 
fortunate.  No  choice  has  been  left  to  youth  because  its  strength  and 
enthusiasm  are  asked  for  by  law.  Men  of  mature  age  have  the  glory  of 
choice.  They  choose  to  serve  or  let  others  serve.  For  the  moment  the 
enemy  is  at  a  distance,  and  those  without  imagination  see  him  always 
there.  The  lack  of  a  disaster  within  our  gates  makes  us  feel  secure. 
Many,  therefore,  are  putting  off  the  day  of  service.  Many  hesitate  and 
question;  some  even  bargain. 

To  relinquish  liberty  causes  not  a  few  to  shrink  back.  Yet,  those 
who  have  taken  themselves  apart  and  made  the  decision  and  are  now 
doing  the  duties  assigned  to  them  as  well  as  they  may,  cherish  as  dearly 
as  the  heart  can,  the  liberty  to  be  with  wife  and  family,  to  continue  to 
engage  in  private  or  public  medicine,  to  carry  on  their  investigations, 
to  teach  in  hospital  or  medical  school,  and  to  provide  for  their  old  age. 
The  right  to  these  blessings  of  peace  belongs  to  no  one  man.  Some  there 
are,  however,  who  by  actions  or  words  seem  to  claim  a  right  to  these 
blessings  over  their  brothers. 

No  work  is  too  small  in  a  cause  nearly  sacred.  Some  have  thought 
otherwise.  But  whoever  is  above  the  work  which  naturally  falls  to  him, 
and  works,  if  at  all,  only  with  reservations,  misses  the  finest  inspiration 
that  duly  fully  done  can  supply.  He  who  consciously  or  unconsciously 
allows  self  to  decide  in  this  matter  is  to  be  pitied.  The  spirit  of  service, 
which,  if  allowed,  would  almost  transfigure  him,  he  has  failed  to  grasp. 
Greater  peace  can  no  man  have  than  he  who  has  made  the  full  sacrifice. 
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SOCIETY  PROCEEDINGS. 

ABSTRACT   OF   THE   SCIENTIFIC   PROCEEDINGS   OF   THE   THIRTY- 
NINTH   ANNUAL   CONGRESS   OF   THE   AMERICAN 
LARYNGOLOGICAL  ASSOCIATION. 

Held  at  Atlantic  City,  New  Jersey,  May  28,  29,  30,  1917. 

E.MiL  Mayeu.  M.  D.,  Abstract  Editor,  New  York. 

The  president,  Dr.  Joseph  L.  Goodale,  after  expressing  his  appreciation 
of  the  honor  conferred  on  him,  said: 

This  year  we  meet  at  a  time  when  the  thoughts  of  all  are  centered  upon 
our  entrance  into  the  great  war.  Aside  from  the  fact  that  lesions  of  the 
upper  air  passages  are  especially  frequent  in  the  present  war,  both  from 
the  character  of  the  missiles  and  from  the  use  of  asphyxiating  gases, 
observers  have  noted  a  great  increase  in  inflammations  of  the  nose  and 
throat,  spread  by  contagion  among  the  numerous  masses  of  men  in  modern 
trenches. 

The  contributory  causes  are  the  prolonged  stay  in  the  trenches,  the 
dampness  and  want  of  ventilation  in  the  dugouts,  together  with  the 
defective  light,  in  which  the  virulence  of  micro-organisms  is  increased, 
or  at  least  the  bactericidal  influence  of  sunlight  and  fresh  air  is  absent. 
These  conditions  appear  to  favor  not  only  the  spread  of  acute  catarrhal 
infections,  but  also  of  cerebrospinal  meningitis.  The  importance  of 
stamping  out  foci  of  this  latter  disease  has  suggested  the  desirability  of 
examining  recruits  with  reference  to  the  possibility  of  their  being  carriers 
through  lodgment  of  the  meningococcus  on  the  mucous  membranes  of 
their  nasopharynx.  Disinfection  of  the  mucous  membranes  of  carriers 
has  been  successfully  accomplished  by  placing  the  individual  in  a  cham- 
ber containing  a  certain  percentage  of  chloramine  vapor  for  a  few  min- 
utes. The  procedure  is  said  to  cause  but  slight  irritation  to  the  mucous 
membranes,  but  seems  to  have  almost  a  selective  action  on  the  micro- 
organisms in  question. 

Some  sections  of  the  line  appear  to  be  especially  unhygienic,  and 
numerous  cases  occur  of  infection  which  in  ordinary  life  are  rare,  such 
as  perichondritis  of  the  larynx  and  primary  laryngeal  tuberculosis.  Latent 
systemic  disease  is  prone  to  be  lighted  up — such  as  tuberculosis  and 
syphilis.  Bleeding  from  the  nose,  trachea  and  bronchi,  at  times  of  an 
alarming  extent,  often  occur.  In  albuminuria,  fatigue  and  cold  are  apt 
to  bring  on  glomerulonephritis,  a  not  infrequent  symptom  of  which  is 
edema,  of  the  glottis.  The  unfavorable  influences  are  increased  by  the 
difficulty  of  changing  clothing,  transportation  in  open  vehicles,  and  by 
rapid  changes  of  temperature. 

Direct  laryngoscopy  has  proved  its  value  in  locating  traumatic 
lesions. 

Secondly,  may  we  not  then  profit  by  an  examination  of  the  writings  of 
those  who  are  now  endeavoring  to  indicate  some  of  the  errors  of  judg- 
ment and  conduct  in  matters  of  education  and  research? 
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In  illustration  of  past  deficiencies  in  this  respect  may  be  cited  the  fact 
that  lor  many  months  the  English  authorities,  while  rigorously  excluding 
from  Germany  such  articles  as  saltpeter  and  cotton,  nevertheless  were 
permitting  the  exportation  of  lard  from  this  country  in  large  quantities, 
in  ignorance  that  it  is  the  source  of  glycerin,  and  consequently  a  prime 
requisite  in  the  manufacture  of  explosives. 

We  must,  therefore,  recognize  that  as  nations  court  destruction  for 
want  of  science,  so  our  profession  in  America  runs  the  risk  of  being  out- 
stripped by  that  of  other  countries  unless  it  rests  upon  an  equally  secure 
foundation  of  scientific  training  with  all  that  this  implies. 

Another  matter  which  I  wish  to  present  for  your  consideration  is  the 
slackening  up  of  scientific  work  in  allied  countries  in  the  early  part  of 
the  war. 

We  should  differentiate  between  those  educators  and  investigators,  on 
the  one  hand,  whose  position  permits  an  advantageous  deflection  of  their 
activities  into  channels  capable  of  rendering  a  direct  national  service, 
and  on  the  other  those  individuals  who,  by  reason  of  -their  age,  lack  of 
physical  qualifications,  or  from  the  nature  of  their  work,  may  regretfully 
feel  that  they  must  stand  aside  without  a  definite  service  to  oflfer. 

Such  men  are  capable  of  making  a  very  real  contribution  to  the  nation. 
It  is  for  them  to  uphold  the  best  traditions  of  their  past,  to  maintain 
without  faltering  their  customary  work  of  teaching  and  investigating, 
and  to  present  to  their  comrades  whose  good  fortune  it  may  have  been 
to  participate  more  directly  in  military  service,  on  the  return  of  peace,  a 
definite  record  of  having  kept  undimmed  each  in  his  own  chosen  field  the 
light  of  education  and  of  research. 

Further  Observations  Upon  the  Use  of  Radium  in  Diseases  of  the  Upper 
Air  Passages.  Dr.  D.  Bkyso.x  Del.4.van.  New  York. 

From  a  report  by  Dr.  Ewing  and  Dr.  Janeway  of  the  Memorial  Hos- 
pital in  New  York  City,  an  institution  devoted  to  the  study  of  cancer, 
the  writer  presents  a  summary  of  one  hundred  and  eighty-four  cases  of 
cancer  of  the  upper  air  passages  out  of  a  total  of  four  hundred  and  twen- 
ty-two cases. 

The  successful  cases  given  in  the  report  of  cancer  of  the  mucous  mem- 
branes are  illustrative  of  the  best  service  that  radium  in  the  light  of  our 
present  knowledge  can  perform.  In  the  majority  of  them  the  lesion  was 
small  and  probably  operable,  but  for  some  reason  operation  was  deemed 
inadvisable  or  was  refused.  While  all  show  complete  clinical  retrogres- 
sion, this — from  the  point  of  view  of  those  who  only  consider  as  cured 
thoso  patients  who  are  well  after  three  to  five  years — may  not  be  an 
absolute  cure.     The  proof  must  be  left  to  time. 

In  advanced  cancer,  any  temporary  benefit  from  radium  is  usually  over- 
shadowed by  the  later  progressive  extension  of  the  disease.  No  patient 
of  this  class  should  be  gixen  treatment  which  will  be  followed  by  more 
than  transitory  discomfort. 

To  sunmiarize  a  few  after-points  made  in  the  report  which  seem  to 
carry  special  weight: 

Knowledge  of  the  use  of  radium  is  making  steady  progress. 

The  work  of  but  one  year  in  a  single  institution  shows  a  marked 
advance. 
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As  with  surgery  as  applied  to  carcinoma,  so  with  radium,  for  the  best 
results  are  gained  by  the  prompt  treatment  of  early  cases. 

The  question  at  once  arises  as  to  how  long  it  will  be  before  the  use 
of  radium  will  be  proved  worthy  to  supplant  surgery. 

DISCXSSIOX. 

D'.i.  Chakle.s  W.  Richakusox,  Washington,  D.  C:  I  have  had  very 
unfortunate  results  after  the  use  of  radium  in  five  cases  which  I  recall 
to  mind — four  of  cancer  of  the  tonsil,  and  one  of  cancer  of  the  cheek. 
They  have  all  died.     The  cancer  of  the  cheek  was  discovered  very  early. 

Now,  these  and  the  other  two  cases,  which  were  later,  all  died  in  the 
usual  course  of  time. 

There  is,  however,  one  thing  to  be  said  in  favor  of  radium  in  the  treat- 
ment of  these  cases,  and  that  is  the  wonderful  relief  it  gives  of  all  of 
the  disagreeable  symptoms.  As  they  went  along  their  course  these  cases 
did  not  look  like  extensive  malignant  disease  of  the  tonsils,  as  we  usually 
see  them.  There  was  very  little  odor  and  the  lives  of  the  patients  were 
fairly  comfortable  and  free  from  pain.  One  died  from  hemorrhage,  and 
the  other  three  from  toxemia,  and  this  toxemia  came  on  one  week  and 
the  next  week  they  passed  away.  It  was  all  very  quick,  and  they  were 
apparently  in  good  health  except  for  the  local  condition.  Until  the  time 
of  toxemia  they  were  interesting  in  that  way,  that  they  were  all  very 
much  more  comfortable,  but  they  all  four  were  fatal,  and  fatal  in  about 
the  time  they  would  have  been  without  any  treatment  at  all. 

Dr.  Robeut  Clyde  Lynch,  New  Orleans:  I  have  four  cases  in  my  ex- 
perience now,  one  of  which  I  believe  is  definitely  well.  It  is  a  case  that 
has  apparently  been  cured — at  least  the  patient  has  had  no  recurrence 
for  eighteen  months.  He  received  no  benefit  at  all  from  the  action  of  the 
radium  until  the  radium  was  put  in  the  laryngeal  cavity  through  a 
tracheotomy  tube.  Seventy-five  milligrams  of  radium  and  screened  over 
with  a  milligram  of  pure  gum  rubber  was  left  in  situ  for  eight  hours, 
tied  into  the  larynx  by  means  of  a  catheter,  and  put  in  through  a 
tracheotomy  tube  passed  through  the  mouth,  the  radium  slung  between 
two  strings,  the  lower  string  tied  to  the  tracheotomy  tube  and  the  upper 
string  to  the  teeth.  In  that  way  the  radium  was  brought  into  actual  con- 
tact with  the  diseased  tissue.  This  was  one  of  the  cases  that  had  a 
recurrence  after  dissection  by  suspension^  and  that  recurrence  has  entire- 
ly subsided  and  the  voice  returned,  and  he  is  apparently  well — that  is. 
he  has  been  well  for  eighteen  months  at  least. 

In  another  case  operated  upon  with  a  third  recurrence  it  was  thought 
to  be  perfectly  inoperable,  and  the  application  of  radium  to  this  area 
caused  perfect  and  complete  subsidence  of  every  evidence  of  the  recur- 
rence. It  is  now  six  months  since,  this  application,  and  apparently  there 
is  not  the  slightest  indication  of  any  recurrence  of  this  metastasis  to  the 
second  side.  In  this  instance  again  we  were  able  to  supply  the  radium 
actually  to  the  site  involved,  and  I  wonder  whether  inability  to  secure 
any  results  in  the  laryngeal  areas  is  not  due  to  the  fact  that  the  cartilage 
must  act  as  an  interceptor  to  some  of  the  rays,  or  influence  the  action 
of  the  radium  within  the  laryngeal  box. 

Dk.  E.  Fletcher  Ixgals.  Chicago:  A  patient  came  to  me  from  a  distant 
state  with  a  growth  in  the  pharynx  running  perpendicularly.  It  was  about 
one  and  a  half  centimeters  in  its  various  diameters  and  about  three  or 
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four  centimeters  long;  that  is,  it  extended  from  tlie  upper  pharynx  down 
to  the  arytenoid  cartilages.  I  could  not  tell  how  much  farther.  The 
patient  came  with  a  history  of  not  having  been  able  to  swallow  for  some 
time,  and  was  much  emaciated  and  in  an  extreme  condition.  The  effect 
of  radium  in  this  case  was  something  marvelous;  the  growth  simply 
melted  away.  At  the  end  of  about  eight  days  the  tumor  had  all  disap^ 
peared,  but  there  was  a  large  ulcerated  surface  that  represented  the  base 
of  the  growth;  and  the  most  remarkable  thing  was  that  the  ulcerated  sur- 
face completely  healed,  so  that  within  a  short  time  one  could  not  even 
see  the  scar.  When  this  growth  had  disappeared  I  found  that  the  patient 
still  could  not  swallow,  and  then  I  was  able  to  determine  that  she  had 
cancer  of  the  esophagus  lower  down.  I  passed  a  catheter  down  to  the 
obstructed  point,  measuring  the  distance,  and  then  placed  the  radium  in 
the  catheter  and,  measuring  the  distance,  passed  it  dowm  into  the  stricture. 
The  result  of  the  first  application  was  to  open  up  the  stricture  very 
decidedly,  and  a  later  application  opened  it  up  so  that  the  patient  could 
swallow  very  w-ell.  However,  in  one  of  the  earlier  applications  the  throat 
was  burned  so  that  it  had  the  appearance  as  though  it  had  been  burned 
wnth  boiling  water  or  a  hot  iron.  It  became  very  sore  and  there  was 
considerable  sloughing.  The  patient  had  a  great  deal  of  discomfort  for 
ten  or  twelve  days;  however,  the  burn  finally  healed. 

Dr.  J.  Paysox  Clark,  Boston:  I  want  to  add  my  testimony  to  what 
Dr.  Richardson  said  in  regard  to  the  value  of  radium  treatment  in  reliev- 
ing The  symptoms,  especially  the  symptoms  of  pain.  I  was  very  much 
impressed  with  the  relief  which  w^as  obtained  in  swallow'ing  by  patients 
who  had  before  suffered  a  great  deal. 

Dk.  Lewis  A.  Coffix,  New  York  City:  I  have  had  a  little  experience 
in  the  last  year  with  radium.  I  had  become  thoroughly  discouraged  in 
its  use  and  the  effects  from  it.  However,  we  are  glad  to  get  anything  that 
adds  a  ray  of  hope  to  forlorn  cases. 

In  one  of  my  cases  all  the  symptoms  were  very  much  relieved.  The 
woman  could  not  swallow  at  all  w'hen  she  came  to  me,  and  shortly  after- 
ward she  was  eating  fairly  and  greatly  relieved.  But  the  glands  softened 
up  somewhat,  and  we  thought  it  well  to  open  those  glands  and  let  out 
the  broken  down  tissue  and  put  the  radium  in  those  glands  and  left  it 
there  all  night.  The  woman,  however,  began  to  lose  ground  and  she  soon 
died. 

Another  patient  had  a  growth  in  the  epiglottis,  and  a  pathologic  exam- 
ination showed  it  to  be  malignant.  In  that  particular  case  it  was  just 
like  adding  manure  to  soil:  the  growth  was  very  much  stimulated  and 
it  grew  more  rapidly  than  if  we  had  not  used  radium. 

Dr.  Burt  R.  SHritLv,  Detroit:  I  am  enthusiastic  enough  in  the  use 
of  radium  to  feel  that  it  is  our  duty  at  least  to  use  this  method  of  treat- 
ment in  all  cases  of  malignancy  where  we  so  thoroughly  understand  that 
surgical  methods  are  not  sufficient  to  accomplish  results. 

I  operated  on  one  case  which  involved  the  soft  palate,  the  upper  jaw 
and  the  antrum  from  time  to  time — three  operations  in  all — and  after 
each  operation  there  has  been  a  very  slow  recurrence.  During  the  past 
three  years  we  have  used  radium  at  intervals  of  from  three  to  six  months, 
and  the  radium  has  been  passed  up  into  the  antrum  after  the  antrum 
operation  and  held  there  by  the  use  of  soft,  pliable  copper  wire  which 
will  bend  in  any  direction. 
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Another  case  that  I  have  had  which  has  now  been  going  on  for  about 
three  years.  By  a  series  of  applications  of  radium  his  case  has  undoubt- 
edly been  prolonged  and  been  benefited,  and  what  looked  to  be  a  very 
speedy  fatal  issue  has  turned  out  to  be  a  slow  process  that  has  now 
continiied  for  three  years. 

I  do  believe  that  radium  has  a  very  decided  field  of  usefulness,  but 
there  is  a  great  deal  in  the  scientific  application  of  it,  and  in  the  dosage 
and  method  by  which  it  is  applied.  It  is  a  field  within  itself,  and  we 
should  have  an  expert  who  will  help  us  in  that  branch  of  the  work  and 
upon  whom  we  can  call  at  any  time. 

Dr.  Emil  Mayer.  New  York  City:  I  would  like  to  have  the  reader  of 
the  paper  in  closing  give  us  some  statement  as  to  what  class  of  cases 
have  done  best.  It  is  ven'  possible  that  we  may  innocently  do  some 
harm  to  the  patient  in  our  attempts  at  making  a  diagnosis.  Ought  we 
not,  therefore,  learn  of  the  experience  .of  those  who  have  followed  these 
cases  and  found  that  perhaps  it  may  be  that  those  cases  have  done  best 
where  the  diagnosis  has  been  made  clinically,  and  no  previous  attempt 
made  to  remove  a  part  of  the  growth  for  microscopic  examination  to 
prove  the  diagnosis?  Is  it  not  possible  that  that  stimulates  the  recurrence 
of  the  disease?  If  we  can  have  that  made  clear,  it  does  seem  that  we 
may  be  able  here  to  formulate  some  positive  distinct  rule  as  to  the  method 
we  may  adopt  with  safety. 

Dr.  H.\rmox  Smith,  New  York  City:  I  believe  the  good  results  that 
are  obtained  from  the  application  of  radium  lies  in  the  fact  that  practi- 
cally all  tumor  growths  vary  in  their  virulency,  and  that  those  cases 
which  are  benefited  by  radium  are  less  virulent  than  those  cases  which 
go  on  in  their  natural  process  of  malignancy  to  a  fatal  termination. 

I  am  associated  with  the  same  institution  as  Dr.  Delavan,  and  I  have 
sent  a  number  of  inoperable  cases  there — patients  upon  whom  I  had 
previously  done  a  tracheotomy.  This  is  an  institution  where  every  facility 
is  available  for  properly  applying  radium  in  advanced  cases,  and  each 
case  went  progressively  on  to  death.  In  addition  to  these  cases,  I  have 
sent  two  cases  of  retrolaryngeal  fibroma,  and  one  went  on  to  death.  In 
the  other  case  there  was  such  burning  and  excoriation  of  the  mouth  that 
we  had  to  feed  the  man  by  rectum  for  a  week,  and  instead  of  retarding 
the  growth,  it  became  accelerated  and  involved  the  cheek.  This  was  an 
angiofibroma. 

Dr.  Xorval  H.  Pierce.  Chicago:  Based  upon  his  experience,  the  speaker 
belieAes  that  while  a  growth  may  show  the  characteristics  of  carcinoma 
under  the  microscope,  it  may  vary  greatly  in  malignancy. 

At  the  present  time  there  must  be  an  enormous  number  of  these  cases, 
and  I  cannot  see  that  we  have  arrived  at  any  particularly  well  defined 
opinion  regarding  the  beneficial  effects  of  radium,  even  at  the  present 
time.  I  can  only  state  that  my  experience  with  radium  has  been,  in  a 
broad  sense,  disappointing. 

Within  the  past  two  years  I  have  had  three  cases  of  carcinoma  of  the 
superior  maxilla  involving  the  antrum,  and  without  exception  they  have 
gone  from  bad  to  worse,  although  every  means  of  applying  radium  has 
been  followed,  even  to  perforating  the  antral  wall  and  putting  a  capsule 
of  radium  immediately  into  the  growth.  True,  the  pain  has  been  dimin- 
ished and  the  odor  has  decreased,  but  the  disease  has  swept  on  as  though 
nothing  had  been  done. 
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I  believe  that  if  we  depend  upon  radium  for  a  cure  in  the  early  stages 
of  laryngeal  carcinoma,  we  will  have  about  as  much  effect  beneficially 
or  otherwise,  in  the  large  majority  of  cases,  as  we  would  have  if  we 
depended  upon  faith.     We  only  waste  time. 

I  have  had  a  case  recently  in  which  we  split  the  larynx  and  applied 
the  radium  Avithout  cutting  away  the  growth,  a  case  of  leucoplakia 
laryngis,  where  I  had  observed  the  patient  for  four  years.  This  leuco- 
plakia was  situated  on  both  vocal  cords.  The  leucoplakia  remained  un- 
changed for  four  years.  Suddenly  from  one  of  these  placques  on  the  right 
vocal  cord,  the  posterior  third,  a  swelling  began — a  fusiform  swelling  cov- 
ered by  mucous  membrane — and  a  well  marked  cauliflower-like  carcinoma 
developed.  The  larynx  became  very  much  inflamed,  and  the  last  I  heard 
of  the  patient  was  that  there  was  a  probable  recurrence  of  the  growth. 

The  only  possible  chance  for  cases  of  carcinoma  of  the  larynx  is  thor- 
ough removal  by  external  means  at  a  very  early  date,  no  matter  how 
early.  Whether  we  apply  radium  or  not  is  immaterial;  otherwise  in 
extensive  carcinoma  the  only  means  of  safety  is  a  thorough  operation, 
and  by  that  I  mean  laryngectomy. 

Dr.  James  E.  Logax.  Kansas  City:  I  believe  if  the  suspension  method 
is  used  and  a  local  application  of  the  galvanic  cautery  is  made  directly  to 
the  growth,  comprehending  or  taking  in  all  of  the  growth  so  far  as  is 
feasible,  that  we  will  have  accomplished  practically  all  that  we  could 
accomplish,  if  not  more,  than  in  an  application  of  radium. 

If  we  are  to  judge  from  the  literature  pertaining  to  the  subject,  there 
appears  to  be  very  little,  if  anything,  in  the  use  of  radium  for  such  cases. 

Du.  Joseph  Beck,  Chicago:  It  is  about  fourteen  years  since  I  started 
the  employment  of  what  I  thought  was  radium  in  diseases  of  the  upper 
respiratory  tract,  and  only  about  five  or  six  years  ago  did  I  find  out  (and 
then  reported  with  negative  results )  that  practically  no  radium  was 
contained  in  the  capsule  that  I  was  employing.  So  far  as  I  am  able  to 
learn  from  the  literature  on  the  subject,  too  little  radium  was  employed, 
and  then  when  an  amount,  say  one  hundred  and  fifty  to  two  hundred  mil- 
ligrams, was  left  ill  situ  for  a  period,  it  burned  the  structures  beyond 
repair,  so  that  the  remedy  was  worse  than  the  disease.  My  results  are 
absolutely  negative  as  to  cures  of  deep-seated  growths;  I  will  not  even 
say  of  far  advanced  cases,  but  of  those  which  I  would  ordinarily  class  as 
operable.  When  radium  was  employed  in  such  cases  the  ultimate  result 
was  either  laryngectomy  in  time  to  save  the  patient,  or  a  fatality. 

If  Dr.  Mayer  would  have  us  treat  cases  without  touching  the  growth, 
it  does  not  seem  to  me  it  would  add  anything.  We  will  not  know  what 
we  are  treating.  Tliis  does  not  appeal  to  me.  If  we  do  not  have  micro- 
scopic examinations  of  the  growths  we  are  treating,  it  seems  to  me  the 
subject  would  not  advance  very  far. 

Di.  D.  Brysox  Delavax.  New  York  City  (closing  the  discussion):  The 
work  which  is  being  done  at  the  Memorial  Hospital  in  New  York  is  very 
far  in  advance  of  anything  that  I  know  of  that  has  been  done  anywhere 
else,  and  for  that  reason  I  have  taken  the  liberty  of  presenting  this 
resume  of  that  work. 

In  this  report  I  mentioned,  the  hospital  gives  you  the  results  of  its 
work  along  this  line.  It  is  the  best  they  have  been  able  to  do  in  three 
years'  time  with  a  very  considerable  number  of  cases.  When  more  years 
have  passed  they  will  have  thousands  of  cases,  but  their  attitude  in  treat- 
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ing   these  patients   is  purely  experimental — time  will  give  more  definite 
results,  or  at  least  more  conclusive  results,  whether  better  or  worse. 

Of  all  the  cases  treated,  there  are  a  total  of  twenty-two  which  are 
believed  to  have  fairly  retrogressed.  That  means  twelve  per  cent  of  the 
one  hundred  and  eighty-four  cases.  There  are  also  seventy-nine  cases 
which  have  improved,  which  is  a  total  of  about  forty-three  per  cent. 
There  are  also  seventy-nine  cases  unimproved.  This  makes  a  total  of 
fifty-five  per  cent  supposed  to  be  improved,  as  against  forty-three  per  cent 
unimproved.  In  cancer  of  the  esophagus,  stomach,  etc..  the  statistics  are 
just  about  the  same. 

The  method  must  be  adopted  to  the  case,  and  the  ingenuity  of  the  one 
managing  the  case  must  play  an  important  part  in  the  selection  of  the 
means  of  application. 

Tlie  device  of  Dr.  Robert  Abbe  is  simple,  ingenious  and  very  effective. 
It  i.=>  intended  for  the  application  of  radium  to  the  more  remote  recesses 
of  tl;(  body,  and  is  especially  useful  in  the  larynx  and  i)harynx.  It  can 
also  be  introduced  in  any  part  of  the  upper  nasal  cavity,  which  is  ex* 
tremely  diflicult  to  reach  by  any  other  method. 

There  is  another  thing  which  has  come  to  be  used  in  the  treatment 
with  radium,  and  that  is  an  obturator  like  a  plate  for  artificial  teeth, 
extending  backward  to  the  site  of  the  growth  and  furnished  with  grooves 
in  which  tlie  radium  can  be  placed  to  the  location  desired. 

As  to  the  hoi)f^lessness  of  cancer  of  the  throat — it  is  pretty  hopeless. 
The  cases  all  die.  We  do  not  get  the  true  statistics  of  surgery  of  the 
larynx.  You  cannot  get  them — no  one  will  give  them  to  you;  l)ut  if  you 
should  get  them,  you  would  have  a  pretty  ghastly  record.  Perhaps  it 
might,  therefore,  be  just  as  well  to  exercise  a  little  patience  toward 
radium  until  we  find  out  what  it  can  do,  and  look  forward  with  a  ray  of 
hoi)e  meanwhile  to  cheer  the  men  who  are  working  very  hard  to  perfect  it. 
An  Endolaryngeal  Removal  of  an  Unusually  Large  Lymphoangioma  from 
the  Larynx,  with  Complete  Recovery  of  the  Patient.  By  Ch.xrles  W. 
Ruii.usD.sox.  M.  D.,  Washington,  D.  C. 
(To  be  puhlished  in  a  subsequent  isssur  of  Thk  L.xkvgonscopeJ 

DlSd'SSIOX. 

Dk.  .1.  M.  IxGKRSOLr..  Cleveland:  1  had  the  privilege  of  seeing  this  case 
before  it  was  operated  upon,  and  was  very  much  interested  in  the  report. 

].  think  that  it  took  considerable  courage  for  Dr.  Richardson  to  deter- 
mine whether  or  not  the  growth  was  an  angioma  by  incising  it.  I  dis- 
cussed the  case  with  him  tuen.  and  we  both  wondered  what  the  outcome 
would  be,  and  were  suspicious  of  malignancy.  I  never  had  seen  anything 
like  it  before.    The  end  result  is  very  favorable. 

D::.  E:mil  M.wer,  New  York  City:  These  cases  are  especially  interest- 
ing. One  particularly  important  thing  is  that  the  trained  eye  of  the 
laryngologist  sees  at  once  that  the  diagnosis  that  is  so  often  made  in 
nearly  every  one  of  those  cases  is  wrong,  and  that  the  cases  are  not  of  a 
malignant  nature.  I  can  picture  for  myself  the  view  that  Dr.  Richardson 
had  of  that  patient,  with  a  proper  light,  where  he  at  once  concluded  that 
the  original  diagnosis  of  malignant  disease  which  had  been  made  was 
wrong.  I  believe  that  we  can  in  most  instances  make  a  diagnosis  macro- 
scopically. 

I  must  congratulate  Dr.  Richardson  on  his  courage  in  putting  in  a  knife 
to  see  if  it  was  a  bleeding  tumor,  and  also  on  his  successful  removal  of 
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it  inlralaryngeally.  The  growth  itself  differs  from  most  of  the  others  on 
record,  in  that  it  was  partially  external  and  partially  within  the  larynx. 
It  is  very  remarkable  that  a  patient  with  so  large  a  grow^th  should  be 
able  to  get  along  without  a  great  deal  of  dyspnea.  To  my  mind  a  case  of 
this  kind  w^ould  be  ideal  for  suspension.  With  very  little  effort  one  could 
draw  the  growth  into  a  snare  and  remove  it,  and  if  necessary  cauterize 
the  place.  In  the  case  I  reported  a  year  ago  the  operation  was  done 
externally,  and  the  growth  was  removed  and  the  mucous  membrane  sewed 
over.  1  am  confident  that  that  was  the  only  way  the  case  could  have  been 
treated,  for  the  reason  that  it  was  below  the  false  cord  and  not  above  it. 

Dit.  Henry  L.  Swain,  New  Haven:  Some  of  those  present  may  recall  a 
case  in  which  I  removed  a  tumor  in  the  same  manner  as  Dr.  Richardson 
did,  the  report  of  whicli  appeared  in  the  Transactions  for  1892.  This 
growth,  however,  was  lower  down  than  it  was  in  the  case  of  Dr.  Richard- 
son, and  it  still  holds  the  record  for  size  in  strictly  intrinsic  growths  of 
the  larynx.  The  growth  was  in  the  anterior  commissure,  and  began  only 
slightly  above  the  place  where  the  two  cords  come  together,  so  that  more 
of  the  base  of  the  tumor  was  below^  than  above.  When  the  patient  came 
into  my  office  one  could  see  nothing  but  the  growth  upon  expiration,  but 
during  inspiration  this  tumor  would  move  down  so  that  the  air  could  get 
by  it.  The  patient  had  been  living  in  that  way  with  a  very  hoarse  voice 
and  with  difficulty  in  breathing  for  nearly  tw^o  months.  He  ran  for  a  trol- 
ley car  and  fell  down  and  was  nearly  asphyxiated,  and  relating  that  to 
me  as  I  looked  down  into  his  larynx,  I  trembled  at  the  idea  of  getting 
the  tumor  out.  I  had  no  idea  of  the  up  and  down  dimensions  of  the 
tumor;  the  diameter  as  I  looked  down  upon  it  was  just  what  would  fill 
the  chink  of  the  glottis,  but  the  vertical  dimensions  were  three  times  the 
horizontal  dimensions.  I  told  the  man  that  if  he  was  a  good  soldier  I 
would  try  to  take  it  out.  He  consented  and  I  put  cocain  in,  and  taking  a 
snare  got  a  good  hold  of  the  tumor  twice.  I  tried  to  get  the  tumor  out 
but  failed.  The  man  was  getting  blue  in  the  face,  but  I  put  on  a  whole 
lot  of  power  and  got  it  out.  I  w^as  more  scared  w'hen  it  was  finally  out 
than  I  w^as  before.  It  w-as  a  tremendous  growth,  much  larger  than  was 
apparent  to  the  eye,  and  still  holds  the  record  for  size.  I  was  prepared 
for  the  eventuality  of  hemorrhage,  and  told  the  man  to  throw  himself 
forward  with  his  head  down,  hanging  over  the  end  of  the  couch.  He 
minded  exactly  as  he  was  told,  and  hardly  a  drop  of  blood  came  away. 
He  came  back  again  on  the  third  day  and  one  could  see  then  where  it  had 
been,  just  above  the  vocal  cord.  The  patient  had  no  recurrence.  Dr. 
Richardson's  specimen  is  a  monster  and  the  result  of  his  skill  is  most 
gratifying. 

Dit.  CH.\RLh:s  W.  Ric  iiAKosoN  (closiug  the  discussion) :  1  wish  to  add 
just  one  word  to  Dr.  Ingersoll's  remarks,  a  point  which  he  did  not  make 
quite  clear.  We  were  a  little  suspicious  of  the  malignancy  of  this  growth 
— in  fact,  we  could  not  quite  eliminate  the  matter  from  our  minds — before 
we  had  the  result  of  the  pathologic  findings. 

Report  of  a  Case  of  Carcinoma  of  the  Larynx  Treated  with  Radium.   Du. 
Akthur  W.  Wat.son.  Philadelphia. 
A   physician,   about   seventy-three   years    of   age,   came    under    my   care 
November  24,   1914.     There  had  been   increasing  hoarseness  for  a   year. 
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without  inflammatory  symptoms,  pain  or  cough;   the  general  health  was 
good,  the  general  history  was  negative. 

Examination  of  the  larynx  showed  a  smooth,  red,  sessile  growth  or 
swelling  on  the  left  side  beneath  the  Tocal  cord,  extending  from  the 
anterior  commissure  backward  about  one-half  the  length  of  the  cord,  and 
downward  from  the  cord  about  one-half  inch.  It  seemed  to  involve  the 
under  surface  of  the  cord.  Movement  of  the  anterior  half  of  the  cord  w-as 
restricted,  which  caused  bowing  in  phonation.  The  growth  was  sharply 
defined  and  the  other  parts  of  the  larynx  appeared  to  be  healthy.  A  clin- 
ical diagnosis  of  carcinoma  (epithelioma)  was  made.  For  obvious  reasons 
a  microscopic  examination  was  not  made. 

When  first  seen  the  growth  was  one  that  could,  undoubtedly,  have  been 
removed  by  laryngofissure,  but  in  consideration  of  the  age  of  the  patient 
and  the  fact  that  he  was  in  favor  of  trying  the  effect  of  x-ray  or  radium, 
it  was  decided  not  to  operate. 

The  radium  was  applied  to  the  outside  of  the  larynx;  eleven  milligrams 
radium,  filtration  one  millimeter  of  lead,  and  one  and  one-half  inches  of 
gauze,  for  three  hours.  This  was  repeated  in  February  (six  treatments, 
198  milligram  hours).  :\Iarch  1st  the  radium  was  increased  to  twenty 
milligrams,  filtration  one  milligram  lead,  one-half  inch  gauze,  applied  for 
three  hours.  This  was  repeated  (six  times,  360  mg.  hours).  March  17th 
began  forty  milligrams  radium,  filtration  same  as  before,  applied  for 
three  hours.     Repeated  (six  times,  720  mg.  hours). 

Various  applications  were  made,  none  of  them  satisfactory,  and  it  had 
to  be  abandoned.  The  external  application  of  the  radium  again  instituted 
in  the  following  dosage.  Forty  milligrams  radium,  filtration  one  milli- 
meter lead  and  one-half  inch  gauze,  applied  five  hours  .July  and  August 
(in  all,  nineteen  applications,  4200  mg.  hours). 

September  23rd,  about  one  month  after  discontinuing  the  radium,  it 
was  noted  that  the  growth  was  apparently  gone,  left  vocal  cord  a  little 
slower  in  movement  than  the  right,  skin  inflamed  over  larynx. 

On  the  second  of  April,  1917,  the  patient  returned  with  hoarseness, 
whi'jh  he  had  noticed  for  a  month  or  more.  Examination  showed  a  smal? 
nodule  beneath  the  edge  of  the  left  vocal  cord  near  the  anterior  commis 
sure,  the  site  of  the  old  trouble.  Radium  was  again  used,  a  few  day? 
later,  forty  milligrams,  for  twelve  hours.  The  larynx  was  examined  twc 
weeks  later.  The  growth  was  found  to  be  smaller,  the  neck  inflamed 
April  2.5th,  only  a  slight  thickening  remained.  The  voice  was  agai» 
almost  normal.    The  same  condition  was  present  when  last  examined. 

From  the  results  that  I  have  seen  in  suitable  cases,  and  with  a  better 
knowledge  of  the  dosage,  better  results  may  be  expected,  especially  if  the 
radium  can  be  applied  from  within  the  larynx,  which  would  be  made 
easier  by  a  tracheotomy. 

DI.SCUSSIOX. 

Dk.  Robert  C.  Mylj^s,  New  York  City:  It  is  a  question  to  be  solved, 
whether  in  the  early  stages  of  incipient  cancer  it  is  best  to  immediately 
remove  the  cancerous  mass  with  the  adjacent  tissues,  and  if  it  recurs  to 
use   radium,   or  whether   it   is   best   to   use   radium   without   microscopic 
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examination.  In  tliis  connection  it  would  seem  best  to  consider  to  wliat 
extent  we  would  advocate  either  procedure  if  the  growth  was  in  ourselves. 
Judging  from  personal  experience  and  observation,  it  is  my  belief  that  the 
average  person  who  has  a  growth,  or  symptoms  of  a  growth  that  is  prob- 
ably malignant,  defers  the  question  because  they  do  not  like  to  have  it 
decided  that  they  have  one,  and  hope  against  hope  that  nothing  will  be 
found.     There  is  unnecessary  delay  caused  by  that  attitude  of  mind. 

As  far  as  the  secondary  or  tertiary  conditions  of  cancer  are  concerned, 
it  seems  to  me  to  be  unwise  not  to  use  radium  for  the  hope  it  offers  in 
the  relief  of  pain  and  odor  and  the  other  phenomena  connected 
with  malignancy. 

I  think  it  was  Ur.  Mayer  who  made  the  remark  earlier  in  the  morning 
that  we  should  first  try  to  cure  the  patient  and  leave  the  scientific  diag- 
nosis unsettled.  On  the  other  hand,  this  is  not  conducive  to  progress; 
again,  1  do  not  know  whether  we  can  improve  the  physical  conditions  of 
a  case  which  experience  has  shown  us  is  malignant,  by  microscopic  exam- 
ination, nor  do  I  see  what  the  chances  are  of  it  being  nonmalignant  by 
re-sorting  to  such  examination. 

Dii.  Hk.nky  L.  Sw.\i.\.  New  Haven:  I  am  very  glad  that  we  have  heard 
this  paper,  first  because  it  was  a  model  in  the  way  it  presented  the 
dosage,  method  of  treatment,  length  of  treatment,  etc.,  and  secondly,  be- 
cause it  left  us  with  a  spirit  of  hopefulness. 

This  is  again  the  case  of  the  old,  old  story.  We  went  through  all  this 
with  the  x-ray.  We  had  in  our  hands  a  powerful  means,  the  possibilities 
of  which  we  knew  nothing,  and  we  learned  by  exchanging  experiences  in 
the  various  meetings  all  over  the  country  that  x-ray  burns  were  produced, 
that  we  must  use  a  filter,  that  we  had  to  have  adequate  dosage,  if  we 
were  going  to  get  results.  We  are  now  doing  the  selfsame  thing  with 
radium.  In  exchanging  these  experiences  now,  it  seems  as  if  we  ought 
to  come  to  some  conclusions.  I  think  one  thing  is  clear — that  we  should 
not  putter  around  with  other  means,  and  if  we  are  going  to  use  radium, 
we  should  get  at  it  early.  Inadequate  dosage  is  worse  than  nothing.  On 
the  other  hand,  we  must  not  use  such  a  tremendous  dosage  that  we  either 
kill  the  patient  or  the  surrounding  tissues. 

Di{.  E.  Fletciikr  Ix(!.\ls,  Chicago:  1  am  under  the  impression  that  the 
dosage  here  is  quite  as  important  as  in  giving  strychnin;  that  is,  if  you 
give  too  large  a  dose  it  will  do  a  great  deal  more  harm  than  if  nothing 
had  been  given.  If  we  read  the  reports  of  the  men  who  have  used  radium, 
we  will  find  that  there  has  been  in  some  cases  great  destruction  of  tissue 
from  which  some  patients  have  finally  died.  Some  patients  can  tolerate 
larger  doses  than  others.  It  appears  to  me  that  radium,  x-rays  and  sun's 
rays  act  practically  in  the  same  way:  they  burn  in  every  direction  where 
they  can  reach,  unless  properly  screened.  All  the  weaker  tissues  burn  out 
first;  but  if  the  dose  is  a  little  too  strong,  the  normal  tissues  will  burn 
out  at  the  same  time.  If  this  is  correct,  then  the  dosage  is  by  far  the 
most  important  thing;  it  must  be  worked  out  carefully.  I  tested  each 
individual  patient — a  small  does  at  first,  and  repeated,  according  to  its 
effects 

Du.  Akiiuk  W.  W.xt.son.  Philadelphia   (closing  the  discussion^:     What 
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I  wished  to  bring  out  was  the  question  ct  dosage.  I  am  of  the  opinion 
that  if  the  dosage  is  too  heavy,  so  that  the  normal  tissues  around  the 
grov/th  are  destroyed,  cicatricial  tissue  is  produced  in  which  the  malig- 
nant disease  may  more  readily  be  reproduced.  It  seems  to  me  that  this 
may  be  tlie  reason  for  failure  to  cure  the  disease  in  some  cases.  But  I 
believe  the  best  way  of  getting  at  the  proper  dose  is  by  regarding  what 
has  been  done  in  each  case,  instead  of  considering  one  application  of 
radium  the  same  as  another. 

Tuberculoma  of  the  Tongue.  Dk.  Cari.  E.  Mlwukk.  Waterbury  Connec- 
ticut. 
-Male,  aged  thirty  years.  The  patients  tongue  presented  a  crater-like 
cavity  situated  on  the  dorsom,  at  the  junction  of  the  middle  and  posterior 
thirds,  in  the  median  line,  the  prebase  of  the  tongue.  At  the  bottom  of 
the  crater  was  a  marked  ulceration  covered  with  a  yellowish  slimy  secre- 
tion, and  from  the  central  ulceration  were  narrow,  sharply-marked  ulcera- 
tions radiating  to  the  circumference  of  the  thickened  and  indurated  mass. 
The  surface  of  the  swollen  mass  was  yellowish  in  color,  and  there  was 
marked  and  exquisite  tenderness  upon  the  slightest  pressure,  with  much 
pain  at  every  movement  of  the  tongue.  This  pain  was  localized  and  not 
radiating  when  the  tongue  was  at  rest.  There  was  present  also  the  con- 
dition known  as  nigrities. 

While  the  tubercular  ulcer  may  be  primary  or  secondary,  a  primary 
tubercular  lesion  of  the  tongue  is  extremely  rare;  although  a  few  cases 
of  tubercular  infection  of  the  tongue  following  traumatism  have  been 
reported.  Speaking  generally,  the  tongue  is  more  often  inoculated  from 
the  lungs  than  the  lungs  or  larynx  from  the  tongue. 

The  case  reported  presented  a  marked  deviation  from  the  usually  report- 
ed situation  of  tubercular  lesions  on  the  tongue,  which  have  almost  invari- 
ably been  stated  to  occur  either  on  the  tip  or  sides,  this  one  being  on  the 
dorsum,  a  site  on  which  we  usually  find  a  gumma. 

The  prognosis  is  not  dependent  upon  the  lesion  itself,  but  is  influenced 
alone  by  the  fact  as  to  whether  the  patient  is  suffering  from  concurrent 
lesions  in  other  parts  of  the  body  which  are  not  susceptible  to  improve- 
ment, or  is  he  suffering  from  pulmonary  tuberculosis,  where  there  is  a 
tendency  to  fibrosa?  If  the  latter  is  the  case,  there  is  a  fair  degree  of 
certainty  that  the  tongue  lesion  may  heal  without  local  therapy,  but  if 
the  pulmonary  process  is  acute,  with  caseation  and  necrosis  active,  there 
is  little  chance  of  the  tongue  healing. 

jnscvfisioy. 
Dr.  Burt  R.  Shurly,  Detroit:  'In  a  service  of  one  hundred  and  fifty 
beds  during  the  past  six  years  in  a  tuberculosis  hospital,  we  have  had 
two  cases  of  tuberculous  ulcer  of  the  tongue.  Both  of  these  occurred  in  a 
far  advanced  condition.  I  have  yet  to  see,  in  my  experience,  a  primary 
tuberculous  larynx  or  a  primary  tuberculous  ulcer  of  the  tongue.  Invari- 
ably, those  cases  have  show^n  some  other  activity  somewhere,  if  it  is 
looked  for  sufficiently  and  thoroughly.  These  two  cases  suffered  the  most 
terrific  pain  and  had  progressed  so  far  that  there  was  absolutely  no 
chance  of  curing  the  patients.     We  simply  cauterized  the  ulcerations  and 


786  SOCIETY  PROCEEDINGS. 

made  use  of  orthoform  and  other  meiasures  for  relief,  in  the  hope  that 
they  might  be  able  to  have  a  little  more  comfort  and  take  some  nourish- 
ment. In  all  these  cases  it  seems  to  me  that  we  ought  to  determine  the 
relative  frequency  of  bacilli.  By  this  means  the  diagnosis  is  proved  and 
syphilis  is  excluded.  What  seems. to  me  marvelous  is  that  we  do  not 
have  some  ulceration  on  the  tongue,  from  the  fact  that  the  mouth  in 
these  advanced  cases  is  absolutely  alive  with  swarms  of  tubercle  bacilli. 
Di:.  Thomas  H.  Hai.sted,  Syracuse:  Seventeen  years  ago  I  removed  the 
tonsils  of  a  girl  of  twelve  years,  which  were  tuberculous.  A  year  or  two 
afterwards  a  surgeon  removed  the  cervical  glands  of  the  neck,  which  were 
tuberculous.  Two  or  three  days  later  she  developed  a  mastoid  and  in 
the  course  of  that  developed  a  localized  pachymeningitis.  We 
thought  it  was  tuberculous  meningitis  and  expected  her  to 
die,  but  she  recovered.  Later  on,  in  the  course  of  two  or  three  years,  she 
developed  tuberculosis  of  the  phalanges,  and  one  thumb  and  one  finger 
were  both  operated  upon  by  a  general  surgeon.  She  then  developed  tuber- 
culosis of  the  nasal  mucous  membrane,  which  1  curetted  and  applied  lactic 
acid  for  a  number  of  months.  Then  she  developed  a  tuberculous  ulceration 
of  the  alveolus,  which  must  be  now  four  or  five  years  ago.  Later,  within 
the  past  two  years,  she  has  developed  tuberculosis  of  the  nasal  septum, 
and  the  tuberculous  process  has  extended  so  that  now  it  involves  the  tip 
of  the  nose,  and  it  looks  as  though  she  will  lose  the  tip  of  her  nose. 
This  girl,  during  this  whole  period,  has  been  a  seamstress,  and  is  of  course 
living  a  fearful  life,  with  a  great  deal  of  pain  fn  the  mouth  and  tongue, 
but  she  is  very  hopeful  for  some  new  means  of  a  cure.  She  feels  that 
ultimately  she  will  get  well.  In  spite  of  all  the  disease  processes,  we 
have  never  been  able  to  discover  anything  in  the  lungs.  The  diagnosis 
has  been  made  through  scrapings  and  the  findings  of  the  bacilli.  The 
very  interesting  thing  about  this  case  is  the  long  duration  of  the  disease 
and  the  number  of  lesions  which  have  developed  in  various  parts  of  the 
body. 

Di{.  Harmon  Smith,  New  York  City:  I  do  not  think  this  w^as  a  tuber- 
culous ulcer.  It  was  in  the  median  raphe,  away  from  the  border  of  the 
tongue,  where  irritation  of  a  tooth  w'ould  rhake  an  ulceration.  It  was  a 
fertile  field  and  one  where  tubercle  bacilli  would  grow. 

We  should  not  confuse  tuberculous  fissures  of  the  tongue  and  tubercu- 
lous ulcerations  of  the  tongue  wnth  tuberculoma.  It  was  about  the  loca- 
tion of  the  taste  breakers  in  the  median  raphe. 

Serial    Frozen   Sections  of  the  Thorax  from   a  Case  of  Aneurism  of  the 
Aortic  Arch.   Dh.  Gkougk  Fettkrom-.  and  Dr.  George  W.  Xorris.  Phil- 
adelphia. 

The  main  points  of  interest  in  this  report  are  as  follows: 

1.  Photographs  of  the  patient  obtained  at  various  periods  during  life 
showed  successive  steps  in  the  growth  of  the  protruding  mass. 

2.  Frozen  sections  were  made  of  a  case  which  had  had  careful  clinical 
study,  and,  as  a  result,  conditions  as  they  had  existed  in  vivo  could  be 
accurately  reproduced  and  deliberately  studied  after  death.  Search  of 
the  literature  reveals  the  fact  that  this  is  the  first  opportunity  of  this 
kind  which  has  arisen  and  been  taken  advantage  of. 

3.  The  exact  site  of  rupture,  and  the  cause  and  mode  of  d^ath.  could 
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be  determined  and  depicted  with  a  degree  of  accuracy,  certainty  and  detail 
which  would  be  impossible  of  attainment  in  an  ordinary  autopsy. 

4.  The  hydrothorax,  the  pulmonary  atelectasis,  and  the  extreme  dysp- 
nea are  explained  in  a  manner  which  by  any  other  method  of  study  would 
have  been  much  less  satisfactory,  if  at  all  possible. 

•J.  The  last  statement  is  equally  true  of  the  anatomic  relations.  The 
altered  position  and  general  changes  in  the  bronchial  tree  and  other 
thoracic  contents  are  depicted  in  such  a  graphic  manner  as  to  show  to 
the  laryngologist  and  internist  alike  what  does  take  place  in  the  pres- 
ence of  such  a  lesion  as  this  large  aneurism.  It  also  suggests  what  may 
take  place  in  some  of  our  future  clinical  cases  in  the  presence  of  other 
disturbers  of  the  normal  intrathoracic  relations. 

DISCU.SSIOX. 

D»{.  Grekxfield  Sludek.  St.  Louis:  The  labor  in  presenting  Dr.  Fet- 
terolf's  material  is  exceedingly  great.  We  are  constantly  dealing  with 
disturbances  that  seem  trivial,  which,  if  we  bear  in  mind  the  relations 
within  the  chest,  are  frequently  separated  and  put  into  a  more  serious 
category.  It  has  been  my  experience  within  the  past  three  months  to, 
as  it  were,  pick  up  two  aneurisms  of  the  aorta  by  virtue  of  dislocation  of 
the  windpipe,  recognized  in  the  laryngeal  mirror,  and  a  number  of  times 
I  have  outlined  the  same  dislocations  within  the  mediastinum,  depres- 
sions of  the  windpipe,  as  a  means  of  recognizing  mediastinitis.  Some- 
tim3s  they  are  not  of  tubercular  origin;  more  frequently  I  believe  it  to 
be  tubercular.  In  one  case  that  proved  exceeding  desperate,  the  infection 
was  a  primary  tracheitis,  going  on  for  a  length  of  time  with  mediastinitis 
and  depression  of  the  windpipe. 

Stereoscopic  Roentgenograms  of  the  Head.  Dr..  J.  M.  Ixgee.soll,  Cleve- 
land. 

The  longer  we  have  used  the  stereoroentgenograms,  the  more  certainly 
hav?  we  been  convinced  of  their  practical  value,  for  they  give  us  definite 
information  in  regard  to  the  nose  and  the  nasal  accessory  sinuses,  the 
brain  and  many  of  its  blood  vessels,  the  ear  and  the  mastoid,  which  can- 
not be  obtained  in  any  other  way.  The  size  and  boundaries  of  the  max- 
illaiy  and  frontal  sinuses  can  be  distinctly  seen.  If  there  are  any 
septa,  tumors  or  foreign  bodies  in  these  cavities,  they  can  be  accurately 
located  and  defined.  The  ethmoidal  and  sphenoidal  sinuses  overlie  each 
other,  and  are  thus  somewhat  masked,  but  their  position,  relative  to  each 
other  and  the  orbit  and  the  other  surrounding  structure,  can  be  clearly 
distinguished. 

Skill  in  interpreting  the  roentgenograms  can  be  more  easily  acquired  by 
the  surgeon  than  by  the  roentgenologist,  for  the  surgeon  has  the  decided 
advantage  of  being  able  to  verify  and  correct  the  findings  in  the  roentgen- 
ogram while  he  is  operating.  If  the  surgeon  will  carefully  study  the 
stereoscopic  pictures  before  operating,  compare  his  interpretation  of  the 
picture  with  the  condition  which  tie  finds  in  the  operation,  and  then 
study  the  picture  again  after  the  operation,  he  will  soon  acquire  great 
skill  in  interpreting  the  stereoscopic  plates. 

In  studying  stereoscopic  plates  they  should  be  examined  from  both 
sides.  First,  put  the  plates  in  the  stereoscope  with  the  film  sides  toward 
the  mirrors.     This  will  show  the  structures  as  we  see  them  in  the  opera- 
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tion,  with  the  external  parts  in  the  foreground  and  the  deeper  structures 
in  the  background.  Then  by  reversing  the  plates  in  the  stereoscope,  turn- 
ing the  smooth  sides  of  the  plates  toward  the  mirrors,  the  structures  will 
be  seen  from  the  inside  of  the  skull. 

The  technic  for  making  stereoscopic  anteroposterior  radiographs 
through  the  frontal  sinuses  is  described,  as  also  the  technic  for  making 
stereoroentgenograms  of  both  mastoids  on  a  single  pair  of  plates. 

These  plates,  when  developed,  are  placed  in  the  stereoscope,  with  the 
one  having  the  right  eye  images  in  the  right  light  box  of  the  stereoscope, 
and  the  one  having  the  left  eye  images  in  the  left  light  box.  With  the 
glass  side  of  the  plates  turned  toward  the  mirrors  of  the  stereoscope  we 
view  the  mastoids  from  the  inside  of  the  skull,  while  with  the  film  side 
of  the  plates  placed  toward  the  mirrors  we  view  the  mastoids  from  the 
outside  of  the  skull. 

DISCUSSION. 

Dk.  Robert  C.  Myles,  New  York  City:  Dr.  Ingersoll  has  demonstrated 
it  is  much  better  than  most  of  us  believe  it  to  be,  and  the  topographic 
anatomy  is  shown  better  by  this  method  than  by  any  I  know. 

Di{.  Haxau  W.  Loeb,  St.  Louis:  It  is  really  amazing  how  much  more 
one  gets  to  know  about  his  work  by  studying  one  after  another  of  the 
stereoscopic  plates  in  every  case  which  shows  a  disposition  toward  sup- 
puration in  any  of  the  sinuses.  It  makes  a  man  much  better,  even  if  he 
does  not  find  in  any  particular  case  any  essential  value  in  the  exposure. 
Taking  the  whole  thing  together,  he  develops  an  understanding  of  the 
subject  far  beyond  what  can  be  obtained  by  any  other  method. 

The  beauty  of  this  work  is  that  you  can  look  at  a  case  from  before 
backward,  or  behind  forward,  by  simply  turning  the  plate  around. 

DiJ.  Lewis  A.  Coffin,  New  York  City:  I  just  want  to  say  in  regard  to 
the  stereoscopic  picture  that  there  is  no  question  but  that  more  interest 
and  more  knowledge  is  to  be  gained  from  it.  We  must  remember,  how- 
ever, that  a  doctor  often  sends  a  patient  in  from  twenty,  forty  or  fifty 
miles,  and  unless  he  can  come  down  where  we  have  such  an  apparatus 
he  cannot  see  the  results.  There  are  times,  therefore,  when  he  must  put 
up  with  the  other  picture,  which  is  more  or  less  helpful.  We  cannot 
always  have  the  stei-eoscopic  roentgenograms. 

Lantern  Slides  Showing  Normal   and   Diseased  Sinuses  of  Children  from 
One  to  Fifteen  Years  of  Age.    Dr.  Lewis  A.  Coffin,  New  York. 

Dr.  Lewis  A.  Coffin  showed  a  double  series  of  slides  from  x-ray  plates 
of  cliildren's  heads  from  one  to  fifteen  years  of  age,  one  series  showing 
normal  and  the  other  diseased  sinuses.  He  said  that  one  of  the  interest- 
ing things  connected  with  the  getting"  of  the  plates  was  the  fact  that 
nearly  all  the  plates  showing  disease  had  been  obtained  from  x-raying  the 
heads  of  children  from  an  eye  ward  of  the  Manhattan  Eye,  Ear  and  Throat 
Hospital  without  selection,  that  practically  any  case  in  that  ward  showed 
sinus  disease,  and  he  believed  that  this  was  strong  presumptive  evidence 
of  the  dependence  of  many  eye  conditions  on  the  diseased  accessory 
sinuses. 

He  called  attention  to  the  frequent  involvement  of  the  antrum,  and 
stated  that  in  this  condition  he  saw  the  frequent  cause  of  atrophic  rhin- 
itis and  practically  the  universal  cause  of  true  ozena. 

(To   br  con ti nurd.) 
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VINCENT'S  ANGINA." 

Dk.  Thomas  Hubhard,  Toledo.  Ohio. 

The  term  ulcero-membranous  tonsillitis  is  not  oonij)rehensi\e 
enough  to  displace  the  term  X'incent's  angina.  The  most  serious 
type  is  not  confined  to  the  tonsils. 

The  disease,  described  first  by  Plant  and  \  incent  in  l.S!)l,  has 
verv  gradually  assumed  a  place  in  our  clinical  studies.  Admirable 
papers  have  been  published,  notably  by  Mayer,'  Halsted,-  Levy,'' 
Stark,  Ira  Frank  and  others,  but  the  disease  is  still  regarded  rather 
as  a  pathologic  cut-in  than  a  common  type  of  throat  infection.  It 
is  worthy  of  remark  that  so  rpany  of  the  clinical  articles  are  reports 
of  very  serious  or  fatal  cases.  This  group  of  fatalities  in  a  disease 
that  is  Usually  transient  and  curable,  and  taking  into  consideration 
the  rather  scanty  literatiu'e,  arouses  the  suspicion  that  a  large  num- 
ber of  cases  are  not  diagnosed.  Jn  fact,  1  can  recall  several  in  my 
own  practice  which  I  now  conclude  were  of  the  Vincent's  angina 
type.  Personal  reports  from  other  physicians  confirm  this  impres- 
sion. In  other  words,  laboratory  study  of  all  ulcers  and  false  mem- 
branes is  necessary  to  positive  timely  diagnosis. 

Spirillar  infections  are  common  in  the  mouth  and  throat  and  there 
are  undoubtedly  different  types  varying  in  pathologic  \irulence.  The 
spirochete  of  syphilis  is  a  protozoon  and  probably  this  is  true  of  the 
spirillum  found  associated  with  the  fusiform  bacillus  in  Vincent's 
angina.  If  this  be  verified  spirilli  and  fusiform  bacilli  may  not  be 
transmutation  forms  and  on  this  question  bacteriologists  have  not 

*  Read  before  the  Thirty-ninth  Annual  Cong're.ss  of  the  American  Laryn- 
g^ological    Association,   at   Atlantic   City,   N.    J.,   May    29,    1917. 
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given  the  final  decision.  As  stated,  the  exi)erienced  laboratory  work- 
er can  differentiate  between  the  spirillum  buccalis  the  s.  dentium  and 
the  J-,  pallida  by  the  dark  field,  condensor.  And  further,  in  all  well- 
developed  cases  of  Vincent's  angina  the  diagnosis  is  aided  by  the 
abundant  number  of  spirilli  and  fusit(jrm  bacilli  to  be  found  if 
searched  for  properly.  If  not  discovered  in  the  false  membrane, 
scrapings  from  crypts  and  granulation  tissue  should  be  tried.  Mouth, 
and  particularly  alveolar  ulcers  show  spirilli  of  a  coarse  variety  as 
w'ell  as  fusiform  bacilli  and  it  does' require  some  study  and  ex- 
perience to  eliminate  this  common  type  in  making  diagnosis. 

The  range  of  pathologic  lesions  attributed  to  the  Mncent's  group 
includes  the  pseudo-membranous  tonsillitis  or  pharyngitis  and  ulcera- 
tive tonsillitis  and  also  the  malignant  type  as  found  in  cancrum  oris 
or  "noma."''  The  disease  process  may  invade  the  naso-pharynx  or 
hypopharynx  and  larynx  and  also  the  esophagus.  Cervical  adenitis 
and  phegmonous  cellulitis  may  develop  with  more  or  less  sepsis.  In 
fact,  Vincent's  angina  can  cause  a  "rude  aw^akening"  about  as  shock- 
ing as  any  disease  that  I  know  of  and  it  is  a  good  thing  to  have  a 
plan  of  attack  all  thought  out  beforehand,  lest  one  be  guilty  of  neglect 
of  proper  treatment,  ill-timed  overdosage  with  diphtheria  antitoxin 
or  convicting  antisyphilitic  medication.  Some  Mncent's  angina 
throats  so  resemble  diphtheria  that  one  is  tempted  to  ignore  the  nega- 
tive Klebs-Loefler  findings  and  waste  precious  time  on  serum,  but 
probably  the  most  common  error  is  to  resort  to  mercurials  or  the 
arsenical  group  and  perhaps  condemn  the  victim  on  the  resulting 
therapeutic  diagnosis.  The  arsenical  group  is  destined  to  play  a 
more  and  more  important  role  in  specific  therapy  and  unless  extraor- 
dinary' care  in  diagnosis  be  taken  some  Vincent's  angina  cases  will 
be  labelled  syphilitic  because  certain  local  throat  symptoms  melt 
away  under  the  salvarsan  treatment. 

The  study  of  spirillar  types  of  infection  is  developing.  African 
fever,  relapsing  fever,  and  yaws  have  already  been  shown  related 
to  syphilis.  The  universal  use  of  spirocheticides  will  ultimately  de- 
termine the  therapeutic  range  of  the  mercurial  and  arsenical  group. 
Depend  on  laboratory  findings  to  avoid  confusion  of  identity  of  the 
spirillar  throat  infections.  Do  not  conclude  that  a  man  has  syphilis 
because  the  throat  ulcer  or  pseudo-membranous  formation  clears  up 
under  salvarsan  until  you  have  excluded  Vincent's  angina. 

Levy  has  recorded  a  case  resembling  Vincent's  angina  in  which 
it  was  impossible  to  determine  the  true  nature  of  the  throat  lesion 
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until  secondary  symptom  developed  with  a  ix)sitive  W  assermann  re- 
action. It  would  seem,  however,  that  study  under  the  dark  field 
condensor  should  enable  the  expert  to  differentiate  between  the 
spirillum  of  Vincent  and  s.  pallida.  The  necessity  of  careful  study 
of  all  of  these  obscure  cases  is  further  emphasized  by  the  strong 
probability  that  the  arsenical  group  of  spirocheticides  exhibit  a 
specific  action  in  Vincent's  angina  quite  comparable  to  the 
specific  action  in  syphilis.  There  is  not  yet  sufticient  clinical  data 
to  verify  this  statement  but  it  is  rational  and  cases  so  far  reported 
warrant  thorough  trial  of  this  treatment. 

And  there  is  still  another  link  in  this  chain  that  must  be  forged. 
Does  Vincent's  angina  with  marked  systemic  symptoms  aff'ect  the 
Wassermann  reaction?  I  cannot  learn  of  any  positive  data  bearing 
on  this  question.  One  case  herein  reported  gave  a  negative  reaction 
during  acute  symptoms  and  again  two  months  after  the  attack  of 
Vincent's  angina.  To  settle  this  question  many  cases  should  be 
examined  during  acute,  severe  angina  exhibiting  the  characteristic 
sepsis. 

The  spirilli  and  fusiform  bacilli  are  anerobic  and,  as  would  be 
expected,  are  usually  found  associated  with  the  cocci  prevalent  in  all 
throat  infections.  Precisely  the  reciprocal  role  that  each  play 
cannot  as  yet  be  determined.  The  pathologic  process  may  be  that 
of  more  or  less  extensive  pseudo-membranous  formation  or  deep 
coagulation  necrosis.  The  latter  process,  characteristic  of  anerobic 
bacilli,  may  progress  beneath  an  apparently  normal  tonsillar  surface. 
I  have  seen  a  case  of  \  incent's  angina  in  a  young  man  having  large 
spong}-  tonsils  progressing  daily  to  a  condition  of  sublingual  edema 
with  extensive  cervical  adenitis  and  sepsis  in  which  one  tonsil  showed 
the  ordinary-  pseudo-membranous  deposit  and  the  other  looked  like 
parenchymatous  tonsillitis.  It  was  not  until  the  surface  tissue  col- 
lapsed into  the  excavation  that  I  realized  the  extent  of  the  necrosis 
and  the  cause  of  the  sepsis.  This  accounts  for  the  futility  of  local 
applications  in  the  ulcerative  type. 

The  disease  is  naturally  self-limited  but  occasionally  it  lasts  for 
weeks  and  deep  cicatrices  are  the'  evidences  of  the  extent  of  destruc- 
tion, often  involving  muscular  tissue.  One  fatal  case,  an  adult,  a 
strong,  vigorous  man,  had  an  ulcerative  process  that  involved  the 
tissues  behind  the  tonsil  exposing  the  angle  of  the  jaw  and  finally  a 
large  blood  vessel  w-as  eroded.  (This  was  prior  to  the  discovery 
of  salvarsan.)  Local  treatment  was  useless.  Extraction  of  several 
teeth,  curettement,  and  application  of  escharotics  failed  to  check  the 
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necrosis.  Microscopical  study  of  the  scrapings  and  sections  of  the 
removed  tissue  confirmed  the  chagnosis  of  X'incent's  angina  and  ex- 
cluded nialii^nant  neoplasm. 

Febrile  reaction  and  sepsis  are  usually  manifested  about  in  projwr- 
tion  to  the  degree  of  cervical  adenitis.  These  symjjtoms  and  in  fact 
the  malignancy  of  the  disease  may  be  determined  Ity  the  degree  of 
mixed  infection.  In  other  words,  an  instance  of  exaltation  of 
-iiruleiicr. 

The  fact  that  the  patient  has  anfjther  disease  in  which  throat  in- 
fections are  usual,  such  as  the  exanthemata  or,  even  a  peritonsillar 
ab.scess,  does  not  exclude  \  incent's  angina.  Ira  Frank  reports  a 
case  of  the  latter  type  and  Halsted  concludes  that  some  of  the 
chronic  ulcerations  and  i)seudo-membranous  conditions  labelled  diph- 
theria or  scarlatina  are  probably  A'incent's  angina.  More  depend- 
ence on  laboratory  diagnosis  would  clear  up  some  cjf  these  cases.  I 
can  recall  such,  a  case  of  post-scarlatinal  ulceration  in  the  tonsillar 
fossae  which  was  probably  due  to  spirillar  infection. 

Treatment.  Stark  of  El  Paso  calls  attention  to  ]>erborate  of 
sodium  as  an  efficacious  local  medicament.  The  nascent  hydrogen 
dioxide  penetrates  and  disintegrates  necrotic  tissue  and  theoretically 
is  an  ideal  inhibitor  of  anaerobic  bacterial  growth.  Perborate  of  so- 
dium is  a  constituent  of  the  foaming  dental  powders  and  has  stood 
this  empirical  test  with  credit.  5.  hneealis  and  .?.  deutiiini  are  pres- 
ent in  pyorrhoea  alveolaris  and  here  hydrogen  dioxide  is  particularly 
indicated.  It  is  less  of  an  irritant  to  the  normal  tissue  and  inci- 
dentally I  can  recommend  it  in  all  pseudo- membranous  forms  of 
throat  diseases  where  peroxide  of  hydrogen  is  commonly  used. 

I  have  tried  most  of  the  antiseptic  throat  medications  and  must 
conclude  that  in  the  ulcerative  necrotic  tvpe  involving  spongy  tonsils 
they  are  unsatisfactory.  The  objections  to  strong  antiseptics  is  that 
we  are  liable  gradually  to  extend  the  area  of  invasion  by  destroying 
normal  marginal  tissue.  Goodale  has  particularly  cautioned  against 
this  i)ractice  in  throat  infections.  This  applies  also  to  tfiroat  vvashes 
of  all  kinds.  The  local  treatment  resolves  itself  into  careful  appli- 
cations limited  to  the  diseased  tissue.  The  glycerole  of  iodine'' 
(iodide  of  zinc  'I. — idoinc  .). — aq.  dest.  .'>. — glycerine,  1<»)  applied 
to  the  tonsil  cr\  pts,  is  probably  the  most  efficacious  antiseptic.  It  has 
long  been  used  in  pyorrhoea  alveolaris.  It  is  the  most  penetrating 
iodine  preparation  that  I  have  had  experience  with  and  of  a  con- 
sistency that  enables  one  to  limit  the  spreading  to  the  sound  marginal 
area. 
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To  sum  up  the  local  treatment  advocated:  Powdered  perborate  of 
sodium  rubbed  into  crjpts  and  necrotic  tissue,  a  saline  gargle  to  re- 
move debris,  and  ghcerole-of  iodine  (Talbot)  swabbed  into  all  re- 
cesses with  extraordinary  care  to  protect  the  margin  of  normal 
tissue. 

The  majority  of  cases  will  yield  to  tliis  treatment.  rei)eated,  of 
course,  at  proper  intervals,  but  occasionally  we  will  encounter  the 
malignant  type  characterized  by  progressive  necrosis  in  all  directions 
and  rarely,  it  must  be  remembered,  invading  inaccessible  regions 
such  as  the  lower  respiratory  tract  and  esophagus.  I  have  not  seen 
a  record  of  involvement  of  the  naso-pharynx  but  probably  it  occurs 
hidden  by  the  swollen  velum  and  tonsils. 

This  naturally  leads  to  a  consideration  of  .systemic  treatment  and, 
fortunately,  we  have  something  apparently  dependable  in  this  line. 
Theoretically  the  arsenical  grou[)  is  specific  in  action  and  I  think  that 
experience  is  proving  favorable.  Take  this  type  of  the  disease.  A 
young  man  of  "^U  having  large  tonsils  presented  a  throat  that  was  so 
strongly  suggestive  of  syphilis  that  a  Wassermann  was  indicated.  One 
tonsil  was  covered  with  necrotic  false  membrane,  and  the  other  enor- 
mously swollen  and  general  cevical  adenitis  was  in  evidence.  Ulood- 
test  negative,  and  local  treatment  for  several  days  made  no  impres- 
sion on  the  disease.  The  sublingual  tissues  became  edematous, 
threatening  Ludwig's  angina.  The  collapse  of  the  swollen  tonsil 
surface  into  the  necrosed  fossa  explained  the  cause  of  progress  of 
the  local  and  progressive  sepsis.  He  was  given  a  hypodermic  of 
cacodyllate  of  sodium  (3  gr. )  two  doses  in  two  days  and  the  im- 
provement in  the  local  condition  was  noticeable  in  IS  hours.  The 
sublingual  edema  subsided  and  the  tissues  cleared  up  precisely  as  a 
syphilitic  lesion  melts  away  under  mercurials.  There  was  little  or 
n(j  indication  for  local  treatment  after  three  days.  The  throat  healed 
with  dee])  cicatricial  evidence  of  true  necrosis.  One  tonsil  was  more 
than  jialf  destroyed.  This  case,  and  several  others  observed  in  my 
own  practice  and  seen  in  consultation,  rather  convinced  me  that  this 
treatment,  cacodyllate  of  sodium,  'ijA  to  o  gr.  repeated  next  day  (if 
urine  is  normal  )  is  rational  and  probably  it  is  good  practice  to  try 
this  out  in  all  severe  cases  that  do  not  yield  promptly  to  all  local 
treatment  outlined. 

There  are  cases,  however,  which  need  salvarsan  intra\"enously  to 
effectually  check  the  ravages  of  the  spirilli  and  associated  germs.  A 
case  of  this  type :  A  young  woman  of  a  clean  health  record  developed 
tonsillitis  with   a  nasty,   foul-smelling  exudate.     The   tonsils,   seen 
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prior  to  illness,  were  no  larger  than  small  chestnuts  and  had  small 
crypts.  They  swelled  enormously,  filling  the  throat;  the  odor  be- 
came intolerably  bad.  Smears  and  cultures  were  negative  to  diph- 
theria bacilli  (three  times)  and  positive  as  to  the  \'incent's  organ- 
isms. Smears  showed  the  presence  of  spirillar  and  fusiform  bacilli, 
abundant  and  in  almost  pure  culture  in  granulations  and  exudates 
from  both  tonsils.  Local  treatment  over  a  period  of  several  days 
was  without  effect.  She  was  becoming  quite  septic  and  half  starved. 
The  cervical  glands,  anterior  and  posterior,  were  enlarging  and  ten- 
der. The  characteristic  odor  permeated  the  room  and  I  was  strongly 
tempted  to  ignore  the  negative  diphtheria  findings  and  give  diph- 
theria antitoxin.  The  cacodyllate  of  sodium  had  been  given  and  two 
doses  made  no  impression  on  the  disease,  and  more  serious  septic 
symptoms  were  developing;  fever,  prostration  and  feeble  heart  ac- 
tion (85  and  mounting  to  130)  on  slight  exertion.  Dr.  W.  J.  Stone 
saw  the  case  with  me  and  neosalvarsan,  O.G  gram,  (equal  to  O.-lr  gram, 
salvarsan)  was  given  intravenously  (weight,  120  pounds).  The 
reaction  was  quite  alarming :  Temperature,  105 ;  chills  and  some 
nausea ;  moderate  delirium  lasting  eighteen  hours.  There  followed  a 
phenomenal  subsidence  of  all  throat  symptoms.  The  left  tonsil  was 
found  to  be  destroyed  almost  to  the  capsule  and  the  right  to  lesser 
degree.  All  necrotic  tissue  sloughed  away  in  a  few  days.  The 
urine  contained  albumin  and  the  patient  was  very  weak  for  some 
time.  In  less  than  a  week  the  throat  was  almost  normal  but  the 
patient  made  a  slow  recovery  from  the  general  septic  shock.  Two 
months  later  Dr.  Stone  made  the  Wassermann  test  just  to  verify  our 
diagnosis  and,  as  suspected,  it  was  negative.  Four  months  later  I 
enucleated  the  tonsils  under  general  anesthesia  and  on  section  of 
tissue  no  spirilli  were  found. 

It  happened  that  Dr.  Stone  had  a  short  time  previous  to  this  ex- 
perience, a  fatal  case  of  this  type  of  angina  in  a  young,  pregnant  wo- 
man in  whom  a  simple  pyorrhoea  alveolaris  gradually  developed  into 
a  septic  phlegmon  of  the  lower  jaw  and  sublingual  tissue — a  horrible 
death  from  sepsis,  and  strangulation — and  then  decided  to  use  sal- 
varsan in  spirillar  infections.  The  case  detailed  above  presented  a 
hopeless  condition  prior  to  the  administration  of  neosalvarsan.  The 
improvement  following  was  comparable  only  to  that  which  we  see  in 
diphtheria  following  a  proper  dose  of  antitoxin. 

Specificity  of  salvarsan  and  neosalvarsan  in  all  spirillar  infections 
is  highly  probable  but  a  considerable  number  of  cases  must  be  ob- 
served before  a  positive  opinion  can  be  ventured. 
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In  conclusion,  I  would  emphasize  the  following : 

Pseudo-membranous  and  ulcerative  angina  should  be  studied  in 
the  laborator}'  for  the  purpose  of  differentiating  between  diph- 
theria, syphilis  and  \'incent's  angina.  In  doubtful  cases  the  dark 
field  condensor  will  aid  in  distinguishing  the  spirillum  of  \^incent 
from  the  .y.  buccalis  the  s.  dentium,  and  the  .y.  pallida. 

The  local  treatment  of  Vincent's  angina  recommended  is  perborate 
of  sodium  in  powder,  a  mild,  non-irritating  gargle  like  Dobell  so- 
lution, and  glycerole  of  iodine  applied  only  to  necrotic  or  false  mem- 
brane areas.  In  cases  that  do  not  yield  promptly  to  this  treatment, 
cacodyllate  of  sodium  2y2  to  5  gr.  repeated  in  24  or  48  hours  (if 
the  kidneys  are  not  affected).  In  the  malignant  type,  not  improving 
under  the  above  treatments,  give  neosalvarsan  <».(;;  grm.  (average 
body  weight  adult)  intravenously. 


BIBLIOGRAPHY. 
Mayer:     American  Jour.  Med.  Science.^.  1902. 
Hal.sted:     The  Lahyxgoscopk.  Dec,  1912. 
Levy:     The  Laryxgoscope.  June,  1913. 
De  Saxcti.s:     Xeic  York  Med.  Jour.,  March  6,  1915. 
Talbot:     Jour.  A.  M.  A..  Aug.  3,  1912. 

")].■)  Nicholas  Building. 


Inducing  a  Child  to  Open  Its  Moutti. 

The  rough,  brutal  and  often  unsuccessful  methods  of  inducing  a 
terrified  child  to  open  its  clenched  jaws,  for  intubation,  inspection 
of  fauces  or  other  purposes,  would  never  be  inflicted  if  the  simple, 
painless  and  always  successful  method  followed  for  years  in  Dr. 
Chevalier  Jackson's  clinic  were  known.  A  seven-inch  bent  probe 
is  introduced  at  a  gap  between  or  posterior  to  the  teeth  and  pushed 
backward  until  the  distal  end  of  the  probe  reaches  down  back  of  the 
tongue  near  the  epiglottis.  This  causes  the  jaws  and  mouth  at  once 
to  open.    A  bite-block  or  gag  is  then  inserted. 


THREE    CASES  OF  STRICTURE    OF    THE  ESOPHAGUS 

DUE  TO  THE  ACCIDENTAL  SWALLOWING  OF 

CONCENTRATED  LYE  SOLUTIONS.* 

Dr.  Charles  J.  ImperaTori,  New  York  City. 

The  following  three  cases  of  cicatrical  contraction  of  the  eso- 
phagus are  illustrative  of  the  practical  diagnostic  methods  of  ar- 
riving at  the  location  of  the  lesions  and  the  safer  procedure  in 
treatment,  in  overcoming  the  stenosir>,  incident  to  the  contraction. 

Case  J.  Clara  M.,  aged  four,  accidentally  swallowed  about  four 
ounces  of  concentrated  lye  solution  on  June  lo,  ]91o.  For  sev- 
eral days  following  the  accident,  she  could  swallow  but  a  few 
teaspoonfuls  of  water.  For  the  following  six  months  and  up  to 
the  time,  that  I  saw  her.  which  was  in  December,  101."),  she  ate 
nothing  but  strained  soups,  gruels,  and  milk.  Swallowing  these 
fluids  took  considerable  etlort  and  her  first  appearance  at  the  Hos- 
ital,  showed  her  to  be  considerably  undersized  and  emaciated. 

Endoscopic  examination,  at  this  time  revealed  a  stricture,  situated 
lo  to  1(>  cm.  from  the  upper  teeth,  this  distance,  in  a  child,  probably 
locating  the  lesion  between  the  aorta  and  the  left  bronchus.  The 
orifice  of  the  stricture,  which  was  m.ore  to  the  right,  was  just 
large  enough  to  get  the  filaform  guide  of  the  Sippy  instrument 
through  it.  There  was  some  ulceration  just  below  the  stricture. 
Silver  nitrate,  360  grs.  to  the  ounce,  was  applied  once  and  later 
several  applications  of  arg}-rol  were  made.  Within  two  weeks  the 
ulceration  had  healed. 

Gradual  attempted  dilatation,  twice  a  week  with  the  18  Fr.  olive 
of  the  Sippy  instruments  finally  passed  through  after  three  sittings. 
At  each  succeeding  sitting  larger  sizes  were  used,  until  a  2S  Fr. 
was  used.  I.ater  r>ruenings  flexible  bougies  were  used,  and  now,, 
no  difficulty  is  exi)erienced  in  using  the  esophagoscope  as  a  dilator. 

In  the  early  dilatation  of  this  case,  the  Jackson-Guisez  bougies 
would  ha\e  been  used,  but  they  were  not  available.  To  attain 
the  present  degree  of  dilatation  it  was  at  first  done  twice  a  week 
for  about  six  months,  then  once  a  week  for  the  same  length  of 
time,  and  lately,  once  every  two  weeks. 

The  patient  is  in  good  condition  now,  eats  everything,  without 
any  effort  in  swallowing  or  any  occasional  impaction  of  food. 
Ap])le  skins  and  beefsteak  are  swallowed  as  though  she  never  had 
a  stricture. 


*    Read    before    the    Section    on    Laryn.^olog.v    and    RliiiiolouN-    of    the    New- 
York   .Academy   of   Medicine,    Feb.    2S.    IftlT. 
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Examination  of  the  esophagus  with  the  small  ^tlosher  ballooning 
esophagoscope,  reveals  the  site  of  the  stricture  15  cm.  from  the 
upper  teeth,  with  a  diameter  of  the  esophagus  at  this  point  of 
about  11  to  13  mm. 

A  radiograph  was  taken  at  the  beginning  of  the  dilatation  but 
unfortunately  was  lost.  The  radiograph  taken  about  two  months 
ago  shows  the  location  of  the  stricture  and  confirms  the  endoscopic 
findings. 

Case  2.  Luke  C,  aged  21  years,  accidentally  swallowed  about 
two  ounces  of  concentrated  lye  solution  on  September  'I,  191  (). 
The  immediate  treatment  that  he  received  was  somewhat  heroic, 
in  that  he  drank  over  twelve  quarts  of  vinegar  water  during 
the  first  twelve  hours  following  the  accident. 

Although  he  sultered  considerable  pain,  he  was  aljle  to  swallow 
fluids  for  two  weeks  following.  At  this  time  he  suddenly  found 
that  he  could  not  swallow.  This  apb.agia  persisted  for  two  days, 
during  which  time  he  suft'ered  very  much  from  water  hunger. 

Blind  bouginage,  using  a  Xo.  'I  r.rueimings  ( this  being  the 
largest  bougie  passed),  was  passed  d:uly  for  three  weeks.  At  this 
time  a  piece  of  chicken  bone  became  lodged  in  his  gullet,  probably 
at  the  site  of  the  stricture.  Xo  attempt  was  made  to  remove  the 
})one  and  fortunately  it  was  expelled  the  following  day.  For  five 
weeks  nothing  was  done. 

The  patient  was  first  seen  Xoveniber  2."),  101  <>.  He  was  just 
able  to  swallow  and  as  it  took  such  an  eft'ort  he  ate  but  one  meal  a 
day. 

A  radiograph  taken  at  this  time  confirmed  the  endoscopic  find- 
ings, which  showed  a  stricture  with  some  ulceration  above  it,  at 
27  cm.  from  the  upper  teeth. 

The  size  of  the  stricture  was  less  than  an  18  Fr.  olive.  The 
ulcerations  were  touched  with  silver  nitrate,  300  grs.  to  the  ounce 
and  later  witli  argyrol.  As  suggested  by  Jackson,  a  calomel  and 
bismuth  sulmitrate  powder,  J4  gr.  of  the  former  and  10  grs.  of  the 
latter,  was  given  four  times  a  day.  The  ulceration  healed  within 
ten  days.  After  three  months  bouginage,  doing  it  somewhat  irreg- 
ularly, we  have  been  able  to  -dilate  this  stricture  to  a  28  Fr.  Be- 
fore dilatation  was  begun,  a  radiograph  was  taken  by  Dr.  Law, 
confirming  the  location  and  extent  of  the  stricture. 

Case  J?.  A.  J-  B..  aged  28  years,  accidentally  swallowed  about  a 
mouthful  of  concentrated  lye  solution  when  he  was  twelve  years 
old.  For  two  days  following  the  accident,  he  could  not  swallow 
even  water.  He  remembers  having  a  ver\'  small  diameter  bougie 
passed  every  day  for  six  months  and  then  for  a  period  of  over 
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eighteen  months,  every  other  day.  Thiosinamin  was  injected  ever)- 
day  for  six  months  and  electrolysis  was  done  several  times.  For 
the  three  years  following-  the  accident  his  diet  consisted  of  strained 
gruels.  The  greatest  dilatation  that  was  done  at  this  time,  he  feels 
certain,  was  never  larger  than  IS  Fr. 

When  15  years  old,  some  food  became  impacted  in  his  "throat" 
and  after  being  there  some  time  he  found,  that  by  grasping  the 
upper  part  of  his  neck,  just  below  the  jaw,  and  squeezing  and 
swallowing  at  the  same  time  he  was  able  to  force  the  food  down. 
Later  this  became  a  frequent  happening  but  he  was  afways  able  to 
overcome  the  impacted  food  and  eventually  get  it  down. 

When  about  IG  years. old,  he  began  to  notice  the  pouching  in 
his  neck  under  the  jaw.  This  is  a  development  of  the  muscles 
attached  to  the  hyoid  bone  and  jaw.  He  had  nothing  done  for 
thirteen  years,  always  managing  to  force  the  food  down.  Of 
course  it  took  him  some  time  to  eat  a  meal  and  even  with  good 
mastication,  he  occasionally  has  had  food  impaction. 

Specular  examination  of  the  lower  phar}'nx  showed  slight  sac- 
culation laterally,  and  about  2  cm.  below  the  cricoid,  a  stricture 
of  not  over  5  mm.  in  diameter  was  seen.  As  it  was  impossible  to 
pass  an  esophagoscope  through,  for  purposes  of  record  a  radio- 
graph was  taken  by  Dr.  Law  and  another  stricture  demonstrated 
34  cm.  from  the  upper  teeth.  Dilatation  of  the  upper  stricture 
was  begun  in  the  early  part  of  December,  1916.  After  several 
attempts  a  bougie  the  size  of  which  was  equal  to  a  15  Fr.  was 
passed  through  the  stricture.  He  has  been  dilated  with  a  mechan- 
ical dilator,  so  that  at  present  we  are  able  to  easily  get  a  No.  10 
Ingals-Mackenzie  bougie  through  the  upper  stricture  and  have 
begun  dilatation  of  the  lower  with  this  same  instrument.  The  im- 
provement in  this  man  is  marked. 

Of  course  all  of  these  cases  will  need  considerably  more  dilata- 
tion, with  an  occasional  endoscopic  examination  and  bouginage  for 
some  time.  It  may  be  noted  that  all  the  instrumentation  was  done 
without  an  anesthetic,  either  local  or  general.  These  cases  were 
seen  at  the  IManhattan  Eye.  Ear  imd  Throat  Hospital  on  the 
service  of  Dr.  Harmon  Smith. 

Conclnsious.  The  reason  for  reporting  these  cases  is  to  draw 
attention  to  the  severe  after  results  of  the  caustic  on  the  tissues 
of  the  esophagus,  the  rarity  of  the  necessity  of  doing  a  gastros- 
tomy, and  the  method  of  treatment  of  these  strictures  that  is  safest 
and  easiest  in  overcoming  them. 

Regarding  the  immediate  treatment ;  no  bouginage  should  be  at- 
tempted  until   the   immediate   effects   of  the   burn   have    subsided 
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and  repair  of  the  injured  tissues  has  begun.  Water  hunger  can 
be  o^•ercome  by  the  Murphy  drip  and  nutrient  enemata.  Usually 
within  three  to  five  days  small  amounts  of  fluid  can  be  swallowed, 
without  great  discomfort.  From  this  time  on  the  patient  will 
gradually  begin  to  take  a  more  liberal  and  regular  fluid  diet.  Of 
course,  should  this  treatment  not  prove  of  avail,  gastrostomy  should 
be  done. 

Later  treatment  is  undertaken  as  soon  as  repair  begins  to  take 
place,  and  we  know  this  by  the  patient  being  able  to  take  more 
freely  of  a  liquid  diet.  The  mucous  membrane  should  be  in- 
spected in  order  to  ascertain  the  extent  of  injury  and  the  amount 
of  repair  under  way.  Ulcerations  should  be  touched  up  with 
silver  and  argyrol  solutions.  As  soon  as  these  ulcerations  begin 
to  heal,  bouginage  per  tubam  should  be  commenced.  By  the  use 
of  the  esophageal  speculum  and  the  esophagoscope  the  orifice  of 
the  stricture  may  be  located  and  a  filiform  passed  through  without 
traumatizing  the  parts,  as  is  usually  done  when  dilating  blindly. 
The  dilatation  may  be  started  with  the  use  of  olives  threaded  on 
the  filiform.  For  these  very  small  strictures,  the  use  of  the  Jackson- 
Guisez  bougie  is  very  satisfactory,  particularly  in  those  strictures 
under  18  Fr. 

The  Sippy  set  of  olive,  carrier  and  filiform  is  very  useful,  for 
safely  dilating  those  strictures  in  sizes  over  19  Fr.  The  bougies 
of  Ingals-!\Iackenzie  for  the  dilatation  of  those  strictures  from  30 
Fr.  up  are  useful,  their  ovoid  shape  rendering  them  easy  to  pass 
behind  the  larj-nx,  and  they  may  be  left  in  situ,  for  a  length 
of  time,  without  much  discomfort  to  the  patient.  Mechanical 
dilators  are  useful,  but  for  most  cases,  even  the  difficult  ones,  the 
above  mentioned  dilators  will  be  found  to  suffice. 

Blind  bouginage  for  the  smaller  strictures,  that  is,  say  arbi- 
trarily under  18  Fr.,  is  not  a  safe  procedure.  Cases  that  will 
swallow  a  thread  to  be  used  as  a  guide,  can  always  be  dilated  with 
the  Jackson-Guisez  instruments  with  much  more  satisfaction  to 
the  patient  and  the  operator.  While  it  may  seem  unnecessary  in- 
strumentation to  those  who  have  successfully  dilated  these  stric- 
tures by  the  sense  of  touch,  we  know  and  hear  of  cases  continually 
that  have  had  the  wall  of  the  esophagus  accidentally  punctured 
by  blind  bouginage  and  usually  with  fatal  results. 

Without  any  doubt  or  question,  this  method  as  suggested  and 
practiced  by  Jackson.*-  that  is  "bouginage  per  tubam"  is  the  safest 
procedure  to  be  used,  especially  in  the  smaller  strictures  in  what 
at  best  is  a  difficult  undertaking. 

17  East  Thirtv-eiffhth  Street. 


CLINICAL  OBSERVATIONS  ON  A  NEW  IODINE  PREPA- 
RATION "lODOSAN."* 

Dk.  ]\I.  D.  Ledkk.man,  New  York  City. 

About  two  years  ago  my  attention  was  called  to  a  new  iodine 
l)owder  originated  by  Dr.  Nathan  Sulzberger,  a  chemist  of  this  city. 
He  stated  that  his  preparation  differed  from  other  iodine  powders 
generally  employed,  in  that  the  iodine  content  was  most  readily 
liberated,  not  being  chemically  bound  as  in  other  iodine  powders. 

On  the  basis  of  preliminary  clinical  reports  received  abroad,  while 
engaged  at  the  time  in  laboratory  investigation,  he  informed  me  that 
this  powder  had  acted  with  very  good  results  in  suppurative  con- 
ditions in  the  nasal  cavities,  due  to  its  great  solubility  in  the  secre- 
tions, liberating  its  active  element  without  retarding  drainage. 

Several  bottles  of  the  powder  were  sent  to  me  at  that  time  for 
clinical  investigation.  Appreciating  the  penetrating  ]>roperties  of 
iodine  and  its  active  disinfectant  and  antiseptic  qualities,  I  decided  to 
test  its  merits  in  chronic  suppurative  disease  of  the  aural  cavity, 
where  the  advantage  of  free  iodine  liberation  without  the  danger  of 
retarded  drainage,  should  prove  of  especial  value. 

My  own  results  and  those  observed  by  a  few  colleague.-,  to  whom 
I  gave  some  of  the  powder  for  clinical  observation,  show  this  new 
iodine  preparation  to  possess  decided  active  antiseptic  properties, 
which  appear  in  rather  a  prompt  manner  without  disturbing  drainage. 
The  ]H)\vder  is  an  intimate  association  of  iodine  and  boracic  acid, 
prepared  after  a  special  technique,  thus  combining  the  therapeutic 
properties  of  both  these  serviceable  agents.  The  powder  is  of  a 
more  or  less  brownish  color,  depending  upon  its  iodine  content,  which 
may  be  varied  in  widest  limits  to  suit  special  requirements.  I  have 
employed  it  in  a  two  to  ten  per  cent  strength  in  the  ear  and  nose, 
but  found  that  the  latter  was  too  strong  in  the  general  run  of  cases, 
excejjt  in  some  instances  of  atrophic  rhinitis  where  it  could  be 
applied  without  previous  local  anesthesia.  The  five  per  cent  powder 
is  very  effective,  and  is  u.sually  well  tolerated  in  the  chronic  sup- 
purative otitis  cases.  The  smarting  sensation  experienced  at  times 
can  be  avoided  by  preceding  the  use  of  the  ])()wder  with  a  few 
applications  of  cocaine  solution. 

When  exposed  to  air,  the  powder  soon  becomes  lighter  in  color, 
showing  the  ready  elimination  of  the  iodine.  When  treated  with 
cold  water,  it  imparts  a  brownish  color  to  the  solution,  which  action 

*Read  before  the  Otologioal  Section.  New  York  Aeademy  of  Medicine. 
February    9,   1917. 

*Jour.   A.  M.  A.,  October  26.  191t;. 
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also  takes  place  when  the  powder  comes  in  contact  with  the  secre- 
tions or  with  the  mucous  membrane  itself.  When  applied  to  the 
moist  middle  ear,  the  preparation  is  readily  taken  up  and  its  activity 
begins.  At  times,  in  sensitive  individuals,  a  smarting  sensation  may 
be  experienced,  but  this  passes  away  in  a  short  time.  In  the  more 
chronic  cases  this  symptom  is  seldom  mentioned.  In  some  instances 
the  powder  was  not  visible  in  the  ear  twenty-four  hours  after  its 
application,  showing  how  readily  it  dissolved  in  the  secretions.  In  a 
few  of  my  cases  the  powder  has  acted  with  surprising  rapidity, 
while  in  the  more  chronic  cases  it  required  longer  treatment  to  accom- 
plish the  desired  result. 

If  properly  kept,  its  activity  may  last  for  quite  a  time,  as  I  have 
used  some  of  the  preparation  two  years  after  it  reached  me,  and 
obtained  satisfactory  results.  Like  all  iodine  products,  it  should  be 
applied  by  means  of  hard  rubber  or  glass  powder  blower,  to  avoid 
coming  in  contact  with  any  part  of  the  instrument  of  a  metallic 
nature. 

The  method  employed  in  treating  the  aural  cases  was  very  simple. 
All  secretion  was  removed  from  the  canal,  and  as  much  as  possible 
from  the  middle  ear,  by  means  of  the  aural  cotton  armed  applicator 
and  suction.  At  times,  some  peroxide  of  hydrogen  was  used  to  soften 
the  hardened  secretion,  and  the  parts  dried  as  thoroughly  as  possible. 
The  powder  was  then  blown  into  the  middle  ear,  if  the  opening  in 
the  membrana  permitted.  To  have  the  powder  reach  as  much  of 
the  mucous  membrane  of  this  cavity  as  possible,  I  followed  the 
application  of  the  powder  with  about  ten  pounds  of  air  pressure, 
then  blew  in  some  more  of  the  remedy  to  cover  the  site  of  per- 
foration. Xo  home  treatment  was  carried  out  unless  the  purulent 
secretion  demanded  such  attention  or  the  patient  was  unable  to 
come  for  treatment  in  two  or  three  days.  Then,  simple  cleansing  at 
home  with  peroxide  of  hydrogen,  followed  by  drying  the  canal  of  the 
ear  as  well  as  possible  with  cottOn  wicks.  The  powder  was  intro- 
duced into  the  canal  through  a  paper  cone.  It  was  frecjuently  pos- 
sible to  dispense  with  home  treatment. 

An  interesting  paper  recently  published  by  Dr.  Robert  A.  Lam- 
bert of  this  city  on  "The  Comparative  Resistance  of  Bacteria  and 
Human  Tissues  to  Certain  Germicidal  vSubstances.'"*  has  an  im- 
portant bearin.g  upon  the  value  of  iodine  as  an  ideal  antiseptic.  His 
experiments  consisted  in  subjecting  infected  and  non-infected  tis- 
sues, removed  from  the  body,  to  the  action  of  various  chemicals, 
including  most  of  the  germicides  in  common  use.  The  relative  re- 
sistance of  bacteria   and   cells   was   determined   bv   incubating   the 

*   Jour.   A.    M.   A.,   Oct.    26,    1<U6. 
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treated  tissues  in  tissue  culture  preparations.  In  the  clotted  plasma, 
totli  cells  and  bacteria  which  survived  exposure  formed  a  suitable 
medium  for  growth.  In  such  experiments,  cells  and  bacteria  are  ex- 
posed under  practically  the  same  conditions  as  obtain  in  an  infected 
wound  bathed  in  an  antiseptic  solution.  Staphylococcus  aureus  was 
the  organism  used.  Human  tissues  were  used  throughout  the  experi- 
ments, since  it  seemed  that  the  results  would  be  of  more  practical 
value  than  if  tissues  of  lower  animals  were  employed. 

Of  the  ten  ditTerent  germicides  mentioned  in  the  table  given  by 
Dr.  Lambert — including  mercuric  chloride,  potassium  cyanide,  so- 
dium hypochlorite  (Dakin),  phenol,  hydrogen  peroxide,  and  others 
— he  states  that  iodine  stands  out  as  the  one  germicide  toward  which 
cells  were  found  to  be  more  resistant  than  bacteria.  It  was  possible 
by  the  use  of  a  solution  of  iodine  of  suitable  strength  (1-2000)  to 
kill  the  organisms  in  infected  tissue  without  affecting  more  than 
slightly  the  growth  of  the  cells.  A  1  to  1250  solution  destroyed  the 
cells.  In  all  the  other  germicides  mentioned,  weaker  solutions  than 
those  effective  against  the  bacteria  destroyed  the  cells.  The  low 
bactericidal  power  of  hydrogen  peroxide  was  rather  astonishing.  A 
1  to  1000  solution  killed  the  cells,  while  it  required  a  1  to  50  solution 
to  act  in  a  similar  manner  on  the  bacteria.  Dr.  Lambert  remarks 
that  we  must  bear  in  mind  the  fibrin  dissolving  property  of  iodine  in 
the  healing  of  wounds,  as  fibrin  serves  a  useful  purpose  in  plastering 
together  wound  surfaces. 

The  iodine  powder  under  consideration  was  also  employed  as  an 
application  to  mastoid  wounds,  and  it  kept  them  clean  and  shortened 
the  time  of  healing.  In  atrophic  rhinitis,  it  retarded  crust  formation 
and  stimulated  the  mucous  membrane  so  that  the  cavities  were  more 
readily  cleansed.  It  has  also  been  used  at  Lebanon  Hospital  in  a 
number  of  slow-healing  fistulae,  following  abdominal  surgery^  the 
wounds  closing  satisfactorily  after  a  few  applications.  Good  re- 
sults were  also  observed  in  obstinate  sinuses  following  incision  for 
infected  breasts. 

Case  I.  September  1-1,  1914.  D.  O..  male,  35  years  of  age,  had 
o.m.p.c.  off  and  on  for  fifteen  years  or  more  in  the  left  ear.  For  the 
last  five  years,  had  some  secretion  with  foul  odor.  No  pain  or  other 
subjective  symptoms.  Hearing,  fair.  Examination  showed  a  large, 
kidney-shaped  perforation  of  the  posterior  portion  of  the  membrane, 
with  granulation  protruding,  odorous  secretion  badiing  granulation 
and  draining  from  opening  in  the  drum  and  mucous  membrane  con- 
siderably thickened.  A  probe  detected  exposed  bone  in  the  posterior 
wall  of  middle  ear. 
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Treatment.  Removal  of  granulation  tissue ;  insufflation  of  iodine 
powder,  10  per  cent.  As  cocaine  had  been  employed  for  the  removal 
of  the  polyp,  no  unpleasantness  was  experienced  at  this  visit.  Two 
days  later,  after  drying  the  middle  ear,  the  10  per  cent  powder  was 
again  employed,  but  in  a  few  minutes  considerable  discomfort  was 
felt,  which  lasted  for  half  an  hour  or  more.  The  treatment  was 
continued  with  the  powder  after  cocain  anesthesia,  and  in  six  treat- 
ments the  ear  was  dry. 

Case  2.  September  28,  1914.  J.  R.,  male,  4G  years  of  age,  o.  m.p.c. 
in  left  ear,  of  a  year's  duration,  following  influenza.  Hearing  low- 
ered. No  pain  or  other  symptoms  excepting  aural  suppuration  which 
required  attention  at  times. 

Examination.  Perforation  in  lower  posterior  quadrant,  with  some 
granulation  tissue  protruding;  secretion  bathing  floor  of  canal  and 
membrana. 

Treatment.  Removal  of  granulation  tissue  and  application  of  10 
per  cent  powder.     Ear  dry  after  seven  treatments  with  the  powder. 

Case  3.  November  6,  1913.  S.  P.,  o.m.p.c.  in  left  ear  for  over 
ten  years.  Had  a  radical  mastoid  operation  performed  in  190G,  at 
one  of  our  special  hospitals,  which  was  followed  by  facial  paralysis. 
This  condition  was  not  present  when  patient  came  under  my  ob- 
servation.   Ear  has  secreted  off  and  on  since  this  operation. 

Examination.  Middle  ear  covered  with  skin  except  at  Eustachian 
orifice,  and  at  upper  and  lower  areas  in  posterior  portion  of  middle 
chamber.  These  pockets  were  secreting  mucu-purulent  discharge. 
The  probe  found  exposed  bone  at  both  sites. 

After  trying  various  therapeutic  remedies  without  much  success, 
the  iodine  powder  reached  me  at  about  this  time  and  was  used.  In 
about  a  dozen  treatments,  the  ear  became  dry  and  has  so  remained. 
The  10  per  cent  strength  was  applied  without  any  discomfort  being 
experienced,  no  anesthetic  being  employed.  In  this  case,  the  entire 
cavity  of  the  middle  ear  was  filled  with  the  powder,  after  first  clean- 
ing and  drying  the  suppurating  areas^  very  carefully. 

Case  4.  J.  H.,  8  years  of  age,  w^as  referred  to  me  from  one  of  ouf 
large  cities  on  March  26,  1914.  Following  an  attack  of  chickenpox 
a  year  previous,  he  had  an  acute  suppurative  otitis  in  the  left  ear, 
with  spontaneous  perforation.  The  discharge  soon  subsided.  Two 
weeks  later  he  was  taken  ill  with  measles,  and  the  aural  suppuration 
reappeared  and  lasted  for  two  months,  but  it  ceased  during  the  sum- 
mer. During  September,  1913,  the  patient  had  a  catarrhal  attack, 
again  followed  by  the  aural  discharge,  which  has  persisted  in  spite  of 
special  treatment. 
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Hxamiuation.  I'erforation  of  the  antero-superior  quadrant,  with 
muco-purulcnt  secretion  in  tlie  middle  ear,  mucous  'membrane  con- 
,i,fested.  Advised  removal  of  adenoids  and  diseased  tonsils.  This 
treatment  was  carried  out  at  the  patient's  home,  together  with  local 
treatment  by  a  competent  aurist. 

Three  montiis  later,  I  again  saw  the  young  man  and  found  a  small 
])olyp  protruding  from  the  perforation,  which  was  removed.  Muco- 
purulent secretions  still  present.  Bacteriological  examination 
showed  the  presence  of  staphylococcus  pyogenes  aureus  and  albus. 
from  middle  ear  secretion.  Auto-vaccine  treatment  was  suggested, 
and  an  x-ray  examination  was  advised.  The  latter  was  made  at 
liome,  and  the  report  stated  that  there  was  some  haziness  around 
the  antrum,  and  the  line  of  the  sinus  was  obliterated,  but  no  gen- 
eral mastoid  involvement.  The  attending  aurist  suggested  a  simple 
mastoid  operation  and  drainage  of  the  middle  ear  from  behind, 
before  removing  any  of  the  ossicles,  if  the  suppuration  did  not 
let  up  in  a  reasonable  time.  About  this  time  the  patient  was  again 
brought  to  me,  and  though  the  hearing  in  the  affected  ear  had 
improved,  there  was  considerable  muco-purulent  secretion.  The  10 
per  cent  iodine  powder  was  applied  after  the  usual  cleansing  pro- 
cess, but  caused  considerable"  pain,  which  w^as  relieved  by  the  local 
application  of  cocain  solution.  Three  daily  treatments  were  given 
after  carefully  drying  the  cavity,  preceded  by  the  cocain  solution, 
and  the  ear  became  practically  dry  after  the  third  treatment.  A 
month  later  the  ear  was  perfectly  dry,  and  has  so  remained  up  to  the 
present  time.  The  action  of  the  powder  in  this  case  was  astonish- 
ingly effective. 

Case  5.  Mrs.  X.,  •")()  years  of  age.  In  1!)()4  the  patient  came  to  me 
for  an  old  middle  ear  suppuration  (right  ear)  which  had  existed  for 
a  number  of  years  and  had  not  responded  to  ]jrevious  treatment. 
After  removing  granulation  tissue  and  diseased  ossicles,  the  sup- 
]Uiration  was  arrested,  with  an  improvement  in  the  hearing.  The 
treatment  extended  over  a  few  months.  In  April,  191 G,  following  an 
attack  of  influenza  and  diabetes,  I  was  called  to  examine  the  patient's 
throat  and  also  found  a  suppuration  of  the  ear  which  had  not  caused 
any  discomfort  or  local  symptoms.  It  was  quite  odorous,  and  had 
evidently  existed  for  some  time  in  the  middle  ear,  but  had  not  ap- 
peared externally.  In  this  case,  the  o  per  cent  iodine  powder  arrest- 
ed the  suppuration  in  ten  treatments.  Since  these  cases  were  treated. 
I  have  found  that  a  two  per  cent  powder  is  just  as  effective  with- 
out causing  local  discomfort. 

r>8  East  Seventv-fifth  Strpot 


TONSILLECTOMY  IN  THE  TUBERCULOUS.* 

Dk.  Frank  L.  Dennis,  Colorado  Springs,  Colo. 

Xot  infrequently  one  roads  a  statement  emphasizing  the  impor- 
tance of  correcting  all  diseased  conditions  of  the  nose  and  throat 
in  sufferers  from  pulmonary  tuberculosis,  with  the  object  in  view 
of  influencing  favorably  the  general  course  of  the  chest  trouble. 

Thus,  Anderson^  in  an  article  on  '"The  Importance  of  Correcting 
Pathological  Conditions  of  the  Nose  and  Throat  in  Patients  who 
have  Incipient  Tuberculosis,"  after  speaking  of  the  three  cardinal 
principles  in  the  treatment  of  tuberculosis,  viz :  food,  fresh  air. 
and  rest,  says :  "A  carefully  regulated  diet  may  be  prescribed  witii 
digestants  and  stomachics  to  encourage  the  stomach  to  perform  its 
functions;  but  if  the  tonsils  are  hypertrophied,  with  septic  accum- 
mulations  in  their  crypts,  or  if  there  is  muco-pus  in  the  nose  or 
sinuses,  we  know  that  the  digestion  will  be  impaired."  Again, 
'"There  is  such  a  close  relation  between  the  upper  respiratory  tract 
and  the  lungs,  that  any  abnormal  condition  of  the  nose  and  throat 
should  receive  careful  attention."  "Diseased  tonsils  are  a  source 
of  great  danger  to  tubercular  persons."  ]\Iany  other  writers  have 
made  similar  observations.  I  remember  distinctly  during  my 
early  days  in  this  community,  hearing  our  own  Dr.  Solly  call  at- 
tention to  this  point  in  a  meeting  of  the  county  society. 

I  have  been  unable  to  find,  in  a  rather  superficial  examination  of 
nose  and  throat  literature  extending  over  the  past  ten  years,  any 
reports  giving  definite  data  on  what  the  eft'ect  of  removng  tonsils 
has  on  pulmonar\'  tuberculosis.  Anderson  himself,  in  closing  his 
article,  says  that  he  could  cite  cases  illustrating  these  principles 
but  the  reports  would  not  be  conclusive  as  other  measures  directed 
against  tuberculosis  have  been  used. 

In  the  study  of  a  few  cases  from  my  own  practice  I  have  had 
great  difficulty  in  estimating  what  the  direct  results  on  the  tuber- 
cular lesion  has  been  for  the  following  reasons : 

First :  Some  cases  were  Avell  on  toward  recovery  when  the  tonsil 
operation  was  done  and  their  improvement  continued  afterwards. 
It  would  be  manifestly  unfair  to  say  that  tliis  improvement  would 

fl>      Anderson,  Willie  S. :  Annal.*  of  Otoloijy.  Rhinology  nnd  Laryngology. 
\901.  XVI,  12S. 

♦Read    before    the    "We.ste!-n    Section    of    the    American    Laryngological. 
Rhinological  and  Otological  Society,  Colorado  Springs,  March  17,  1917. 
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not  have  continued  had  the  tonsils  not  been  removed  or  even 
perhaps  to  say,  that  it  progressed  the  faster  because  of  the  opera- 
tion. On  the  whole,  however,  the  reports  from  the  attending  physi- 
cians who  referred  the  cases  to  me  have  been  distinctly  favorable 
and  although  couched  in  general  terms  and  being  for  the  most 
part  only  "impressions"  rather  than  provable  facts,  are,  on  that 
account  none  the  less  valuable. 

Second:  In  many  cases  the  lack  of  available  information  as  to 
the  exact  condition  of  the  patient  before  operation  and  the  ab- 
sence of  accurate  observation  afterwards. 

Third:  The  impossibility  of  judging  exactly  what  effect  the 
operation  has  had  on  the  tubercular  process. 

I  have  collected  notes  of  thirty-four  cases  from  my  records. 
Of  this  number  there  are  no  notes  procurable  after  the  operation 
in  twelve  as  the  patients  disappeared  from  observation.  Of  the 
remaining  twenty-two,  the  results  are  distinctly  good  in  seven- 
teen, poor  in  three  and  of  no  effect  in  one.  In  one  of  the  cases 
tuberculosis  was  not  recognized  at  the  time  of  operation  but  was 
demonstrated  soon  afterwards ;  in  five  there  was  a  laryngeal  tuber- 
culosis, in  one  tuberculosis  of  the  pharynx  and  in  one  middle  ear 
tuberculosis.  Ether  was  the  anesthetic  in  five  of  the  cases,  local 
anesthesia  being  used  in  the  others.  It  is  significant  to  note  that 
two  of  the  five  cases,  who  had  ether,  did  badly  afterwards  (cases 
S  and  14),  although  in  one  (case  14),  tuberculosis  was  not  known 
to  be  present  at  the  time  of  operation.  The  other  three  did  equally 
as  well  as  the  locally  anesthetized  ones.  Three  of  the  cases  were 
in  persons  with  long  standing  lung  tuberculosis  which  had  become 
quiescent  and  in  half  of  all  the  cases  the  patients'  lung  condition 
was  quiescent.  Only  two  of  the  cases  were  classed  as  incipient, 
the  remainder  being  mostly  in  the  second  stage  and  a  few  in  the 
third  stage. 

The  following  is  a  brief  synopsis  of  some  of  the  cases : 
Case  I.  Mrs.  T^.  came  to  Colorado  in  July,  1913,  with  a  third 
break-down  from  tuberculosis  and  was  seriously  ill.  She  had  a 
high  temperature  for  months.  She  gave  a  history  of  rheumatism, 
pyorrhea  and  tonsillitis.  The  tonsils  were  removed  under  local 
anesthesia  in  August.  1914.  The  patient  has  remained  well  since 
and  has  been  living  in  the  East  for  several  years.  Operation  was 
undertaken  after  the  pulmonary  disease  became  quiescent.  I  do 
not  attribute  this  patient's  recovery  to  her  operation.  It  may  have 
contributed  to  her  immunitv  since. 
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Case  2.  Miss  M.,  active,  has  had  tuberculosis  for  several  years; 
second  stage  case.  Occasionally  she  has  temperature  and  slight 
hemorrhages ;  frequent  attacks  of  pharyngitis,  tracheitis  and  an 
annoying  cough ;  rheumatism  in  knees.  Tonsillectomy  under  ether 
in  September,  1910.  She  has  been  much  improved  since  and  her 
physician  reports  that  her  chest  is  in  better  shape  than  ever  before. 
No  more  attacks  of  tracheitis  and  pharyngitis. 

Case  J.  Mr.  H.,  in  the  second  stage  of  tuberculosis,  has  been 
here  over  two  years  ;  frequent  attacks  of  tonsillitis  accompanied  by 
exacerbations  of  the  lung  condition ;  tonsillotomy  one  year  ago. 
He  has  tonsil  stumps  containing  caseous  crypts,  enlarged  cervical 
glands  and  small  amount  of  adenoid  tissue.  Operation,  October 
17,  1906.  His  physician  reports  that  after  the  operation  he  has 
had  no  more  sore  throats  and  exacerbations  of  the  inilmonary 
trouble.     The  doctor  thinks  he  did  much  better  from  that  time  on. 

Case  4.  Dr.  S.,  active,  has  had  pulmonary  tuberculosis  for  years; 
has  had  for  weeks  a  slight  temperature  as  high  as  100.4°  ;  pyorrhea ; 
cheesy  plugs  in  the  tonsils.  Operation  under  local  anesthesia  in 
April,  1915.  Temperature  was  101°  for  a  few  days  afterwards 
but  soon  came  down  to  normal.  His  physician  reports  he  did 
much  better  following  operation  and  better  still  following  the  re- 
moval of  two  teeth  with  apical  abscesses  four  months  later.  Soon 
went  to  work  and  has  continued  working  since. 

Case  5.  Mr.  P.  is  a  second  stage  patient  and  was  not  doing  very 
well ;  frequent  elevations  of  temperature,  slight  hemorrhages  and 
hoarseness.  He  has  very  large  tonsils  full  of  cheesy  matter.  Oper- 
ation under  local  anesthesia,  November,  1913.  He  has  had  fewer 
exacerbations  of  temperature  and  hemorrhages  and  soon  recovered. 
Has  been  well  since.  This  cannot  be  regarded  as  a  quiescent  case 
though  a  time  of  apyrexia  was  chosen  for  operation. 

Case  6.  ]\Ir.  B.,  active,  second  stage  case,  not  doing  well  and  had 
an  unfavorable  prognosis  from  his  physician.  A  great  deal  of 
tickling  in  his  throat ;  frequent  sore  throats.  His  large  buried 
cryptic  tonsils  were  removed  in  January,  19]-!-,  under  local  an- 
esthesia. He  has  now  been  hard  at  work  for  two  years.  His 
cough  was  diminished  two-thirds  after  operation.     Doing  well. 

Case  7.  Mr.  R.,  has  had  tuberculosis  of  lungs  for  several  years. 
He  is  an  arrested  case  and  has  been  at  work  for  two  years.  Fre- 
quent coughs,  tonsillitis  and  bronchitis :  coughing  a  great  deal. 
Temperature  99°.  Operation,  under  local  anesthesia,  in  Januar}', 
1917.  No  cough  or  temperature  since  operation  and  practicallv  no 
post-operative  soreness. 
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Case  S.  ]\Jiss  A.  Tuberculosis  for  six  years.  Has  done  only 
moderately  well.  Diseased  tonsils  and  enlarged  cervical  glands. 
Very  nervous  about  operation,  which  was  done  under  ether  in 
May,  ]91().  She  took  the  anesthetic  badly  and  was  very  cyanotic. 
Patient  reported  in  July  that  she  had  cough  and  temperature  for 
live  weeks  following  operation,  but  is  feeling  well  now.  Spent 
several  weeks  in  New  England  during  the  past  winter  where  she 
had  an  attack  of  influenza,  returning  in  February  with  renewed 
activity  in  lungs. 

There  is  no  doubt  that  the  lung  condition  was  lighted  up  by  the 
effect  of  the  ether  in  this  case  although  this  possibility  was  con- 
sidered by  her  family  physician  and  myself  and  it  was  decided  for 
other  reasons  to  take  the  risk.  She  apparently  recovered  from  that 
flare-up  and  the  present  condition  is,  no  doubt,  directly  due  to  the 
unfavorable  environment  and  her  activity  while  she  was  east. 

Case  (J.  Mr.  S.  has  been  tubercular  for  one  year ;  hoarseness, 
throat  sore.  Has  large  buried  cheesy  tonsils  which  were  removed 
under  local  anesthesia  in  February,.  1914.  One  month  later  he 
complained  that  his  throat  was  sore.  He  had  an  inflamed  spot  in  both 
tonsil  fossae  which  aroused  the  suspicion  of  a  tubercular  infection 
at  this  point.  This  got  somewhat  better  and  the  diagnosis  was 
never  confirmed  as  the  patient  left  here  and  I  have  no  report  from 
him  since.  His  larynx  showed  distinct  signs  of  tuberculosis  in 
March. 

Case  10.  Dr.  C.  Active  tuberculosis  of  the  lungs  for  one  year 
and  of  the  larynx  for  eight  months.  Afternoon  temperature  0'.»^  : 
cough,  expectoration,  lungs  moist.  Large  cryptic  cheesy  tonsils 
removed  with  local  anethesia  in  June,  1912.  One  month  later  the 
cough  had  decreased  and  the  temperature  ceased.  In  September 
he  went  to  work  and  has  been  at  work  since.  No  active  signs  for 
years.  Voice  almost  normal.  This  man  was  evidently  greatly 
helped  by  the  operation. 

Case  II.  Mr.  B.,  first  seen  in  February,  191G.  Second  stage  case. 
He  has  had  lung  tuberculosis  and  lioarseness  for  five  months.  His 
larynx  and  one  ear  are  tubercular.  Under  treatment  the  larynx 
and  ear  improved  considerably  as  did  his  lungs,  although  he  had 
wide-spread  trouble.  His  large  and  diseased  tonsils  were  removed 
in  an  effort  to  affect  favorably  his  tubercular  condition.  Opera- 
tion on  November  T,  1910,  under  local  anesthesia.  A  good  deal 
of  troublesome  hemorrhage  complicated  the  operation  and  the  pil- 
lars on  both  sides  were  sutured  over  gauze.  Notwithstanding  this, 
a  secondary  hemorrhage  occurred  a   few  hours  later  on  the  right 
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side  and  more  packing  and  sutures  were  necessar}-.  A  large  hema- 
toma in  the  soft  palate  resulted  and  altogether  the  patient  had  a 
very  tr}-ing  time.  For  two  weeks,  prior  to  operation,  his  tempera- 
ture had  varied  between  98°  and  99'.  Following  the  operation  it 
rose  to  100°  for  one  day,  was  99°  the  next  day  and  did  not  go 
above  normal  afterwards.  The  patient  went  to  work  in  January 
and  is  generally  doing  well,  although  his  laryngeal  condition  was 
worse  for  a  time.  This  is  now  better  but  is  still  being  treated.  The 
eai  is  dr\'  with  a  small  perforation.  This  patient  went  to  work 
against  advice  as  his  condition  is  not  such  as  to  warrant  it,  yet 
he  is  really  holding  his  own  ver}'  well.  He  also  developed  a  sus- 
picious-looking spot  in  one  tonsil  fossa  a  few  weeks  after  opera- 
tion which  has  now  healed  completely. 

Case  12.  ^Ir.  ]\I. ;  third  stage  case.  Has  tuberculosis  of  the 
posterior  phar\'ngeal  wall  and  a  small  tubercular  ulcer  on  the  left 
tonsil.  Against  my  judgment  and  advice  the  left  tonsil  was  enu- 
cleated under  cocaine  anesthesia  and  tuberculosis  of  the  wound 
promptly  developed.  Patient  was  desperately  ill  and  died  two  or 
three  months  later. 

Case  ij.  Mr.  C.  has  had  fibroid  phthisis  for  three  or  four  years. 
Second  stage  case.  Xo  temperature  for  three  months ;  very  little 
cough  or  expectoration  but  is  annoyed  by  a  constant  "clearing" 
of  his  throat.  Small  buried  tonsils  were  removed  in  September, 
1914,  under  local  anesthesia.  The  most  annoying  "clearing"  was 
not  influenced  by  the  operation  nor  by  any  other  measures,  includ- 
ing treatment  through  the  bronchoscope  and  by  intratracheal  in- 
jections. His  general  condition  is  good  and  he  has  been  at  work 
on  a  ranch  for  two  years. 

Case  14.  Child,  three  years  old.  Seen  first  with  acute  tonsil- 
litis. Cervical  glands  not  enlarged  at  the  time  but  were  palpable 
two  months  later,  at  which  time  the  operation  was  performed 
under  ether  anesthesia.  Patient  did  not  pick  up  after  the  opera- 
tion and  six  months  later  the  attending  physician  reported  that 
it  was  running  a  temperature  of  99°  to  101°,  the  reaction  to  tuber- 
culin was  positive  and  there  was.probably  tuberculosis  of  mesenteric 
or  bronchial  glands.     Subsequent  history  unknown. 

In  operating  upon  these  tubercular  cases,  certain  precautions 
should  be  observed.  A  time  should  be  chosen  for  operation  when 
the  general  condition  is  favorable  and  the  lungs  are  relatively, 
at  least,  quiescent.  Ether  should  be  avoided  whenever  possible. 
In  certain  nervous   cases   it   seems   imperative   to  give   a  general 
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anesthetic  because  it  is  a  question  whether  the  psychic  shock  is 
not  greater  in  these  with  local  anesthesia,  especially  if  trouble- 
some hemorrhage  is  to  be  expected.  Although  it  cannot  be  mathe- 
matically proven  that  the  lung  condition  is  directly  influenced,  the 
universal  opinion  of  all  who  have  observed  these  cases  is  that  they 
get  along  much  better  afterwards.  There  are  many  cases  who 
reach  a  certain  point  in  their  improvement  from  the  lung  lesion 
and  get  no  further  and  who,  after  a  needed  tonsillectomy,  find 
their  general  resistance  so  increased  that  they  proceed  more  raj)- 
idly  to  a  full  arrest  of  the  disease.  Laryngeal  tuberculosis  per  sc 
is  certainly  no  contra-indication  to  operation  and  is  many  times 
much  helped  by  a  tonsil  enucleation.  In  the  presence  of  actively 
spreading  ulceration  of  the  larynx,  especially  when  involving  the 
epiglottis,  one  would  avoid  operation.  But  with  a  healing  larynx 
or  one  with  only  slight  involvement,  operation  may  be  undertaken 
if  other  conditions  are  favorable.  The  presence  of  tubercle  bacilli 
in  the  sputum  is  no  contra-indication,  but  in  the  presence  of  copious 
expectoration.  I  should  feel,  there  is  more  danger  of  wound  in- 
fection. 

The  post-operative  care  of  the  wound  is  especially  important. 
It  has  been  my  custom  to  apply  tincture  of  iodine  once  or  twice 
daily  until  cicatrization  is  complete  and  in  one  case  the  whole  sur- 
face was  painted  with  trichloracetic  acid  immediately  after  the 
operation.     I  once  saw  a  galvano-cautery  used  in  the  same  way. 

After  reviewing  my  experience  and  that  of  my  colleagues  in  this 
region,  I  feel  justified  in  the  belief  that  tonsillectomy  in  these 
cases,  when  indicated  (and  the  indications  for  operation  are  prac- 
tically the  same  as  for  the  non-tubercular  cases),  is  practically  de- 
void of  danger,  either  from  local  infection  or  from  lighting  up  a 
slumbering  process  in  the  lungs,  provided  one  uses  ordinary  judg- 
ment in  the  selection  of  cases.  Of  course,  no  one  would  think  of 
oi)erating  in  the  presence  of  marked  activity  in  the  lungs  as  mani- 
fested by  fever,  rapid  pulse,  sweats  and  declining  weight  and 
strength.  But  a  time  can  be  chosen  when  these  symptoms  and 
signs  are  in  abeyance  and  then  good  results  may  be  expected. 

.■)01  North  Tejon  Street. 


COMPLETE  UNILATERAL  DEAFNESS  RESULTING  FROM 
ACUTE  PAROTITIS.     REPORT  OF  A  CASE. 

Dr.   George  -H.  Willcutt,   San  Francisco. 

As  so  few  cases  of  this  interesting  condition,  especially  in  adults, 
have  been  reported  in  the  medical  literature  of  the  past  few  years, 
the  writer  wishes  to  present  the  following  report  in  hopes  that  it 
may  be  of  interest  to  the  general  practitioner  as  well  as  the  otologist. 
Osier,  in  his  "Modern  Medicine,"  states  that  of  the  ear  complica- 
tions of  acute  parotitis,  deafness  is  the  most  frequent.  Texier  has 
collected  thirty-four  cases  of  deafness  following  mumps  and  in 
seventeen  of  these  it  was  bilateral,  the  other  50  per  cent  being  uni- 
lateral. In  many  of  these  cases  there  was  tinnitus  and  "buzzing  in 
the  ears."  In  thirteen  cases  vertigo,  lasting  from  a  few  hours  to  a 
few  days,  was  present  and  in  four  cases  there  was  vomiting.  The 
deafness  comes  on  about  the  fourth  or  fifth  day.  sometimes  as  late 
as  the  tenth  or  fifteenth  day. 

It  is  not  the  pur])ose  of  this  paper  to  discuss  the  patholog}'  of  this 
condition  or  to  locate  its  primary  lesion  as  a  great  diversity  of  opin- 
ion prevails  among  those  who  have  studied  the  condition  as  to 
whether  it  is  in  the  middle-ear  or  in  the  internal-ear  and  the  study 
of  a  single  case  will  not  allow  of  a  definite  conclusion. 

Case  Report:  Mrs.  L.  H.,  29  years  of  age,  occupation, 
clerk.  No  ear  disease  as  a  child.  No  pain  in  the  ears  at  any  time. 
Normal  hearing  when  examined  for  employment  with  the  telephone 
company  seven  years  ago.  Had  measles  and  whooping-cough  in 
childhood.  Recurrent  attacks  of  tonsillitis  during  girlhood.  Has 
one  child  10  years  old.     No  miscarriages. 

]May  3T,  1916,  acute  parotitis  developed.  Swelling  bilateral  and 
equal.     No  temperature.     (Family  physician  attending.) 

May  29,  attack  full}-  developed.     Acids  caused  great  distress. 

June  2.  nausea,  vomiting  and  vertigo  all  day.  Unable  to  lift 
her  head  from  the  pillow. 

June  3,  nausea  and  vomiting  in  the  forenoon.  Drank  broth  at 
noon.     \^ertigo  continued  but  to  a  lesser  degree. 

Jvme  4,  no  vomiting,  only  slight  nausea.     Vertigo  persisted. 

June  o,  patient  arose  occasionally,  but  could  not  walk  without  stag- 
gering. Had  to  lie  down  every  few  minutes.  This  condition  con- 
tinued about  a  week. 
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June  1-5,  patient  noticed  impaired  iiearing  in  the  left  ear  when 
using  the  telephone  and  "ear  felt  peculiarly." 

June  22,  visited  a  specialist,  who  told  her  it  was  a  "catarrhal 
deafness"  and  did  an  inHation  of  the  ear  without  benefit. 

June  2S,  patient  visited  the  writer  and  the  hearing  tests  showed 
a  complete  deafness  of  the  left  ear  and  a  normal  right  ear.  Both 
ear  drums  were  normal  in  appearance,  position  and  mobility.  Both 
Eustachian  tubes  were  patent.  Started  Tab.  Strych.  Sulp.  gr.  l/.")(t 
t.  i.  d. 

June  30,  no  improvement.  Vertigo  continues  to  a  much  lesser 
degree.     Strych.  Sulph.  increased  to  gr.  1/30  t.  i.  d. 

July  6,  no  improvement.     Vertigo  still  present. 

July  17,  admitted  to  Southern  Pacific  Hospital.  Began  injections 
of  .?  per  cent  pilocarpine  hydrochloride  solution,  M5.    Good  reaction. 

Jvdy  19,  repeated  injection  M5.  Good  reaction.  Blood  pressure 
130. 

July  '21,  injection  !\IM6.     Good  reaction,     ^^'assermann  negative. 

July  2-1,  injection  M8.     Good  reaction.     L'rine  negative. 

July  30,  injection  M9.     Good  reaction,     Catamenia  present. 

July  31,  injection  M9.     Poor  reaction. 

Aug.  3,  injection  MlO.     Very  good  reaction. 

Aug.  4,  injection  MlO.     Good  reaction. 

Aug.  5,  no  improvement  in  left  ear.  Patient  discharged  from  hos- 
pital. 

Sept.  7,  hearing  tests  show  no  change  in  affected  ear. 

Oct.  33,  examination  shows  complete  unilateral  deafness  still 
present.  Vertigo  in  attacks  but  to  a  minimum  degree,  being  most 
noticeable  when  turning  to  the  right.  Turning  tests  show  marked 
horizontal  rotatoric  nystagmus  and  vertigo  to  the  left  after  turning 
ten  times  to  the  right,  duration  16  seconds.  Turning  to  the  left  ten 
times  produced  a  mild  horizontal,  rotatoric  nystagmus  to  the  right 
lasting  28  seconds,  patient  experiencing  only  slight  vertigo. 

310  Phvsicians  Bldsf. 


PNELMOCOCCIC  MENINGITIS  FOLLOWING  ACUTE 
SUPPURATIVE  OTITIS  MEDIA. 

Dr.  J-  Clothier,  Pocatello,  Idaho. 

The  following  case  is  interesting  because  of  the  rapid  develop- 
ment of  a  fatal  meningitis  in  a  patient  suffering  with  acute  suppur- 
ative otitis  media  who  at  no  time  during  the  course  of  the  disease 
presented  any  signs  of  mastoid  involvement. 

J.  B.  E.,  male,  age  21,  came  to  my  office  on  ]\Iay  28,  complaining 
of  severe  pain  in  the  right  ear.  He  had  first  experienced  slight 
pain  in  this  ear  several  days  before  after  swimming,  but  it  had 
been  severe  only  during  the  last  twenty- four  hours. 

Examination  of  the  right  ear  showed  intense  congestion  of  the 
tympanic  membrane,  with  slight  bulging.  There  w^as  no  swelling  or 
tenderness  over  the  mastoid  or  in  fact  any  symptoms  indicative  of 
mastoid  involvement  at  any  time  during  the  progress  of  the  disease. 
Temperature  99°  ;  general  condition  good. 

Incision  in  tympanic  membrane  was  advised  but  the  patient  re- 
fused. Hot  bichlorid  irrigations  to  be  followed  by  the  instillation 
of  12y2  per  cent  phenol  in  glycerin  were  ordered.  The  following 
morning  the  ear  felt  considerably  better,  but  he  was  again  coun- 
selled to  have  an  incision  made,  but  he  steadfastly  refused.  On  the 
following  morning,  the  pain  having  increased  in  intensity  during 
the  night,  he  consented  to  the  operation  and  a  free  incision  was 
made  in  the  membrane  under  nitrous  oxid  anesthesia.  There  was 
an  immediate  discharge  of  thick,  creamy  pus  with  marked  allevia- 
tion of  pain.  The  hot  irrigations  were  kept  up  and  the  next  day 
the  patient  felt  fine,  the  ear  discharging  copiously.  Upon  the  morn- 
ing of  June  1,  or  nearly  forty-eight  hours  after  operation  I  was 
summoned  to  the  patient's  residence.  His  sister,  a  trained  nurse, 
reported  that  he  had  slept  well  part  of  the  night,  but  that  for  the 
past  four  hours  he  had  been  ver>'  restless  and  had  complained  of 
severe  headache.  I  found  him  tossing  about  in  bed.  at  times  talking 
irrationally  and  complaining  of  excruciating  pain  over  the  entire 
head.  The  ear  was  still  discharging  freely.  The  restlessness  and 
twitching  of  the  muscles  increased  and  he  became  delirious  within  an 
hour.  Xo  tenderness  or  swelling  over  the  mastoid  was  present. 
Immediate  operation  was  advised  and  the  patient    was  removed  to 
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the  hosi)ital  where  restraining  straps  were  necessary  to  keep  him 
in  bed.  Divergent  strabismus  and  inequahty  of  the  pupils  developed 
the  muscles  of  back  stiffened  and  the  head  became  retracted.  Ophtal- 
moscopic  examination  was  negative. 

Spinal  puncture  was  made  to  relieve  pressure  and  for  the  pur- 
pose of  microscopic  examination  of  the  cerebro-spinal  fluid,  but  onl\ 
a  few  drops  were  obtained,  the  intense  swelling  of  the  meninges  hav- 
ing probably  obliterated  the  communication  with  the  spinal  canal. 
Bacteriologic  examination  of  the  spinal  fluid  showed  a  pure  pneu- 
mococcic  infection.  The  pneumococci  also  predominated  in  the 
aural  secretion.  A  near  relative  objecting  at  this  time  to  operation 
until  a  surgeon  from  a  distant  city  could  be  summoned  for  consul- 
tation, the  operation  was  deferred.  The  patient  gradually  passed 
into  a  comatose  condition  and  died  l)efore  the  arrival  of  the  con- 
sultant. 

Kane  Building. 


Gritting  the  Teeth  as  a  Sign  of  Adenoids.  C  E.  Bexjamixs, 
Nederl  Tijdschr.  z'.  Geneesk.,  Feb.  17,  19ir. 
Benjamins  states  that  in  his  experience  with  250  cases  of  adenoids 
in  India  and  5'2()  at  Utrecht,  as  also  in  the  ex])eriences  of  others, 
comprising  a  total  of  ~[JAA  adenoid  cases,  a  tendency  to  grit  the 
teeth  was  manifest  in  from  25  to  over  40  per  cent,  an  average  of 
34.1  per  cent.  In  his  own  experience  the  average  w^as  37.2  and  34.(5 
per  cent.  In  his  776  cases  there  was  snoring  in  over  HO  per  cent ; 
enuresis  in  29  per  cent ;  aprosexia  in  34.0  per  cent,  and  disturbances 
in  hearing  in  42.7  per  cent.  In  153  operative  cases  of  adenoids,  the 
gritting  of  the  teeth  stopped  after  the  removal  of  the  adenoids,  and 
in  fourteen  it  became  much  less,  but  it  persisted  unmodified  in  four- 
teen. Examination  of  1,(!54  schoolchildren  showed  gritting  of  the 
teeth  in  13.6  per  cent.  Benjamins  is  confident  that  the  majority  of 
the  teeth  gritters  will  be  found  to  have  adenoids.  In  a  series  of  115 
teeth  gritters  examined  for  afi^ections  other  than  adenoids,  all  but 
two  were  found  to  have  adenoids.  In  10  of  the  children  the  teeth 
gritting  was  the  only  anomaly  to  attract  attention,  but  a  large  adenoid 
was  (lisco\ered  in  four.  Ed. 


A  DEVICE    OR    ARTIFICIAL    EAR    DRUM    FOR    USE    IN    IM= 

PAIRED  HEARING  AND  FOR  THE  PREVENTION 

OF  CONCUSSION  DEAFNESS. 

Dr.  Edward  Baum,  Philadelphia,  Pa. 

This  is  an  artificial  device  designated  to  be  used  in  cases  of  de- 
fective and  impaired  hearing.  It  is  adapted  to  insertion  into  the 
external  auditory  canal  in  such  a  manner  as  to  be  brought  in  a 
smooth  and  correct  coaptation  with  the  membrana  tympani  without 
causing  irritation  or  pain.  It  provides  an  artificial  ear  drum,  sus- 
pended perpendicularily  concaved,  and  retained  in  this  position  by 
four  roll-like  folds  in  continuity  with  multiple  cornucopial  or  cone- 
shaped  sound  accumulators,  in  which  the  outer  or  distal  expanded 
openings  are  largest,  gradually  diminishing  their  lumen  toward 
their  approximal  ends  with  smaller  openings  into  an  expanded  or 
ampulla-like  cavity  in  front  of  the  artificial  drum.  The  continua- 
tion of  the  outer  folds  of  the  accumulators  expands  outwardly  with 
another  roll-like  fold  continuous  with  the  perpendicular  circular 
surface  diaphragm  or  artificial  drums,  approximating  the  natural 
drum  or  membrana  tympani.  The  outer  roll-like  surfaces  of  the 
megaphone  appendages  afford  a  cushion-like  contact  with  the  canal 
walls,  conforming  with  and  ])ermitting  an  easy  and  flexible  sup- 
port to  the  perpendicular  surface  diaphragm  or  artificial  dnmi.  The 
formation  of  these  roll-like  appendages  is  such  as  to  afford  ample 
intervening  space  for  ventilation  and  drainage,  and  for  sustaining 
the  membrana  tympani  while  the  artificial  drum  holds  it  in  position. 

The  material  used,  which  has  been  found  to  be  of  the  best  ad- 
vantage, is  the  finer  grade  of  oiled  silk  prepared  by  Wright  Broth- 
ers of  Philadelphia,  and  below  is  illustrated  and  shown  the  different 
steps  and  forms  necessary  to  arrange  the  finished  form  which  in 
practice  will  give  satisfactory  results. 

Figure  A  designates  a  blank  cut  from  oiled  silk  which  is  smooth, 
elastic,  pliable  and  flexible.  The  outer  edge  forms  a  plurality  of 
rounded  surfaces  (2),  which  in  the  form  are  four  in  number.  The 
body  portion  is  provided  with  radial  slits  or  cuts  (3,  4,  5,  6),  which 
communicate  with  the  circular  cuts  (7,  8,  9,  10),  respectively.  The 
circular  cuts  are.  preferably,  substantially  one  eighth  of  the  circle. 
The  blank  is  then  folded  into  position  seen  in  Figures  2  and  3.  and 
the  juxtaposed  edges  are  cemented  as  indicated  at  11.     This  forms 
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at  one  end  a  flexible  disk  at  13  (Figure  4).  In  the  form  illus- 
trated these  are  four  in  number.  These  appendages  are  in  conti- 
nuity with  the  disk  and  are  sustained  by  the  four  pillar-like  sup- 
ports (1-i)  (see  figures  3  and  4)  and  four  openings  (1-5.  Figure  4) 
are  provided  in  proximity  to  the  disk  (12).  Figure  6  designates 
the  inserter,  which  is  provided  with  four  slits  (17)  at  its  for- 
ward end,  which  are  adapted  to  engage  the  pillar  supports  (14, 
Figures  2  and  3)  in  order  to  insert  the  artificial  drum  in  place. 

Impaired  or  defective  hearing  or  deafness  may  be  attributed  to 
many  and  various  causes.  It  is  not  the  writer's  purpose  to  con- 
sider cases  of  mutism,  auditory  nerve  paralysis  or  congenital  ana- 
tomic defects  and  malformations.  Fortunately  these  are  few,  com- 
pared to  those  we  term  catarrhal,  and  a  consequence  or  sequence 
to  causes  occurring  in  the  upper  air-passages.  Reference  is  here 
made  to  the  results  of  mechanical  treatment  to  which  the  middle 
ear   and   tympanic   membrane    are    subjected    when   catheterization 


Fig-.  A. 

with  inflation  or  politzerization  is  a  necessar}'  part  of  the  treat- 
ment to  relieve  the  vacuum  and  correct  the  existing  catarrhal  con- 
dition. There  is  no  question  that  the  treatment  usually  instituted 
proves  successful  in  this  particular. 

Reference  is  especially  made  to  the  harm  that  the  indiscriminate 
and  abusive  use  of  politzerization  in  conjunction  with  the  Eustach- 
ian catheter  may  do,  even  in  the  hands  of  the  most  cautious  ex- 
perts. This  will  be  observed  when  it  is  attempted  to  forcibly  empty 
the  contents  contained  in  an  8-ounce  Politzer  bag  into  the  middle 
ear  (the  capacity  of  which  is  possibly  10  to  15  minims),  even  filling 
the  cavities  of  the  nostrils,  or  when  compressed  air  at  a  pressure 
ranging  from  8  to  20  pounds  is  used.  When  the  anatomic  struc- 
ture is  remembered  (that  the  membrana  tympani  is  the  point  of 
least  resistance,  and  is  the  only  part  that  will  yield  or  give  way  to 
this  superfluous  air  pressure)  rupture  has  occurred,  and  has  been 
found  responsible  for  conditions  hereinafter  depicted. 

Under  air-pressure  force  the  membrana  tympani  is  converted 
into  an  internal  concave  or  external  convex  surface,  instead  of  an 
external  concave,  or  plainly,  a  bulging  outward  in  comformity  to 
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various  degrees.  If  thickening  of  the  tympanic  membrane  is 
marked  it  resembles  a  good-sized  pearl.  Accompanying  this  oc- 
curs the  distortion  of  the  chain  of  bones  (ossicles),  throwing  them 
out  of  alignment,  suspending  them  and  stretching  them  in  a  straight 
line  from  fenestra  ovalis  to  the  membrana  tympani,  a  repetition  of 
which  will  tend,  to  chronically  disturb  their  equilibrium ;  a  sequence 
as  is  shown  hereafter. 

Figure  1  illustrates  in  this  instance,  for  comparative  methods,  a 
normal  ear  showing  the  cup-in  shape  of  the  drum  and  the  proper 
angle  and  alignment  of  the  ossicles.  This  cup-in  shape  is  adapted 
to  the  accumulation  and  concentration  of  sound.  The  angle  at 
which  the  ossicles  are  suspended  allows  vibration  to  be  transmitted 
to  the  inner  drum  or  fenestra  ovalis. 


Fis 


Fi£ 


Figure  2  shows,  in  contrast  to  Figure  1,  the  distended  drum — 
the  effects  of  chronic  insufflation,  politzerization,  or  too  forcibly 
blowing  the  nose,  forcing  the  air  into  the  middle-ear  cavity,  dis- 
tending the  drum  and  throwing  the  little  bones  out  of  alignment, 
and  causing  a  locking  of  them  also.  The  air  which  has  been  inflated 
and  absorbed  has  created  a  new  vacuum,  but  the  locking  of  the 
bones  prevents  the  vacuum  from  drawing  the  drum  inward  into 
its  exaggerated  concave  condition,  as  is  frequently  found  in  the 
ordinaiy  occlusion  of  the  Eustachian  tubes,  where  a  vacuum  has 
been  created  in  the  middle  ear,  and  insufflation  has  not  been  carried 
on. 

In  this  new  vacuum,  which  has  been  created  by  the  absorption 
of  the  air,  the  pressure  is  directly  along  the  stretched  ossicles,  in- 
ward and  toward  the  inner  drum  or  fenestra  ovalis.     It  is  in  this 
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condition  that  the  tinnitus  anrium  is  most  distressing  at  times, 
more  so  than  where  the  vacuum  existed  with  the  drum  drawn  in. 
Where  the  drum  has  been  chronically  distended,  as  is  shown  in 
the  Figure  and  a  vacuum  exists,  inflation  that  would  relieve  an 
existing  vacuum  under  other  conditions,  like  the  drum  being  cupped 
inward,  exaggerates  it  by  distending  the  outer  drum  further,  draw- 
ing on  the  ossicles  and  putting  a  greater  strain  outward  upon  the 
inner  drum,  as  illustrated  in  the  figure  above.  Where  the  bones 
are  not  locked  and  the  increasing  vacuum  draws  the  drum  inward 
and  brings  the  bones  to  an  angle,  bringing  with  it  the  drum  and 
cupping  it  inward,  the  vacuum  increasing  the  pressure  is  then 
made  aeainst  the  inner  drum  also. 


Fig.  3. 

In  this  condition  insufflation  by  inflating  the  middle  ear  will 
force  the  drum  out  and  bring  the  bones  back  into  line  again. 

The  return  of  the  vacuum  will  draw  the  drum  back  again.  Fre- 
quent inflation  will  cause  the  drum  to  become  flabby  and  the 
vaccum  increases  internallv  and  draws  the  drum  back  again.  In- 
asmuch as  the  vacuum  has  to  be  relieved,  however,  the  tension  is 
one  way  or  the  other.  Where  the  drum  is  forcibly  distended,  it 
draws  upon  the  inner  drum.  Where  the  drum  is  cupped  inward  in 
its  normal  state,  and  the  vacuum  exists,  it  pushes  upon  the  inner 
drum.  There  also  exists  in  this  condition  an  increased  amount  of 
fibrous  tissue  in  the  drum,  causing  a  thickening.  This  thickening 
varies  in  degree  of  severity,  and  in  the  exaggerated  form,  the  outer 
rotundity  of  the  drum  resembles  a  pearl  in  shape  and  in  color. 
Transparency  of  the  drum  suiters  to  the  extent  of  the  thickening 
and  at  the  expense  of  the  hearing. 
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The  drum  being  distended  or  cupped  outward,  sounds  are  dis- 
seminated, while  in  its  natural  cup-in  shape,  it  collects  or  accumu- 
lates sound.  There  is  confusion  on  the  part  of  the  individual  who 
can  hear  sounds,  but  has  trouble  in  distinguishing  what  they  are 
or  from  whence  they  come. 

The  ear  device  is  intended  to  forstall  and  prevent  mechanical 
disturbance  in  cases  where  repeated  and  forcible  inflation  is  a  nec- 
essary part  of  the  treatment,  and  acts  as  a  cushion-like  buft'er.  The 
resilient  properties  of  the  oiled  silk  neutralize  the  shock  of  the  op- 
posing force.  The  conforming  concave  artificial  drum  recoils,  re- 
inforces, retains  and  sustains  the  membrana  tympani.  Where 
vibrators'  nebulization  with  rapid  interrupted  inflation  is  instituted 
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the  resilient  recoil  of  the  artficial  drum  proves  an  efficient  adjunct 
in  internal  middle-ear  massage. 

Figure  3  illustrates  the  correction.  This  is  brought  about  by 
the  presence  in  the  ear  of  the  phones.  The  cup-in  shape  of  the 
artificial,  drums  against  the  natural  drum,  raises  the  little  bones 
in  turn  and  re-establishes  the  cup-in  shape  of  the  natural  drum. 
The  dotted  line  illustrates  the  distorted  condition  shown  in  figure  2. 

Retaining  the  device  in  position  acts  as  a  delicate  splint,  enabling 
the  membrana  tympani,  ossicles  and  ligaments  to  regain  their 
tonicity. 

Further  inflation  can  be  instituted  with  impunity,  while  the  de- 
vice prevents  reoccurence  of  overdistention  by  the  convex  surface 
of  the  artificial  drum  conforming  with  and  retaining  the  concaved 
surface  of  the  membrana  tympani.  Favorable  results  have  been 
obtained  in  cases  of  what  is  here  termed  bulgins:  or  distended  mem- 
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brana  tympani,  the  result  of  too  forcible  inflation  or  too  frequent 
politzerization.  We  may  also  include  cases  of  too  forcibly  blowing 
the  nose,  attended  distortion  of  the  ossicles,  attended  with  tinnitus 
auriuni,  confusion  of  sounds  and  the  inability  to  understand  them. 
From  the  description  of  the  device  it  will  be  observed  that  it  is 
applicable  in  these  cases  by  a  simple  insertion  coaptating  the  arti- 
ficial drunii  with  the  membrana  tympani.  It  is  instrumental  in 
readjusting  the  distended  drum  into  its  normal  concavity,  realign- 
ing the  ossicles,  thereby  relieving  strain,  lessening  tension  and 
tinnitus.     Improved  hearing  readily  follows. 

Among  the  many  causes  of  deafness  and  difficulty  in  hearing 
are  loud  noises  from  hammering  upon  metals,  shipbuilding,  boiler- 
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making  and  riveting  on  steel  structures  and  buildings,  concussions, 
explosions  and  reports  of  large  guns  at  training  grounds,  aboard 
ship  or  land.  Any  condition  where  terrific  vibrations  reach  the 
membrana  tympani  and  throw  it  into  a  state  of  contraction,  not 
only  violent,  but  of  continued  or  long  duration,  as  in  factories  of 
all  description  where  there  is  a  great  deal  of  machinery  noise  and 
vibration  from  the  clatter  of  machinery  may  cause  deafness. 

These  terrific  vibrations  bring  about  a  chronic  thickening  of  the 
membrane  tympani  with  distention  from  insufflation  in  the  eft'ort 
to  overcome  the  existing  vacuum.  There  may  also  be  present 
catarrhal  condition  involving  the  Eustachian  tubes  with  swelling 
and  occlusion,  creating  a  vacuum,  and  congestion  of  the  middle 
ear,  attended  with  stift'ening  and  fixation  of  the  joints  of  the 
ossicles. 

A  ])cculiar  condition  which  may  also  be  the  paramount  symptom 
hero,   is  that   the   individual   can  hear  better  in   those  loud  noises 
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than  in  quiet  places.  Tinnitus  aurium  is  distressingly  present  dur- 
ing- this  time.  Bone  conduction  is  also  marked  very  acutely  at 
the  expense  of  what  is  here  termed  "air  conduction."  This  device 
is  splendidly  applicable  in  preventing  deafness  from  these  causes, 
arresting  its  progress  and  relieving  or  correcting  it  after  it  has  de- 
veloped. 

In  order  to  prevent  boilermarkers'  deafness  or  its  like,  it  is  only 
necessary  to  insert  the  instrument  into  the  canal,  not  quite  adjacent 
or  coaptating  the  artificial  drum  v/ith  the  natural  drum.  This 
affords  a  little  air  space  or  air  cushion  between  the  two  drums  (see 
Figure  4)  and  all  the  vibrations,  noises,  reverberations,  and  irrita- 
tion will  be  received  upon  the  artificial  drum.     The  air  cushion,  so- 
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called,  prevents  the  vibrations  from  reaching  the  natural  drum  or 
membrana  tympani.  It  is  worn  as  long  as  the  patient  is  subjected 
to  loud  noises.  On  leaving  this  atmosphere  the  instrument  is 
simply  pushed  back  or  the  artificial  drum  coaptated  with  the 
natural  drum  as  in  Figure  o. 

It  is  worn  until  the  patient  returns  to  the  noisy  atmosphere,  when 
the  device  is  again  slightly  withdrawn,  aft'ording  the  air  cushion 
shown  in  figure  4.  This  will  prevent  the  progress  of  the  deafness 
and  will  protect  the  drum  from  further  involvement  or  arrest  the 
cause.  It  also  applies  when  the  deafness  has  progressed  in  the 
foregoing  manner.  While  the  device  is  worn  in  coaptation  with 
the  natural  drum  the  alterative  action  is  brought  about  and  pro- 
gresses in  this  manner : 

The  presence  of  the  device  in  the  canal,  adjacent  to  the  mem- 
brana   tympani    provides    a   stimulus,    increasing    the    circulation 
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thereto,  attended  with  body  heat.  This  local  heat  upon  the  device 
is  reflected  upon  the  parts  as  an  unnatural  heat,  causing  sweating, 
softening,  exfoliation  and  thinning  of  the  membrana  tympani.  The 
resilient  concave  gentle  pressure  of  the  artificial  drum  tends  to 
conform  the  distended  convex  membrana  tympani,  retaining  it  and 
sustaining  it  into  a  more  normal  concavity,  releasing  the  strain 
upon  the  ossicles  and  relieving  the  existing  tinnitus,  with  increased 
secretions  of  the  lubricant  (cerumen).  The  production  of  this 
cerumen  is  stimulated  by  the  device  remaining  in  the  canal.  Im- 
proved function  is  noted  in  from  six  weeks  to  two  months. 

The  absolute  removal  or  changing  of  the  phones  becomes  neces- 
sary only  when  the  accumulated  secretions  are  of  such  an  amount 
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as  to  cause  annoyance  or  prevent  sound  from  entering  the  little 
dilated  megaphonic  entrance  into  the  ampullae  and  in  turn  upon  the 
artificial  drum.  When  fresh  devices  are  inserted,  further  and  grad- 
ual improvement  follows.  The  persistent  and  continued  wearing 
of  the  device  for  a  term  of  two  years  terminates  gratifying  re- 
sults, at  which  time  the  individual  may  continue  to  wear  them  as  a 
preventive  and  a  protection  to  the  ear.  The  use  of  this  device  by 
those  who  are  subjecting  themselves  to  loud  noises,  will  also  pre- 
vent deafness  or  failure  of  hearing.  Inasmuch  as  there  may  not 
be  any  deafness  present,  the  device  may  be  worn  directly  against 
the  natural  drum. 

It  is  advised  and  recommended  for  the  use  of  artillerjmen  or 
gunners  of  the  Army  and  Na\y,  or  in  training  grounds  where 
guns  are  being  tested.  It  is  a  preventative  of  rupture,  puncture  or 
destruction  of  the  membrana  tympani,  and  where  such  destruction 
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has  been  done,  even  to  the  complete  destruction  of  the  niembrana 
tympani  and  ossicles,  leaving  the  middle  ear  exposed,  resulting  in 
discharge  and  impaired  hearing,  it  has  proven  ver}-  beneficial, 
adding  comfort  and  increasing  the  hearing  of  the  individual. 

In  sclerosis  with  adhesive  inflammation  of  the  middle  ear  with 
ankylosis,  thickening  and  distention  of  the  membrana  tympani,  an 
hypothesis  is  advanced,  assuming  that  the  alterative  action  could 
be  brought  about  in  the  middle  ear  and  canal  by  the  application  of 
the  device  based  upon  its  size,  shape,  applicability  and  the  effect 
of  the  impermeable  material  (oiled  silk)  of  setting  up  a  stimulation 
and  maintaining  a  resolution. 

Figure  6  illustrates  an  infrequent  and  stubborn  condition,  very 
difficult  to  overcome.     Inasmuch  as  the  clinical  histories  of  these 
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cases  are  analogous  to  those  conditions  described  in  Figures  2  and 
3,  the  cause  is  attributed  to  catarrh.  Treatment  which  had  been 
instituted  included  inflation  to  overcome  the  vacuum.  This  dis- 
tended the  membrana  tympani,  but  when  the  vacuum  reoccurred, 
instead  of  the  ossicles  readjusting  themselves  to  the  proper  superior 
angle,  there  occurred  a  lateral  twisting  or  rotation  of  the  malleolus- 
incus  articulation  with  an  inferior  angle  below  the  meridian  line, 
the  opposite  of  the  natural  angle  of  the  ossicles.  A  speculum  ex- 
amination with  reflected  light  revealed  a  very^  prominent  projec- 
tion of  the  lower  segment  of  the  malleolous,  appearing  as  if  it 
would  protrude  through  the  membrana  tympani.  Following  up- 
ward to  the  articulation  with  the  incus  revealed  it  resting  against 
the  inner  surface  of  the  membrana  tympani,  resulting  in  a  condi- 
tion which  I  have  designated:  "The  duck-wing  displacement  of 
the  ossicles."  The  contour  of  the  membrana  tympani  in  this 
condition  is  always  found  to  be  exaggeratedly  concave  (as  depicted 
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in  Figure  ()),  retracting  the  membrane  forcibly  and  plainly  reveal- 
ing the  outline  of  the  ossicles.  I  discovered  this  condition  during 
my  clinical  research  and  found  that  it  occurred  in  about  10  per 
cent  of  the  cases.  'J'he  application  of  my  device  enabled  me  to 
overcome  the  mechanical  displacement  which  was  so  plainly  out- 
lined. 

In  order  that  correction  may  be  brought  about,  two  stei)s  are  re- 
quired. In  the  first  place,  this  is  a  condition  where  forcible  insuffla- 
tion is  necessary  to  l)ring  about  the  distention  of  the  drum,  and 
with  it,  bring  the  ossicles  into  a  line,  or  up  to  the  meridian  line  as 
illustrated  in  Figure  7.  Second,  while  this  increased  amount  of 
pressure  remains  in  the  tympanum,  the  device  is  promptly  inserted 
into  the  canal,  bringinir  the  two  convex  surfaces  of  the  artificial 
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drum  in  coaptation  with  the  distended  natural  drum.  The  resilent 
properties  of  the  artificial  drum,  by  making  gentle  pressure  in  an 
upward  and  inward  direction,  re-establish  the  concave  condition  of 
the  natural  drum,  bringing  with  it  the  upward  or  superior  angle, 
replacing  the  ossicles  in  their  natural  position  as  shown  in  Figure  8 : 
The  artificial  drum,  suspended  in  a  penumatic  way  in  the  canal 
with  just  sufficient  pressure  to  hold  the  device  in  position,  retains 
the  membrana  tympani  in  its  corrected  position.  A  comparison 
could  well  be  made  here  to  the  previous  condition  wherein  a  simple 
distended  drum,  with  the  ossicles  on  a  meridian  line,  was  likewise 
corrected.  To  this  exaggerated  condition,  brought  about  by  further 
overdistention  of  the  drum,  straining  the  incus-malleolus  articula- 
tion to  the  extent  that  the  \acuum  returned,  caused  a  downward 
displacement.     The  maintenance  of  this  corrected  position,  of  the 
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membrana  tympani  with  the  ossicles,  is  in  the  nature  of  a  spHnt 
and  enables  nature  to  rehabilitate  the  ligamental  structure  of  the 
articulation,  restoring  its  function  with  an  increased  percentage  of 
hearing. 

The  variety  and  degree  of  injury  to  the  drum  from  abscesses  or 
direct  violence  range  from  a  pin  point  to  a  punctured,  perforated 
or  ruptured  drum  with  serrated  or  irregular  edges,  varying  in  de- 
gree of  destruction.  Discharge  usually  accompanies  these  several 
conditions.  The  discharge  may  result  from  exposure  or  irritation 
from  without,  and  will  either  drain  out  as  mucus,  or  being  retained 
in  the  middle  ear  undergoes  a  change  and  comes  away  in  the  na- 
ture of  pus.  Discharge  may  be  the  result  of  the  sloughing  of  the 
ossicles   or   other   destruction   going   on   in   the   middle   ear.      Yet, 
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discharge  has  been  kept  up  from  exposure  of  the  delicate  mucous 
membrane  of  the  middle  ear  to  cold  drafts,  winds,  dust  and  other 
irritating  properties.  The  same  causes  apply  to  the  middle  ear 
when  it  is  exposed.  '\\'here  the  discharge  comes  from  exposure 
alone,  the  condition  is  easily  overcome  by  the  use  of  the  device. 

Figure  9  illustrates  a  ruptured  drum  with  serrated  edges  exposing 
the  middle  ear  to  a  more  or  less  degree. 

Figure  10  illustrates  the  correction  with  the  device  substituted 
for  the  perforated  drum  or  membrana  tympani. 

Figure  11  illustrates  an  irregular  perforation  in  the  lower  seg- 
ment of  the  drum  to  the  extent  of  removing  its  support,  permit- 
ting a  sagging  downward  of  that  part  of  the  drum  covering  the 
malleolus  and  bringing  about  a  disarticulation  of  the  incus,  the 
result  of  trauma. 
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Symptoms  manifested  resemble  those  accompanying  antrium  dis- 
turbance ;  dizziness  and  irregular  gait,  a  slight  inclination  of  the 
head  toward  the  impaired  ear,  marked  impairment  of  hearing,  with 
lessened  bone  conduction  (detected  by  tuning  fork  test)  resembling 
nerve  impairment. 

FigiH'e  12  illustrates  an  absolute  correction:  (1.)  Piy  a  perfect 
substitution  for  the  perforated  drum.  (2.)  By  coaptation  of  the 
convex  surfaces  of  the  artificial  drum  with  the  membrana  tympani, 
thus  re-establishing  the  concavity  of  the  natural  drum,  causing  in 
turn  juxtaposition  and  re-articulation  of  the  incus  and  malleolus, 
acting  as  a  perfect  splint  and  retaining  them  in  position  with  fa- 
vorable results.  The  disturbing  symptoms  were  removed  and  the 
hearing  improved. 

A  case  of  complete  destruction  of  the  membrana  tympani,  includ- 
ing the  condition  when  the  drum  and  ossicles  have  been  entirely 
removed,  leaving  only  the  stump  of  the  stapes,  either  from  opera- 
tion or  sloughing,  is  ilustrated  in  Figure  13.  This  condition  is 
usually  accompanied  by  a  discharge  which  originally  comes  from 
exposure  of  the  middle  ear,  or  too  forcibly  blowing  the  nose,  which 
forces  the  mucus  from  the  back  part  of  the  nose  and  the  accumula- 
tions that  have  lodged  in  the  Eustachian  tubes,  through  the  tubes 
into  the  middle  ear.  This  accumulation,  if  allowed  to  remain,  un- 
dergoes a  change  and  drains  from  the  ear  as  pus. 

Figure  14  illustrates  the  complete  substitution  of  the  drum  and 
bones,  reaching  from  the  remnant  of  the  rim  of  membrana  tympani, 
spanning  the  chasm  across  to  the  stump,  still  adherent  to  the 
fenestra  ovalis,  fulfilling  ever}-  requirement  and  proving  a  perfect 
substitute  as  an  artificial  drum. 

This  substitution  enables  the  patient  to  hear. 

It  also  hermetically  seals  the  middle  ear,  protecting  it  from  fur- 
ther exposure,  and  allows  nature  to  rehabilitate  the  lining  of  the 
middle  ear,  bringing  about  a  restoration  of  the  delicate  mucous 
membrane  and  aftording  much  comfort  to  the  individual.  Hearing 
improves  from  40  to  80  per  cent  immediately  upon  the  insertion  of 
the  instrument,  further  improvement  resulting  from  the  alterative 
action  of  the  device. 

Case  Reports 

Ca.se  A.  E.  A.  C.  student,  age  18  years,  came  under  observation,  May 
29,  1917,  -with  the  history  of  scarlet  fever  when  a  child.  It  left  him  with 
discharging  ears  and  impairment  of  hearing,  which  handicapped  him  much 
in  his  studies.  He  was  about  to  enter  the  high  school  and  felt  the  need 
of  his  hearing  more  acutely. 

Examination:  General  condition  good.  Well  developed.  Xo  symptom 
of  any  other  unfavorable  condition.     Right  eardrum  perforated,  showing 
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destruction  of  the  inferior  half,  laying  bare  the  niche  of  the  round  win- 
dow. The  inner  walls  of  the  cavity  were  covered  with  a  mucus,  which 
was  draining  into  the  external  canal.  The  left  ear  showed  more  destruc- 
tion, revealing  the  handle  of  the  malleus  free.  The  round  window  in 
perfect  view.  Hearing,  right  ear,  watch  test,  one  inch.  Left  ear  with 
even  more  of  the  drum  destroyed,  hearing  was  two  inches  and  a  fraction. 

Treatment:  Cleaning  of  the  canals  and  swabbing  of  the  cavity.  Plac- 
ing the  artificial  eardrums  in  position  increased  the  hearing:  right  ear, 
six  inches:  left  ear,  eight  inches.  The  patient  returned  once  a  week  for 
four  visits;  then  once  in  two  weeks  for  four  visits,  when  the  artificial 
drums  were  removed,  the  cavity  cleaned  and  fresh  drums  replaced.  At 
the  present  time  he  is  to  return  when  he  feels  the  necessity  for  a  dressing, 
about  an  average  of  once  a  month. 

He  has  no  trouble  in  hearing.  His  teachers'  conversation  is  heard  and 
understood  with  ease. 

Case  B.  ^l.  J.  Y.,  age  34.  Clerk  by  occupation.  First  visit  October  12, 
1916. 

History:  Measles  and  diphtheria  in  childhood.  Abscesses  in  both  ears 
and  also  discharge  from  both  ears.  A  dripping  sensation  from  back  part 
of  the  nose  upon  palate.  Head  noises  of  a  ringing  character.  Treatment 
for  catarrh  and,  as  he  expressed  it,  "all  kinds  of  treatment  for  ears." 
General  health  good.     Used  tobacco   (smoked)   moderately. 

Examination:  Post-nasal  catarrh;  mucous  membrane  turgescent  and 
boggy.  Middle  ear  exposed;  drum  and  ossicles  absent.  Hypersecretion 
of  a  waterj-  nature  from  mucous  lining  of  the  middle  ear.  Hearing  tested 
with  watch:    right  ear,  two  inches;  left  ear,  one  inch. 

Treatment  consisted  of  usual  cleaning  and  nebulization  to  clean  out  the 
Eustachian  tubes.  Middle  ear  cavity  swabbed  with  alcohol;  artificial 
drums  applied.  Test  showed  immediate  improvement  in  hearing;  equal 
distance  from  both  ears,  ten  inches.  Returned  November  9,  1916.  Secre- 
tion less  in  amount;  marked  improvement  in  hearing.  Dressing  and 
application  of  fresh  drums.  Living  in  a  distant  town,  the  patient  was 
furnished  with  six  pairs  of  drums,  with  instructions  to  take  care  of  him- 
self. Returned  July  25,  1917,  improved.  Again  on  August  15,  1917.  Last 
time,  September  17,  1917;  results  favorable.  The  patient  applies  the 
drums  himself  and  will  return  at  intervals  of  three  months. 

Case  C.    T.  G.  O.,  age  42,  merchant.     First  visit,  July  12,  1917. 

History:  Temperate;  active.  General  condition  good.  Had  catarrh 
of  the  nose,  head  and  throat,  and  treated  by  specialists  with  sprays  of 
different  kinds.  Air  was  forced  into  his  ears  during  treatment.  He,  too. 
had  done  so,  and  had  made  his  ears  crack  when  forcibly  blowing  his 
nose.  Feeling  of  dryness  in  back  part  of  nose  and  sensation  of  dripping 
into  throat.     Head  noises  of  ringing,  buzzing  and  hissing  nature. 

Examination:  Nose,  turbinates,  nearly  normal;  mucous  membrane 
slightly  congested.  Post-nasal  palate  and  surface  dry;  lumpy  mucus  ad- 
herent to  posterior  wall  of  pharynx.  Ear  channels  dry,  scaly;  no  secre- 
tion of  cerumen.  Drums  diy,  thickened,  convexed,  distended.  Handle 
of  malleus  prominent  (Illustration  No.  2).  Ossicles  displaced.  Could 
hear  watch  tick  in  direct  contact  with  right  ear.  In  contact  with  left  ear, 
distinctly. 

Treatment:  Alkaline  sprays  to  post-nasal  and  palate  surface,  nebulized 
with  oil  base.  Inserted  artificial  drums  coaptating  with  natural  drums. 
Hearing  improved.  Right  ear,  watch  test,  not  quite  in  contact.  Left 
ear,  watch  test,  one  inch  away. 

June  17,  1917,  returned.  Complained  that  some  soreness  had  existed 
for  first  three  days  after  insertion.  This  subsided.  Felt  benefited  in  his 
hearing.  Also  the  full  and  bulging  sensation  of  the  ears  relieved  and  was 
comfortable.  Head  noises  have  been  getting  less  in  right  ear.  In  left 
ear  noises  had  ceased  entirely.  Natural  secretions  much  more  in  evidence. 
Hearing  increased  in  right  ear  one-half;  in  left  ear  double,  showing  a 
gradual  improvement  as  the  correction  is  going  on  and  the  normal  secre- 
tions are  being  established. 
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i.'a.se  J).     Rev.  J.  C.  F.,  age  fi2,  came  under  irealmcnt  August  14,  1917. 

History  elicited  that  his  hearing  had  heen  gradually  failing  for  years. 
Had  been  examined,  diagnosed  and  treated  for  ratarrhal  conditions  in  his 
nose.  Treatment  had  consisted  of  sprays  and  inhalations.  Valsalva's 
method  of  inflation  to  blow  air  in  his  ears  had  been  frequently  applied 
to  relieve  the  full  feeling  existing  in  his  head.  Experienced  dryness  in 
back  part  of  nose  with  a  sensation  of  dripping  in  the  throat.  Head  noises 
at  times  of  a  buzzing  nature.  Catarrhal  condition  improved  under  treat- 
ment, but  hearing  gradually  grew  worse. 

Examination:  Canal  dry  and  devoid  of  cerumen.  Drums  congested  and 
distended  (con vexed)  handle  of  malleus  very  prominent;  ossicles  dis- 
torted. Tinnitus.  Hearing  in  both  ears  by  watch  test,  nil.  Bone  conduc- 
tion  (tuning  fork  test)    increased  above  normal    (Rinne,  negative). 

Artificial  drums  inserted,  coaptating  with  membrani  tympani;  watch 
test:  hearing  improved  two  inches  in  right  ear,  one  and  one-half  iitches 
left  ear. 

Returned  August  27,  1917.  Secretions  in  both  ears  appeared  to  be  nor- 
mal. Artificial  drums  retained  in  position.  Progress  satisfactory.  Hear- 
ing increased  gradually.  Tiniiitus  absent.  Instructed  to  wear  artificial 
drums  for  three  months,  then  to  remove  them,  cleanse  ears  and  replace 
them,  and  return  when  necessity  required. 

Case  E.    A.  E.  A.,  age  .58. 

Hifitorii:  Could  not  give  any  cause  for  increased  and  gradual  deafness. 
Always  took  best  care  of  himself.  Hard  worker.  Smoked  cigars  perhaps 
to  excess.  Very  active  life.  General  health  good.  Noticed  some  dryness 
of  nose,  seemingly  of  dry  catarrhal  nature.  Frequent  colds,  which  cleared 
up  under  ordinary  care  and  domestic  remedies.  Ears  began  to  bother, 
first  by  itching  in  canal.  Seemed  to  be  dry.  Noises  of  a  ringing  and  buzz- 
ing character,  annoying  and  confusing.  Later  had  to  concentrate  more 
upon  what  was  being  addressed  to  him.  Began  to  realize  that  hearing 
was  becoming  affected.  Experienced  a  full  feeling  in  the  head  in  region 
of  the  ears.  Discovered  that  blowing  his  nose  forcily  and  forcing  air  into 
his  ears  would  relieve  head  noises  and  improve  his  hearing  temporarily. 
This  became  more  frequent.     Intervals  of  impaired  hearing  more  marked. 

The  patient  came  under  observation  August  9.  1916. 

Examination:  IMucous  membrane  of  nose  dry.  glazed  and  raw  looking. 
Turbinates  turgescent  and  boggy.  Accumulations  of  mucus  of  a  lumpy, 
sticky  consistency  clinging  to  vault  of  pharynx.  Dry,  leathery  condition 
of  palate.  Auditory  canal  was  dry  and  scaly.  Absence  of  secretion. 
Drum,  dry,  distended,  convex  and  thickened  in  the  upper  segment  ap- 
proaching the  center  of  drum.  Handle  of  malleus  pointing  acutely  out- 
ward, giving  the  drum  the  rounded  appearance  of  a  large  pearl,  with  the 
ossicles  out  of  alignment.  A  more  vivid  description  is  presented  under 
Figure  2. 

Treatment  consisted  of  alkaline  sprays  in  the  nose,  with  retro-sprays 
to  the  palate  and  pharynx,  followed  with  nebulization  of  oils.  Ear  chan- 
nels were  mopped  out  with  warm  solution  of  bicarbonate  of  soda  and 
dried  thoroughly.  Applications  over  the  canal  and  drums  of  Russian  oil. 
Artificial  drums  inserted  and  brought  in  contact  with  natural  drum; 
very  gentle  pressure  being  made  to  sustain  the  natural  drum  and  act  as 
a  buffer  to  prevent  further  stretching  and  distension,  while  nebulization 
was  being  instituted  to  medicate  the  Eustachian  tubes  and  tympanic 
cavity  to  overcome  the  vacuum. 

Results  were  very  satisfactory  and  pleasing.  Tension  relieved,  tinnitus 
reduced,  hearing  increased;  perception  more  acute.  Spraying  and  neb- 
ulization continued  three  days  apart.  Observed  each  time  that  the  arti- 
ficial drum  was  in  coaptation  with  the  natural  drum.  Subsequently,  it 
was  arranged  that  he  return  at  such  times  when  the  effect  of  the  treatment 
began  to  wane.  Hence  as  he  iiuproved  his  visits  were  less  and  less  fre- 
quent, until  now  they  are  at  intervals  of  two  months  apart,  and  only  to 
adjust  the  artificial  drums,  which  he  could  well  do.  but  prefers  that  I  do 
it  for  him.  The  status  of  his  condition  to-day  is  satisfactory  to  him  and 
gratifying"  to  me;   so  much  so,  that  four  other  cases  similar  to  this  have 
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been  sent  to  me  by  this  grateful  patient. 

Cafie  F.  H.  J.  B.,  age  '>8  years,  superintendent  engineer,  came  to  my 
office  June  1,  1917. 

History:  Impaired  hearing  in  both  ears.  Riglit  ear  more  impaired 
than  left.  He  stated  that  his  men  were  compelled  to  shout  to  make  him 
hear.  His  position  was  being  threatened.  Had  had  treatment  at  different 
times  for  impaired  hearing  in  his  right  ear  and  for  a  discharging  left  ear. 

E.i(ninnatioii  revealed  right  ear  distended  as  described  under  Article  2, 
Illustrations  Xos.  2  and  3.  Left  ear,  complete  destruction  of  drum  and 
ossicles  as  described  in  Article  6,  Illustration  Xo.  14. 

Hearing  in  right  ear  was  practically  nil.  and  he  had  not  dei'ended  on 
it  for  some  time.     Left  ear:  could  hear  watch  tick  on  contact. 

Trrat)nrnt :  After  proper  cleansing  of  the  left  ear,  the  artificial  drum 
was  inserted  and  on  testing  the  patient  could  hear  watch  tick  foui-  inches 
away. 

The  artificial  drum  was  inserted  in  right  ear,  and  he  could  hear  con- 
versation in  an  ordinary  tone  two  feet  away,  with  left  ear  entirely  closed. 

Patient  has  been  visiting  me  at  irregular  intervals  from  three  days. to 
four  weeks  apart.  Each  time  testing  of  his  hearing  showed  progress 
towards  a  correction  in  his  right  ear,  and  improved  hearing  in  both  ears 
to  such  an  extent  that  the  remaining  impairment  of  hearing  is  hardly 
noticeable. 

Case  G.  AV.  E.  S.,  age  40,  a  boilermaker.  came  under  treatment  June  12, 
1917.  with  all  the  symptoms  of  boilermaker's  deafness.  Thickening  and 
slight  distension  of  both  ear  drums. 

The  insertion  of  the  artificial  drums  improved  his  hearing  fifty  per 
cent  and  on  his  return  home,  as  he  afterward  told  me,  upon  entering  the 
hall,  heard  the  clock  striking,  something  he  had  not  heard  for  ten  years. 
I  might  add  that  if  the  phones  had  been  worn  as  a  buffer,  as  e.xplained  in 
Article  2,  Illustrations  Xos.  4  and  5,  deafness  could  have  been  averted. 

CV/ie  7^'.  W.  S.  G.,  age  r)7,  Disct.  Manager,  Life  Insurance  Company. 
First  visit  occurred  April  l.">,  1917.  He  gave  a  history  in  detail  of  having 
been  treated  for  catarrhal  deafness  by  inflation,  politzerization  with 
catheter.      General    condition,    good.      Exemplary    and    temperate    habits. 

Examination  of  tlie  ears  revealed  an  inferior  angular  eversion  of  both 
drums.  Hearing  tested  with  wafch:  Right  ear,  one  inch;  left  ear,  one 
inch.  On  April  18,  1917,  artificial  drums  were  inserted  immediately  after 
forcible  inflation,  resulting  in  immediately  improved  hearing:  right  ear, 
four  inches:   left  ear,  five  inches.     Drums  retained  in  position. 

Returned  August  2,  1917.  Hearing  in  the  right  ear,  fourteen  inches; 
left  ear,  eight  inches,  after  placing  fresh  drums. 

Xote  the  immediate  results  and  the  gradual  improvement. 

Case  io.  C.  S.  E.,  age  38  years;  salesman.  History  very  similar  to  that 
of  the  preceding  case.     Called  October  18,  1917. 

Diagnosis:     Inferior,  angular  eversion. 

Tested  hearing;  watch  test:  right  ear,  four  inches;  left  ear,  four  inches. 
Drums  inserted  after  forcible  inflation. 

Results:  Right  ear,  increased  to  twelve  inches;  left  ear,  increased  to 
eight  inches. 

722-724  Perry  Building. 


DEPARTMENT  OF  MEDICO=MILITARY  ACTIVITIES. 

SECTION   OF  SURGERY   OF  THE  HEAD. 

The  medical  care  of  one  million  troops  in  the  field  will  require  the 
services  of  several  thousand  physicians.  The  Medical  Corps  of  the 
Regular  Army,  one  of  the  most  carefully  selected  organizations  of  medical 
men,  was  not  sufficient  for  the  present  emergency.  Primarily,  the  corps 
was  augmented  numerically  by  the  organization  of  the  Medical  Reserve 
Corps.  By  a  careful  distribution  of  the  men  of  the  regular  corps,  the 
Influence  of  their  long  and  thorough  training  permeated  the  new  organiza- 
tion, forming  a  completed  organization  in  which  those  inexperienced  in 
military  medicine  were  safely  supported.  The  Medical  Reserve  Corps 
organized,  the  profession  realized  its  responsibility  and,  in  consequence, 
commissions  were  issued  to  a  large  number  of  physicians  throughout 
the  country. 

Many  of  the  members  of  the  Medical  Reserve  Corps  were  detailed  to 
A^arious  Medical  Ofiicers'  Training  Camps  for  the  purpose  of  intensive 
technical  and  physical  training.  This  assignment  afforded  the  officers 
opportunity  to  obtain  physical  fitness  and  sufficient  militaiy  experience 
to  qualify  them  as  regimental,  ambulance  and  sanitary  officers.  It  also 
permitted  the  weeding  out  of  the  physically  unfit,  but  did  not  afford  oppor- 
tunity to  classify  officers  according  to  tlieir  professional  attainments. 
The  details  of  this  training  so  consumed  the  time  of  instructors  and 
students  that  it  was  impossible  to  judge  of  the  fitness  of  the  officers  for 
special  work. 

Recognizing  the  need  for  specialists,  the  Surgeon  General,  with  the 
General  Medical  Board  of  the  Council  of  National  Defense,  through  the 
great  medical  bodies  of  the  country,  established  in  his  office  sections  for 
the  care  of  tlie  various  medical  and  surgical  specialties.  Physicians  of 
high  professional  rank,  many  of  them  authorities  in  their  chosen  field, 
and  in  civil  life  acknowledged  leaders,  were  selected  to  direct  these  sec- 
tions. This  plan  of  classifying  the  personnel  of  the  military  medical 
corps,  a  new  departure,  is  another  example  of  the  far-sighted  preparation 
now  so  conspicuous  in  every  branch  of  the  service. 

The  various  needs  of  the  service  demanded  the  establishment  of  eight 
sections;  namely,  Internal  Medicine,  General  Surgery,  Orthopedic  Surgery, 
Venereal,  Skin  and  G.  U.  Surgery,  Surgery  of  the  Head,  Laboratories  and 
Infectious  Diseases,  Neurology,  Psychiatry  and  Psychology  and  Roent- 
genology. 

The  Section  of  Surgery  of  the  Head,  made  up  of  the  sub-sections  of 
Ophthalmology,  Oto-Laryngology,  Plastic  and  Oral,  and  Brain  Surgery. 
developed  from  a  similar  organization  of  the  General  Medical  Board  of 
the  Council  of  National  Defense. 

In  the  office  of  the  Surgeon  General,  the  section  as  a  whole  is  under 
the  direction  of  a  Lieutenant-Colonel  of  the  regular  corps  and  to  each 
sub-section  is  assigned  a  member  of  the  Medical  Reserve  Corps.  These 
officers  act  in  an  advisory  capacity  in  the  selection  of  personnel,  etc., 
and  outline  the  policies  under  which  the  work  is  to  be  carried  on. 

Those  in  charge  of  Ophthalmology  and  Oto-Laryngology  found  their 
chief  function  in  acquainting  the  physicians  of  the  country  with  the  fact 
that  the  Surgeon  General  was  desirous  of  using  the  specialist  as  far  as 
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possible  in  liis  specialty,  and  in  listing  the  names  of  the  physicians  who 
came  into  the  Medical  Reserve  Corps  with  a  view  to  work  in  their 
specialty.  They  have  aided  the  Surgeon  General  to  select  and  assign  the 
proper  personnel  to  the  Base  Hospitals  at  the  various  Cantonments.  At 
the  present  moment  the  selection  of  the  personnel  for  the  Base  Hospitals, 
which  are  destined  eventually  for  duty  abroad,  engages  their  attention. 

The  officers  in  charge  of  the  sub-section  of  Plastic  and  Oral,  and 
Brain  Surgerj-  were  confronted  with  the  fact  of  the  great  scarcity  of 
surgeons  familiar  with  the  special  technique  so  necessary  in  the  success- 
ful management  of  injuries  of  the  face  and  head.  It  was  necessary  to 
use  this  small  group  of  qualified  surgeons  to  instruct  others,  and  thereby 
build  up  a  corps  of  sufficient  size  to  enable  assignment  of  specially  trained 
surgeons  to  the  various  hospitals.  A  conference  of  the  recognized 
authorities  held  in  Washington,  developed  the  fact  that  the  large  uni- 
versities were  willing  to  assist  in  this  professional  training  by  tendering 
to  the  Surgeon  General  the  facilities  of  their  medical  departments  and 
hospitals. 

Schools,  with  teaching  staffs  of  surgeons  versed  in  the  details  of  special 
branches  were  established.  The  course  of  instruction  includes  anatomy, 
physiology,  symptomatology,  operative  exercises  on  the  cadaver  and  ani- 
mals,  splint  making,  clinical  demonstrations  and  didactic  lectures. 

In  the  selection  of  students,  the  sub-section  of  Plastic  and  Oral  Surgery 
first  considered  a  group  of  surgeons  commanding  excellent  technique,  but 
lacking  in  the  necessary  special  refinements.  Secondly,  the  members  of 
the  dental  profession,  many  having  medical  degrees,  who  have  concen- 
trated their  studies  upon  peri-dental  tissues,  the  jawbones,  and  structures 
of  the  mouth,  and  consequently  familiar  with  the  special  details  of  the 
treatment.  The  correlation  of  the  technique  so  as  to  enable  the  individual 
surgeons  to  command  the  combined  knowledge  can  well  be  accomplished 
in  these  courses. 

In  a  like  manner  the  successful  neurological  surgeon  must,  in  addition 
to  his  general  surgical  training,  have  some  knowledge  of  neurology  and 
be  trained  in  the  special  technique  of  surgery  of  the  nervous  system. 
The  imparting  of  this  special  training  could  best  be  accomplished  by 
similar  schools.  With  the  assistance  of  the  leading  members  of  the 
profession  throughout  the  country  a  list  of  candidates  for  these  schools 
has  been  compiled.  These  candidates,  in  groups  of  twenty-five,  are 
assigned  to  the  schools  for  a  period  of  intensive  fundamental  training. 
When  this  course  is  completed,  it  is  planned  to  give  the  more  competent 
surgeons  an  opportunity  to  continue  studies  in  the  various  clinical  cen- 
ters of  the  country.  Selected  groups  of  these  officers,  well-grounded  in 
the  fundamentals,  can  later  be  more  specially  qualified  through  a  course 
of  clinical  instruction  at  the  front. 

In  this  manner  the  important  period  of  preparation  so  necessary  for 
the  accomplishment  of  rapid  expansion  of  all  branches  of  the  service,  will 
be  most  wisely  used. 

When  the  troops  are  engaged  and  many  beds  of  the  various  hospitals 
are  occupied  by  soldiers  with  injuries  of  the  head,  assignment  of  these 
surgeons  who  have  had  special  training,  to  assume  the  responsibility  of 
these  cases  should  result  in  the  utmost  efficiency.  In  the  unit  for  Plastic 
and  Oral  Surgery  a  general  surgeon  will  have  associated  with  him  a 
dental  oral  surgeon,  who,  having  gone  through  a  course  of  intensive  train- 
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ing,  will  be  fitted  to  obtain  the  very  best  re^^ults  through  their  correlated 
skill.  Likewise,  the  oflScer  of  the  sub-section  of  Brain  Surgery,  neces- 
sarily somewhat  divorced  from  the  competent  neurologist,  will  have  keen 
judgment  and  undertake  with  clearness  his  responsibility. 

The  fact  is  evident  that  it  is  not  the  intention  of  the  Surgeon  General 
to  make  special  surgeons  by  means  of  a  short  course  of  instruction,  but 
add  the  necessary  special  knowledge  to  the  equipment  of  surgeons.  This 
special  knowledge  will  not  interfere  with  the  general  usefulness  of  the 
surgeon  in  the  performance  of  any  duty  which  may  fall  upon  him  as  a 
member  of  the  military  medical  corps. 


SCHOOL   FOR    MEDICAL   OFFICERS    ESTABLISHED    IN   ST.    LOUIS.* 

The  Surgeon  General  and  his  advisors  have,  after  mature  consideration, 
decided  to  establish  schools  for  the  training  of  medical  officers  in  certain 
of  the  specialties.  In  consideration  of  the  fact  that  wounds  of  the  head 
and  neck  are,  because  of  the  present  mode  of  warfare,  more  than  ordi- 
narily frequent  in  this  war,  and  also  because  the  number  of  men  who 
make  such  surgery  a  specialty  in  private  practice  is  rather  small,  the 
surgery  of  the  head  and  neck  is  the  first  of  the  specialties  to  be  taught 
in  these  schools. 

Major  V.  P.  Blair,  of  St.  Louis,  who  is  one  of  the  five  men  constituting 
the  National  Army  Board  in  Head  and  Neck  Surgery  at  Washington, 
has  been  instrumental  in  having  one  of  these  special  training  schools 
established  in  St.  Louis,  and  one  class  has  already  been  put  through. 
It  is  called  the  Officers'  School  of  Oral  and  Plastic  Surgery. 

Washington  University  very  kindly  furnishes,  free  of  all  cost,  the  use 
of  her  splendid  laboratories.  The  faculty  is  drawn  from  the  professors 
and  instructors  in  Washington  University  and  in  St.  Louis  University. 
■  We  understand  it  is  the  intention  of  the  Surgeon  General  to  establish 
units  composed  of  both  medical  and  dental  officers,  who  will  care  for  all 
head  injuries  not  involving  the  brain  or  cord:  hence  the  officers  attending 
this  school  are  assigned  from  both  medical  and  dental  sections  and 
receive  instruction  together  in  order  that  they  may  more  intelligently 
work  together  later  on. 

Major  V.  P.  Blair  has  general  Supervision  of  the  work  for  the  Surgeon 
General.  Professor  R.  J.  Terry,  Chief  of  the  Department  of  Anatomy  at 
Washington  University,  is  Dean  of  the  new  school,  and  Professor  H.  W. 
Loeb,  Dean  of  the  Medical  School  at  St.  Louis  University,  is  in  charge 
of  the  curriculum. 

E^ich  "course"  covers  a  period  of  three  weeks.  A  class  consists  of 
about  forty  men  equally  drawn  from  medicine  and  dentistry.  The  kind 
of  medical  man  most  desired  is  the  general  surgeon  who  has  shown  some 
special  aptitude  or  preference  for  the  kind  of  work,  although  those  who 
have  beeu  engaged  in  the  head  specialties  are  accepted,  wnile  among 
the  dentists  those  showing  a  fondness  for  oral  surgery  and  prosthetic 
dentistry,  are  more  desirable. 


*  Contributed  by   Dr.  W.  T.  Coushlin  at  the  reque.st  of  Major  V.   P.  Blair. 
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Below  is  a  synopsis  of  the  course  just  finished: 
ANATOMY. 

a.  Dissection  (Surgeons).    40  hours.    R.  J.  Terry. 

b.  Demonstrations  (Denti.<^ts).    12  hours.    D.  M.  Schoemakc-r. 

c.  Surgical  Anatomy.  3  hours.     P.  Y.  Tupper. 

INFECTIOUS   PROCESSES   ABOUT   THE   MOUTH,   FACE  AND  NECK. 

a.  Peridental  Infection.     2  hours.     Virgil  Loeb. 

b.  Infections  of  Soft  Tissues  and  Bones.    2  hours.    Ernest  Sachs. 

c.  Infections  of  the  Maxillary  Antrum.     1  hour.     H.  W.  Loeb. 

d.  Bacteriology  of  the  Mouth.     4  hours.     E.  P.  Brady. 

e.  Salivary  Infections  and  Fistula.     1  hour.     Carroll  Smith. 
WOr  NDS  AND  OTHER  INJURIES. 

2  hours.     J.  Rilus  Eastman  and  Ernest  Sachs. 
FRACTURES. 

Diagnosis  and  Treatment  of  Recent  and  Old  Fracture.-;.  4  hours.     Cap- 
tain H.  Ivy. 
SPLINTS:  MAKING  AND  APPLICATION  OF  SPECIAL  FORMS. 

a.  Dentists,     30  hours.     W.  F.  Neuhoff. 

b.  Surgeons.     4  hours,  in  groups.     J.  H.  Kennerly,  B.  Lischer,  F.  C. 
Rodgers,  Virgil  Loeb,  Walter  M.  Bartlett,  H.  C.  Pollock. 
OPERATIVE  COURSE. 

a.  Plastic  Methods  on  the  Cadaver.  Lectures,  5  hours;  laboratory, 
15  hours.     W.  T.  Coughlin,  Meyer  Wiener. 

b.  Blood  Transfusion  and  Bone  Grafting.  Lecture,  1  hour;  laboratory, 
6  hours.     Barney  Brooks. 

ANESTHESIA. 

2  Lours.     Ellis  Fischel.     2  hours.     E.  H.  Keys. 
POST-OPERATIVE  CARE. 

a.  Ward  Work.     3  hours.     A.  O.  Fisher  and  O.  R.  Sevin. 

b.  Mechanico-Therapeusis.     1  hour.     F.  W.  Ewerhardt. 
ROENTGENOLOGY. 

2  liours.     Captain  H.  Ivy,  Sherwood  Moore. 
CLINICAL  DEMONSTRATIONS. 

12  hours.     W.  T.  Coughlin,  A.  O.  Fisher,  Ellis  Fischel.  John  Kennerly, 
Virgil  Loeb,  Ernest  Sachs. 
EXTRACTION  OF  TEETH. 

4  hours.     G.  B.  Winter. 

P.  S. — Since  writing  the  above,  we  learn  that  the  course  is  to  be 
lengthened  to  five  weeks  and  instruction  is  to  be  given  iu  the  surgery  of 
the  Irain. 


Dr.  John  F.  Gulp,  Harrisburg,  Pa.,  has  been  commissioned  a  major  in 
the  Army  Medical  Corps. 

Dr.  R.  H.  Ells,  Ottawa,  Canada,  is  in  France. 

Dr.  A.  D.  McConachie,  Baltimore,  has  been  commissioned  a  captain 
in  the  Army  Medical  Corps  and  has  been  assigned  to  active  duty  at 
Plattsburg  Barracks,  N.  Y. 

Dr.  J.  W.  Caldwell,  Nashville,  Tenn..  has  been  ordered  to  Fort  Ogle 
thorpe,  Ga. 

Dr.  Duncan  MacPherson  has  received  a  commission  in  the  Army  Med- 
ical Corps. 

Major  A.  C.  Magruder,  Colorado  Springs,  is  at  Fort  Sill,  Oklahoma. 
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A:mericax  Lary.\gotx)gic'al  Associatiox. 
(Continued  from  page  788.) 

DISCUSSION. 

Di:.  James  E.  Looax,  Kansas  City:  There  is  no  question  in  my  mind 
but  that  sinusitis  results  In  atrophy— that  is,  the  cases  are  usually  pre- 
existing sinusitis  cases. 

Di{.  Robert  C.  Myles,  New  York  City:  I  have  never  been  able  to  find 
anyone  who  had  seen  a  case  which  occurred  after  puberty — that  is,  any- 
one in  authority.  It  is  essentially  a  disease  of  child  life.  How  much  of 
it  is  retarded  development  and  how  much  atrophic  is  another  question. 
The  most  serious  question  is,  how  should  we  operate  on  the  sinuses  of 
these  children;  what  is  the  best  procedure?  That  can  be  developed  in 
the  future,  I  think.  In  regard  to  patients  who  are  older,  it  has  been  my 
experience  that  at  any  age  I  get  my  most  brilliant  results,  with  regard 
to  odor  and  continuance  of  discharge  by  opening  the  antrum. 

Dr.  J.  M.  Ingersoll,  Cleveland:  I  simply  wish  to  ask  Dr.  CoflSn  whether 
these  patients  were  operated  upon  endonasally  or  through  the  canine 
fossa,  and  what  results  were  obtained? 

It  seems  to  me  that  we  should  not  consider  here  the  question  of 
atrophic  rhinitis.  If  this  is  to  be  a  discussion  on  the  origin  of  atrophic 
rhinitis,  may  I  ask  how  it  is  that  the  orbital  fissure  from  the  anterior 
half  atrophies  also  in  the  process?  There  is  no  sinus  opening  into  that 
district. 

Dr.  Henrt  L.  Swain,  New  Haven:  Dr.  Coffin  has  come  to  us  with  the 
most  astounding  assertions.  I  understand  he  has  come  with  the  proposi- 
tion stating  that  he  thinks  he  has  further  evidence  of  the  origin  of 
atrophic  rhinitis  in  children.  Then  he  comes  forward  with  the  statement 
that  he  thinks  he  can  cure  odor  by  opening  up  the  antrum,  and  in  his 
remarks  he  presupposes  that  these  diseased  antra  began  in  childhood, 
produces  atrophic  rhinitis,  and  continues  through  years  of  life.  Then  he 
states  he  cures  atrophic  rhinitis  of  at  least  the  odor  by  opening  up  the 
antra.  I  think  those  are  rather  bald  statements  and  would  like  to  hear 
them  commented  upon.  Personally,  I  have  examined  his  statements  and 
believe  he  is  right. 

Db.  J.  L.  GrOODALE,  Bostou:  Dr.  Coffin  will  have  an  opportunity  for 
further  elaboration  of  that  point.  It  is  in  order  for  any  member  to  ask 
questions  regarding  further  information  from  Dr.  Coffin. 

Dr.  Hanau  W.  Loeb.  St.  Louis:  This  so-called  purulent  rhinitis  which 
was  described  so  well  twenty-five  years  ago  or  so  is  exceedingly  common, 
and  from  the  fact  that  the  nasal  mucosa  is  affected,  it  is  easy  to  under- 
stand that  any  of  the  sinuses  more  directly  connected  with  the  nose  in 
childhood  than  in  adult  life  should  be  similarly  affected.  If  the  mucosa 
of  the  antra  is  thickened  in  an  existing  case  of  suppurative  rhinitis,  it  is 
very  natural  that  it  should  show  on  the  screen.     That  explains,  to  my 
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mind,  the  reason  that  in  so  many  of  these  cases  Dr.  Coffin  was  able  to 
find  evidence  of  obscuration  of  the  antral  fistula.  However,  this  is  an 
exceedingly  common  condition,  and  as  atrophic  rhinitis  is  fairly  uncom- 
mon, he  should  explain  why  it  is  that  so  many  get  well  without  the 
production  of  atrophic  rhinitis. 

Dr.  Burt  R.  Shurly,  Detroit:  I  should  like  to  ask  Dr.  Coffin  how  ex- 
tensive is  the  operative  procedure  following  this  particular  line  of 
invasion. 

Dr.  Norval  Pierce,  Chicago:  I  am  sure  that  some  of  these  pictures 
are  misleading.  Last  winter  I  had  two  cases — children  ranging  from 
four  to  six  years — where  the  roentgenologic  picture,  according  to  the  read- 
ings of  the  roentgenologist  and  myself,  showed  anterior  disease — in  one 
case  bilateral,  and  in  the  other  case  lateral.  I  washed  out  three  of  these 
antra  (in  one  case  I  washed  it  twice),  and  nothing  whatever  was  washed 
out.  They  were  quite  dry  antra.  There  is  no  doubt  but  what  they  were 
dry.  In  the  past  I  have  had  a  similar  experience  to  that,  where  the  dis- 
charge from  the  nose  led  me  to  have  an  ex-ray  taken,  and  where  the  roent- 
genologist said  that  the  sinuses  were  undoubtedly  diseased,  but  which 
were  found  healthy.  So  that  we  must  check  up  these  cases  of  supposed 
disease  of  the  sinuses  by  other  means  than  the  x-ray. 

Dr.  Robert  C.  Lynch,  New  Orleans:  Down  South  we  see  a  number  of 
cases  of  atrophic  rhinitis,  and  I  have  two  children  of  the  same  family, 
twins,  two  and  a  half  years  old,  perfectly  well  developed  cases  of  atrophic 
rhinitis.  I  wonder  whether  they  have  lived  long  enough  to  go  through 
the  period  of  inflammatory  changes  to  give  them  atrophy.  1  do  not  think 
they  are  due  to  simple  sinus  disease. 

Dr.  J.  M.  Ingersoll,  Cleveland  (closing  the  discussion) :  We  get  new 
ideas  in  regard  to  the  anatomic  relations  from  the  stereoscopic  pictures, 
because  we  get  the  three  dimensions.  In  regard  to  the  use  of  stereoscopic 
radiographs,  I  think  that  unless  a  man  uses  them  long  enough  to  become 
familiar  with  them,  and  develops  some  skill  in  interpreting  them,  thej 
are  liable  to  stop  using  the  method.  If  they  do  study  them  and  check  up 
the  findings,  I  am  sure  they  will  become  convinced  of  their  value. 

Dr.  Loeb  spoke  of  the  value  of  reversing  the  plate.  One  of  the  great 
advantages  of  the  stereoscopic  plate  is  that  you  can  look  at  it  from  both 
sides — that  is,  you  see  the  structures  in  the  operative  field,  and  also  from 
the  inside,  which  you  cannot  see  in  any  other  way. 

Shadows  over  the  accessory  cavities  in  the  x-ray,  whether  stereoscopic 
or  other  plates,  make  one  suspicious  of  involvement  of  the  sinuses  ol 
the  nose.  I  regard  them  simply  as  one  of  the  confirmatory  evidences, 
They  are  not  positive.  There  are  other  things  which  enter  into  the  causa 
tion  of  the  shadows.  A  sinus  which  has  thickened  mucous  membrane 
casts  a  darker  shadow  than  one  with  a  normal  mucous  membrane.  The 
variations  of  the  bone  structures  themselves,  or  part  of  the  other  bones 
beyond  coming  into  the  field,  make  one  sinus  appear  darker  than  another. 
The  bones  do  vary,  so  that  a  dark  sinus  alone,  as  seen  in  the  plate,  should 
make  one  only  suspicious  of  that  cavity. 

Dr.  Lewis  A.  Coffix,  New  York  City  (closing  the  discussion):  Every 
case  of  atrophic  rhinitis  generally  brings  out  something  like  adenoids 
and  tonsils.  Inasmuch  as  this  is  so,  and  that  Dr.  Loeb  stated  that  it  is 
not  a  very  common  or  rare  disease,  I  will  convince  him  at  least  that  it 
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is  as  conimon  as  this.  If  you  go  iu  the  hospital  ward  you  will  find  almost 
all  the  children  show  disease  ot  this  kind.  This  does  not  mean  that 
it  you  will  take  them  off  the  street  they  will  show  the  same  percentage. 
Thev  are   simply  diseased  children. 

I  had  a  little  patient  in  the  same  ward  four  or  five  years  ago.  and  she 
Is  now  ten  or  eleven  years  old.  She  had  a  keratitis,  and  had  been  in  the 
hospital  a  year.  We  took  out  one  tooth,  both  the  milk  tooth  and  the  one 
above  it,  and  cleaned  up  the  antrum,  and  inside  of  a  short  time  her  eyes 
were  open  and  they  have  been  open  ever  since.  I  saw  the  child  and 
examined  her  jaw,  and  one  would  not  know  she  had  even  lost  a  tooth 
unless  you  counted  the  teeth  on  the  two  sides. 

Somebody  asked  the  question  as  to  whether  these  all  went  on  to  atrophic 
rhinitis.  I  presume  not.  Some  get  well:  but  all  the  cases  shown  here 
are  chronic  cases. 

Tiiere  are  changes  in  the  lining  membranes  of  sinuses  that  the  micro- 
scone  and  pathologists  cannot  tell  us.  There  are  latent  sinusitis  cases  in 
which  the  x-ray  does  not  show  much.  1  have  operated  upon  a  case  and 
found  no  free  pus  and  no  pockets  of  pus,  but  every  bit  of  tissue  taken 
away  the  pathologists  will  tell  you  is  just  covered  with  disease.  I  think 
it  is  possible  to  get  some  of  our  worst  conditions  from  latent  sinusitis 
cases.  The  antrum  frequently  shows  dark  under  the  x-ray;  you  cannot 
even  get  water  through,  and  yet  there  is  no  pus.  I  do  not  know  whai 
the  degeneration  of  that  membrane  is,  but  it  is  full  of  polyps. 

In  regard  to  opening  up  the  antrimi  and  getting  rid  of  the  odor, 
because  it  is  just  as  easy  to  do  this  in  atrophic  cases,  go  home  and  try  it. 

We  had  one  case  in  which  the  odor  was  as  bad  as  you  can  think  of, 
and  the  patient  had  never  been  treated  for  ozena,  and  nothing  had  been 
done  but  the  antrum  opened.  In  some  of  the  cases  we  purposely  left  the 
ethmoids  to  pustulate  and  scab,  in  order  to  see  the  scabs  without  the  odor, 
but  the  antrum  is  clear. 

The  intranasal  Drainage  of  the  Frontal  Sinus.  By  E.  Fletciifu  Inoal.s. 
M.  D.,  Chicago. 

The  writer  believes  that  in  a  large  majority  of  cases  of  chronic  frontal 
sinus,  disease,  free  drainage  is  all  that  is  necessary,  and  that  vigorous 
curettage  is  a  bad  practice,  although  gentle  removal  of  polypi  or  granula- 
tion tissue  with  a  curette,  if  present,  would  undoubtedly  hasten  the  cure. 

The  furor  for  extensive  mutilating  operation  on  the  frontal  sinus  has 
had  its  day,  and  now,  more  conservative  intranasal  drainage  is  a  practice 
that  is  generally  accepted. 

The  writer's  attention  was  first  called  to  the  benefit  obtained  from 
intranasal  treatment  in  1893,  when  he  succeeded  in  curing  two  cases 
by  intranasal  treatment,  as  neither  of  them  would  consent  to  an  external 
operation. 

As  drainage  into  the  nose  was  a  prerequisite  for  treatment,  the  writer 
devised  a  burr  with  a  safety  guide  to  be  run  into  the  nasofrontal  duct 
so  that  the  duct  could  be  enlarged  permanently. 

This  burr  made  a  canal  six  millimeters  in  diameter,  which,  however, 
had  a  tendency  to  contract.  To  prevent  this  latter,  a  metal  tube  was 
inserted  into  the  canal.  This  metal  tube  was  superseded  by  the  spring- 
gold  self-retaining  tube  now  in  use.  This  may  be  worn  for  a  number  of 
years  and  permits  free  irrigation  by  the  patient. 
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The  writer  is  convinced  that  the  operation  can  readily  be  performed 
by  any  properly  equipped  laryngologist,  and  has  placed  the  percentage 
of  recovery  of  suitable  cases  as  high  as  ninety-five  per  cent. 

The  instruments  used  are  described,  as  also  a  detailed  account  of  the 
manner  of  operating  that  the  speaker  has  devised. 

Further  Report  on  the  Intranasal  Treatment  of  Accessory  Sinus  Diseases. 
By  RoBEUT  CrxMM.iiA.M  ^Iylks,  M.  D.,  New  York. 

In  the  past  twenty-four  years  the  writer  has  had  much  to  say  concern- 
ing the  intranasal  treatment  of  accessory  sinus  diseases.  On  the  fourth 
Wednesday  in  January,  1893,  twenty-four  years  ago,  he  read  a  paper 
entitled,  "The  Diagnosis  of  the  Diseases  of  the  Accessory  Sinuses  and 
Their  Treatment." 

On  account  of  the  failure  to  secure  uniformly  good  results,  in  antral 
suppuration,  he  made  use  of  the  malar  ridge  and  canine  fossa  route;  and 
then,  after  due  consideration  had  been  given  to  the  cases,  with  more  or 
less  unsatisfactory  results,  it  was  noted  that  very  favorable  conditions 
nearly  always  folloAved  when  the  window  through  the  inferior  nasomeatal 
wall  was  not  less  than  fifteen  millimeters  in  diameter,  and  never  con- 
tracted to  less  than  about  ten  millimeters. 

The  Avriter  continues  to  prefer  the  nasal  route  to  the  antral  one  for 
operation  on  the  sphenoidal  cells,  and  strongly  advocates  making  large 
openings  in  the  anterior  walls. 

Partial  success  in  an  attempted  submucous  and  subperiosteal  operation 
on  the  anterior  wall  previous  to  removal  of  the  bony  wall,  and  the  utiliza- 
tion of  the  membranes, for  covering  the  lower  sections  of  severed  bone, 
encourages  the  belief  that  if  this  procedure  is  well  carried  out  it  will 
aid  materially  in  preventing  the  too  frequent  closure  of  the  sphenoidal 
openings. 

In  the  ethmoidal  cases  the  classical  operations  of  removal  of  the  middle 
turbinal,  the  floors  and  the  median  walls  of  the  cells  are  carried  out. 

The  progress  that  has  been  made  in  the  intranasal  treatment  of  the 
frontal  sinus  diseases  centers  around  the  methods  for  making  perm.anent 
large  openings  from  the  nose  into  the  sinuses. 

After  removal  of  the  anterior  end  of  the  middle  turbinal  and  the  an- 
terior ethmoidal  cells,  the  writer  uses  improved  designs  of  his  outward 
cutting  chisels  for  removing  as  much  as  is  possible  of  that  part  of  the 
floor  of  the  sinus  which  is  formed  by  the  nasal  process  of  the  superior 
maxillary  bone.  These  instruments  are  used  with  a  feeling  of  safety,  as 
they  automatically  protect  the  dangerous  areas  in  this  region.  Several 
of  the  most  useful  models  are  presented  with  this  paper  for  your  inspec- 
tion. 

DISCUSSION. 

Di!.  Ejiil  Mayeh.  New  York  City:  I  would  like  to  make  an  apology 
for  the  abstract  editor,  and  would  like  to  say  that  what  Dr.  Ingals  com- 
plains of  was  not  any  garbling  of  any  original  paper,  but  a  misstatement 
on  tlie  part  of  the  stenographer  of  the  discussion,  which  was  very  volum- 
inous, on  the  symposium.  The  original  statement  of  the  stenographer 
as  to  Dr.  Ingals'  standpoint  was  quite  in  accord  with  what  he  says  to-day. 
The  trouble  lay  in  an  attempt,  within  one  hundred  and  fifty  words,  to 
make  a  description  of  an  operation  which  omitted  some  quite  vital  and 
important  things.     I  will  say  this,  that  I  question  whether  any  laryngol- 
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ogist  woiild  take  an  abstracted  report  in  any  journal  and  would  attempt 
to  follow  any  method  or  description  of  any  operation.  He  would  surely 
go  to  tlie  writer  of  the  paper  or  to  the  Transactions  of  the  Association, 
so  as  to  get  the  correct  report.  However,  all  bad  things,  and  this  cer- 
tainly was  bad,  as  Dr.  Ingals  and  I  and  the  rest  of  you  also  will  agree, 
have  their  good  ends,  and  the  good  end  lies  in  that  we  have  again  the 
pleasure  of  hearing  from  Dr.  Ingals  just  how  this  intranasal  operation  is 
done,  and  how,  after  ten  years,  he  finds  that  the  operation  is  still  one  that 
he  can  recommend  to  us.  So,  if  you  will  forgive  the  abstract  editor  in 
part  and  the  stenographer  in  whole,  I  think  you  will  agree  with  me  that 
something  has  nevertheless  been  gained. 

Dn.  Joseph  H.  Bryan,  Washington:  I  have  been  able  to  open  up  the 
frontal  sinus  in  the  living  subject,  too,  but  not  in  all  cases.  After  having 
gone  over  the  anatomic  relations  in  the  cadaver  so  many  times,  I  have 
found  out  that  a  great  many  irregularities  exist  in  the  accessory  sinuses, 
particularly  in  regard  to  the  frontal  in  relation  to  the  ethmoid,  and  it 
makes  me  hesitate  when  I  hear  this  procedure,  so  ardently  recommended 
as  it  has  been  by  Dr.  Ingals.  There  must  be  some  difference  in  the  cases 
that  we  have  been  having.  I  am  quite  sure  that  no  such  method  as  the 
doctor  recommends  can  possibly  cure  such  cases  as  I  have  had.  Now,  I 
have  never  yet  operated  on  an  acute  catarrhal  or  an  acute  suppurative 
inflammation  of  the  frontal  sinus.  I  have  had  considerable  experience  in 
this  line.  All  of  my  cases  have  been  of  a  severe  form  of  chronic  inflam- 
mation, lasting  a  number  of  years.  After  going  over  his  papers  time  and 
time  again,  and  trying  to  bring  myself  to  believe  that  I  could  follow  out 
the  same  line  of  procedure,  I  have  been  timid  and  have  gone  to  the 
external  method,  and  whenever  I  have  one  of  these  cases  I  have  come  to 
the  conclusion  that  such  an  operation  is  not  possible  to  relieve  such  cases. 
Now,  is  it  possible  in  a  frontal  sinus,  with  a  prolongation  extending  far 
into  the  frontal  bone  and  extending  back  into  the  floor  of  the  orbit  and 
into  the  external  angle,  by  more  drainage  to  cure  a  case  of  that  kind? 
Now,  in  these  chronic  cases  there  is  nearly  always  caries  of  the  frontal 
region,  and  it  is  not  possible  to  cut  the  bone  out  or  cure  the  condition  by 
simple  drainage,  which  this  method  is  directed  to,  as  I  understand  it. 

In  his  hands,  undoubtedly,  the  entering  of  the  frontal  sinus  is  prac- 
tically an  easy  method,  but  is  it  a  safe  method  or  an  easy  method  for  the 
average  rhinologist?  While  sometimes  it  may  be  very  simple  for  those 
who  are  practiced  in  doing  this  kind  of  work,  nevertheless,  a  man  must 
always  bear  in  mind  that  he  cannot  know  what  there  is  inside  of  that 
sinus  without  doing  the  external  operation. 

D){.  Hets'ky  L.  Swaix,  New  Haven:  There  are  a  great  many  cases 
where  we  refuse  or  hesitate  to  make  an  external  operation.  We  are  not 
all  as  successful  as  Dr.  Bryan  in  having  our  operations  clean  up.  Cer- 
tainly, I  think  there  is  a  vast  field  for  the  procedures  of  Dr.  Ingals  in  the 
medium  cases,  and  in  the  severe  cases  we  will  bow  to  Dr.  Bryan.  I  have 
had  some  severe  cases,  but  a  lot  of  cases  we  could  get  well  by  the  internal 
method.  This  is  safe  and  sane.  Dr.  Ingals  has  proposed  one  to  us.  I 
must  say  I  have  not  done  it.  I  am  like  Dr.  Bryan,  afraid  to  do  it,  from 
my  knowledge  of  it  from  his  description  alone,  even  though  it  is  pro- 
fusely illustrated.  I  seem  to  get  along  with  milder  means  than  even 
Dr.  Ingals  suggests,  but  I  do  get  the  cases  well,  and  do  not  have  to  do 
the  external  operation  only  very  rarely. 
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I  have  had  this  winter  three  cases  which  anybody  would  suppose  ought 
to  require  external  operation,  where  there  have  been  spontaneous  external 
perforations  into  the  orbital  cavity,  and  one  where  the  diseases  went 
through  the  front  plate  of  the  frontal  sinus  on  to  the  forehead.  Presum- 
ably the  process  was  severe  enough  to  make  the  bone  necrotic.  All  three 
got  well  simply  by  ordinary  curettement  of  the  frontal  nasal  duct  and  open- 
ing the  abscess  in  the  orbit.  The  bone  of  the  external  plate  was  not  touched 
in  any  way  at  all.  I  have  simply  had  good  luck,  but  it  shows  the  possi- 
bilities— that  sometimes  cases  seem  severe  and  yet  do  not  require  severe 
measures.  There  are  three  classes  of  cases- — the  ones  that  get  well  by 
simple  curettement;  those  that  require  simple  intranasal  methods;  and 
occasionally  a  case  that  requires  the  external  method. 

Di{.  Haxau  W.  Loeb,  St.  Louis:  I  just  want  to  mention  a  procedure 
which  Halle  published  in  the  past  two  years,  which  makes  all  these  ex- 
ternal operations  much  easier,  and  that  is  to  make  a  flap  of  the  mucous 
membrane  covering  the  superior  maxilla  anterior  to  the  middle  turbinate. 
It  takes  away  that  thickness  of  the  wall  and  also  permits  much  more 
ready  access  to  the  frontal  sinus. 

Dk.  Gorge  E.  Shambaugh,  Chicago;  The  more  I  see  of  chronic  acces- 
.sory  sinus  infection,  the  more  I  become  convinced  that  intranasal  surgery 
is  the  proper  treatment  for  the  vast  majority  of  the  cases.  Most  of  the 
cases  can  be  cured  by  this  method,  and  those  which  are  not  completely 
cured  are  with  very  few  exceptions,  relieved  of  all  symptoms  which  would 
justify  an  external  operation. 

In  the  case  of  the  maxillary  sinus  I  have  found  that  by  working 
through  the  nasal  fontanelle  in  the  middle  meatus  one  can  in  a  few 
seconds'  time,  with  suitable  instruments,  secure  an  opening  one-half  by 
three-quarter  inch  long  and  one-half  inch  broad,  which  is  ample  for  our 
purpose.  This  can  be  done  with  local  anesthesia  with  much  less  shock 
to  the  individual  than  an  opening  in  the  inferior  meatus.  The  old  idea 
ihat  an  opening  in  the  inferior  meatiis  had  an  advantage  because  of  its 
location  near  the  floor  of  the  sinus,  does  not  hold  true,  thus  securing 
ventilation  of  the  sinus.     Xo  irrigation  afterward  is  required. 

The  frontal  sinus  is  considerably  more  difficult  ofttimes  to  secure  a 
sufficiently  large  intranasal  opening  to  permit  of  free  ventilation  of  the 
frontal  sinus,  and  for  this  reason  we  are  able  less  often  by  intranasal 
surgery  to  bring  about  a  complete  cure  of  chronic  frontal  sinuitis;  but 
it  is  the  rarest  exception  for  us  to  find  a  frontal  sinus  infection  where 
anything  more  than  intranasal  surgery  is  justified.  It  has  been  my  belief 
for  a  long  time  that  the  external  operation  for  the  frontal  sinus  should 
be  a  tabooed  operation  except  in  the  rare  cases  where,  in  spite  of  pains- 
taking, careful  intracranial  surgery,  severe  symptoms  persist,  indicating 
retention  and  pressure  and  threatening  intracranial  complications. 

Di?.  Greenfield  Sluder.  St.  Louis:  I  think  that  when  Dr.  Bryan  takes 
the  stand  that  there  are  cases  with  a  ramification  of  the  frontal  sinus 
under  the  roof  of  the  orbit,  out  into  the  external  cochlear  process  of  the 
frontal  bone,  >vhen  it  runs  back  to  the  lesser  wings  of  the  sphenoid  and 
extending  more  or  less  swollen  beyond  with  granulation  tissue,  that  case 
will  in  all  probability  not  get  on  by  simple  drainage.  Dr.  Roe,  if  I 
remember  correctly,  in  1890,  stated  that  he  had  deliberately  left  the 
antrum    in   one   case   filled   with    granulation   tissue,   prevented    internal 
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drain  and  left  the  granulation  tissue  alone,  and  that  the  case  healed. 
Some  five  or  six  years  ago  I  was  in  a  frontal  sinus  externally,  and 
found  it  not  specifically  enlarged  or  ramified,  but  filled  with  granulation 
tissue.  The  case  had  been  operated  by  someone  else  before,  and  the  naso- 
frontal outlet  was  blocked  in  solid  bone.  There  was  great  headache,  and 
the  bone  was  so  healed  that  it  could  not  be  handled  from  within,  so  I 
went  into  it  externally  and  found  the  cavity  filled  with  granulation  tissue, 
but  I'ut  a  drain  into  the  nose  and  that  was  satisfactory.  I  left  the  cavity 
filled  with  granulation  tissue  and  that  case  healed. 

I  believe  that  the  value  of  a  satisfactory  drain  for  all  of  these,  whether 
they  be  frontal,  ethmoidal,  antral  or  sphenoidal,  cannot  be  possibly  too 
greatly  exaggerated,  but  there  must  still  remain  a  case  that  requires 
Dr.  Bryan's  i)rocedure,  that  must  of  necessity  justify  his  ideas  concerning 
these  cases.  It  is  difficult  to  tell  how  far  it  really  can  go.  In  1890  I  had 
an  antrum  that  had  been  suppurating  four  to  five  years.  The  operation 
that  was  done  was  the  old  Cowper  through  the  alveolar.  I  kept  it  open 
with  a  plug,  I  washed  it,  and  in  some  six  months  it  stopped  suppurating. 
It  was  always  reinforced  by  coryza  and  healed  with  a  few  washings.  The 
old  gentleman  died  a  few  years  ago.  After  I  learned  the  intranasal  pro- 
cedure, I  offered  him  that  and  explained  that  it  was  a  better  procedure 
and  would  relieve  him  of  his  trouble  and  his  plug,  but  he  declined  to 
accept  it. 

Di!.  E.  Fi.KTCUKit  iMi.u.s,  Chicago  (closing  the  discussion):  Dr.  Bryan 
thinks  that  if  one  cannot  get  into  the  frontal  sinus,  it  cannot  be  operated 
on.  This  is  quite  right.  However,  I  have  been  able  to  pass  the  probe 
into  the  sinus  in  ninety-five  per  cent  of  all  chronic  cases,  but  in  about 
ten  per  cent  I  was  not  able  to  get  it  in  the  whole  distance  at  first;  then 
I  ran  a  burr  up  perhaps  three-eighths  of  an  inch,  after  which  the  probe 
passed  easily  into  the  sinus  and  the  operation  was  completed.  You  notice 
that  these  probes  are  of  different  sizes  and  curves.  If  a  probe  will  not 
go  in  with  one  curve,  make  another  one;  if  a  large  one,  one  and  one- 
half  millimeters,  will  not  go  in,  take  one  that  is  one  millimeter  in  diam- 
eter. If  one  can  do  the  operation,  possibly  in  five  per  cent  of  the  cases 
an  external  operation  may  be  desirable  later  on.  I  would  not  claim  this 
as  a  cure-all  by  any  means.  The  question  as  to  whether  drainage  is 
sufficient  to  cure  these  cases  or  not  is  one  that  we  have  to  determine  by 
experience.  Experience  seems  to  show  that  it  is  sufficient  in  most  cases, 
even  if  there  are  granulations.  It  seems  to  me  that  scrai)ing  out  all  of 
the  mucous  membrane  in  the  sinus  is  absolutely  bad  practice. 

I  do  not  recall  any  chronic  case  in  which  1  have  attempted  to  probe  the 
frontal  sinus  in  which  I  have  not  succeeded — at  least,  after  I  have  run 
the  drill  in  for  perhaps  three-eighths  of  an  inch;  but  I  will  admit  that  it 
has  occasionally  taken  me  as  much  as  an  hour  to  do  it.  But  if  I  can 
get  the  probe  in  once,  the  next  time  that  I  put  it  in  I  can  make  a  large 
opening  very  easily. 

I  believe  that  practically  all  of  the  cases  will  heal  if  we  give  them 
drainage,  and  1  think  that  most  of  you  will  believe  this. 

D:.  RoBKur  C.  :Myi.i:s.  New  York  City  (closing  the  discussion):  If  you 
are  going  lo  obliterate,  you  have  to  obliterate  completely;  but  if  you 
leave  one  small  piece  of  mucous  membrane  in  the  sinus,  you  will  have 
trouble.     Patients  are  coming  to  me  all  the  time  from   the  general  sur- 
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geons  with  imperfect  drainage.  If  you  will  notice,  in  my  paper  I  men- 
tioned the  fact  that  they  opened  the  sinuses  and  left  them  with  a  so-called 
polypoid  condition;  they  simply  packed  them.  The  reason  of  that  is 
that  these  are  not  granulations,  but  an  edematous  condition  called  gran- 
ulations. They  will  disappear;  the  condition  is  the  same  as  the  watery 
eye  or  the  postorbital  eye.  It  is  a  circulatory  condition  and  not  a  path- 
ologic one.  I  admit,  of  course,  that  granulation  sometimes  comes  from 
diseased  periosteum. 

But  fundamentally,  the  crucial  point  in  all  of  these  cases  is  to  get  it 
open  and  maintain  it  open  and  keep  it  open;  and  the  results  in  this 
way  are  better  so  far.  1  believe  that  five  or  ten  per  cent  of  these  cases 
have  come  to  external  operation,  but  we  are  now  able  to  cure  a  large 
percentage  of  them  by  the  internal  method.  The  question  of  the  neces- 
sity of  distinction  enters.  I  have  lots  of  cases  which  heretofore  I  would 
ha.\i  determined  to  require  the  external  operation,  which  are  now  oper- 
ated by  the  internal  procedure. 
Vincent's  Angina.     By  Tho.m.\s  Huhbakd.  M.  D.,  Toledo. 

(Published  in  the  present  issue  of  Tfik  Lakv.ngo.scope. ) 

DISCUSSION. 

D.:.  Emu.  M-wki:.  Xew  York  City:  I  would  take  some  exception  to  the 
originality  of  the  use  of  glycerin  of  iodin.  When  I  first  called  attention 
to  this  infection. we  know  so  well  now,  1  then  spoke  of  the  use  of  iodin, 
iodid  of  potassium,  and  glycerin  as  a  local  application.  I  have  since 
learned  to  know  the  tremendously  valuable  effect  of  the  salve,  either 
injected  intravenously  or  applied  locally. 

A  very  short  wiiile  ago  a  patient  presented  himself  at  the  Mt.  Sinai 
Hospital,  Xew  York  City,  with  a  very  large  ulceration  at  the  under  sur- 
face of  the  tongue  that  had  been  existing  for  a  couple  of  months  and  due 
to  the  bacillus  Vincent.  A  local  application  of  the  salvarsan  with  an  in- 
travenous injection,  the  Wassermann  having  first  been  proven  negative, 
resulted  in  a  cure  within  forty-eight  hours.  1  would  like,  however,  to 
see  some  of  the  results  from  the  application  of  the  salvarsan  locally,  with- 
out the  intravenous  injection.  It  is  very  possible,  indeed  that  the  appli- 
cation itself  would  do  all  that  we  would  require,  and  the  patient  might 
not  even  require  an  injection:  but  it  does  not  mean  by  any  means  that 
because  a  patient  has  recovered  that  that  patient  has  had  syphilis,  but 
that  this  arsenical  preparation  has  a  beneficial  effect  on  the  treatment 
and  cure  of  this  disease. 

Dj:.  Thom.vs  H.vLsTKi).  Syracuse:  About  a  year  ago  a  ijhysician  con- 
sulted me,  with  the  statement  that  for  six  weeks  he  had  had  a  severe 
tonsillitis.  He  had  contracted  this,  apparently,  from  dancing  one  evening 
with  a  school  teacher,  who  had  at  the  time  a  sore  throat,  whicti  was 
diagnosed  the  next  day  as  diphtheria.  She  died  in  the  course  of  ten 
days  from  Vincent's  angina.  This  doctor  developed  within  a  short  time 
an  ulcerative  sore  throat.  He  was  seen  by  a  number  of  specialists,  but 
the  diagnosis  was  not  made,  and  he  finally  came  to  me.  I  found  an 
extensive  and  deep  ulceration  of  both  tonsils  and  a  marked  cervical 
adenitis.  The  ulceration  was  soon  proven  to  be  Vincent's  angina  micro- 
scopically. A  short  time  before  this  my  attention  had  been  called  by  a 
general    practitioner   to    the    possible   use   of   enesol    in    the    treatment    of 
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Vincent's  angina.  Enesol  is  a  French  preparation  of  arsenate  of  mercury. 
We  used  enesol  hypoderniically  and  did  nothing  else.  There  was  no  local 
treatment  whatever.  The  improvement  was  marked,  and  at  the  end  of 
six  days,  during  which  time  three  treatments  were  given,  the  ulceration 
was  per.fectly  healed.  Since  this  case  I  have  treated  not  less  than  six  or 
eight  cases  of  Vincent's  angina  with  enesol,  and  all  of  them  with  most 
satisfactory  and  rapid  improvement.  I  think  enesol  is  a  specific  for 
Vincont's  angina,  and  preferable  to  salvarsan,  because  of  the  greater  safety 
and  simplicity  of  the  treatment. 

Dr.  Thomas  Hubraru,  Toledo:  I  am  very  glad  that  Dr.  flayer  men- 
tioned the  use  of  iodin. 

This  formula  is  iodid  of  zinc,  iodin,  glycerin.  Whether  it  is  moo-e. 
penetrating  than  the  ordinary  iodin  glycerin  preparations,  I  do  not  know. 

As  to  the  choice  of  the  arsenical  preparations,  I  think  that  is  a  question 
of  clinical  proof;  Dr.  Halsted's  report  only  goes  to  show  that  the  use  of 
some  member  of  the  arsenical  group  is  a  dependable  treatment  of  Vin- 
cent's angina  type  of  infection. 

General   Streptococcic   Infection  Through  the  Accessory  Sinuses  and  the 
Tonsil.     By  T.  H.  H.vlsted,  M.  D.,  Syracuse. 

Chronic  suppurations  in  the  sinuses  are  by  no  means  local  diseases  in 
the  sense  that  their  effects  are  confined  to  these  organs. 

It  is  the  chronic  infections,  the  staphylococcic,  pneumococcic  and  strep- 
tococcic, that  are  perhaps  of  greatest  importance,  because  of  the  insidious 
and  slow  degeneration  which  their  absorption  produces  in  the  whole  sys- 
tem. In  these  which  are  so  commonly  overlooked  and  their  true  signifi- 
cance so  little  appreciated  by  both  specialists  and  the  general  practitioner. 

Of  equal  and  perhaps  greater  importance  than  local  infections  of  the 
nose  and  their  adnexa,  though  only  in  degree,  are  the  infections  of  the 
teeth  and  of  the  tonsils. 

The  tonsils,  whether  the  faucial,  lingual  or  nasopharyngeal,  in  a  normal 
healthy  condition,  undoubtedly  .offer  a  hindrance  and  are  a  barrier  to  the 
farther  ingress  of  pyogenic  organisms  to  the  lymph  or  blood  stream. 
Conversely  in  a  diseased  and  dilapidated  condition,  these  same  structures 
offer  a  habitation  and  afford  the  easiest  way,  becoming  the  open  portal, 
for  the  passage  beyond  of  the  invading  army  of  micro-organisms. 

A  mixed  infection  of  the  tubercle  bacillus  and  the  streptococcus  is  of 
frequent  occurrence.  .lust  as  tuberculosis  is  conveyed  from  one  individual 
to  another  through  the  inhaled  sputum,  and  is  mildly  contagious,  so  prob- 
ably is  rheumatism — i.  e.,  infectious  streptococcic  rheumatism. 

It  is  a  matter  of  constant  clinical  observation  that  with  enlarged  and 
diseased  tonsils,  not  regarded  as  tubercular,  enlarged  cervical  glands, 
thought  to  be  tubercular,  are  often  associated.  The  removal  of  such  ton- 
sils is  usually  followed  by  a  reduction  in  the  size  of  the  enlarged  glands. 

Endocarditis  and  arthritis  often  supervene  or  follow  an  attack  of  acute 
tonsillitis. 

Chorea  is  now  known  to  be  a  rheumatic  or  streptococcic  infection  of  the 
nervous  system,  that  the  improvement  results  because  of  the  removal  of 
the  primary  focus  of  infection,  the  tonsil  and  the  adenoid. 

In  childhood,  tonsillar  and  lymphoid  tissue  is  most  prone  to  acute  infec- 
tion, and  it  is  at  this  time  of  life  that  acute  inflammatory  rheumatism  and 
endocax'ditis,  usually  following  an  acute  tonsillitis,  is  most  likely  to  occur. 
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We  shall  soon  be  classifying  a  great  many  affections,  now  regarded  and 
treated  as  separate  entities  under  the  general  classification  of  streptococ- 
cic disease. 

The  streptococcus  is  transmitted  from  one  individual  to  another  through 
direct  or  nearly  direct  contact,  such  as  in  the  act  of  coughing,  sneezing, 
kissing,  the  organism  being  inhaled  into  the  mouth  with  the  mucus  from 
the  infected  person,  or  it  may  enter  through  traumatism  by  means  of  an 
infected  instrument,  or,  again,  it  may  reach  the  mouth  through  food, 
particularly  milk,  the  milk  having  been  infected  by  those  handling  it. 

As  for  the  treatment  of  streptococcic  infected  tonsils,  complete  enuclea- 
tion  (tonsillectomy)   is  the  rational  procedure. 

After  the  tonsils  are  removed  the  patient  may  still  show  evidence  of 
remote  or  general  streptococcic  infection.  This  means  simply  that  there 
still  remains  a  focus  somew^here,  possibly  in  the  adenoids.  Possibly  the 
tonsils  were  not  completely  removed,  even  though  the  operator  was  most 
careful,  a  small  piece,  no  larger  than  a  pea,  remaining  in  the  supra- 
tonsillar  fossa  or  at  the  base,  adjoining  the  lingual  tonsil;  and  if  such  is 
the  case,  this  fact  should  be  recognized  and  dealt  with  by  a  second  opera- 
tion, the  sooner  the  better.  Again,  an  apical  tooth  abscess  may  have 
been  overlooked  or  the  difficulty  may  lie  in  a  secondary  focus  in  the  gall 
bladder,  the  appendix,  some  joint,  the  endocardium,  pleura  or  other 
localized  area. 

The  Susceptibility  to  Infection  Manifested  by  the  Remains  of  Incompletely 
Removed  Tonsils.     By  Hanat  W.  Loeb.  M.  D.,  St.  Louis. 

If  a  i)ortion  of  the  tonsillar  lymphoid  tissue  is  left  after  operation, 
especially  if  it  happens  to  contain  a  crypt,  it  is  very  much  inclined  to 
persist  in  statu  quo.  It  may  never  occasion  any  unpleasant  result,  but  it 
is  present  nevertheless  with  its  susceptibility  to  infection,  reduced  though 
it  may  be.  What  is  considered  an  atrophied  tonsil  usually  signifies  that 
the  tonsil  tissue  has  become  somewhat  more  covered  by  the  anterior  pillar 
and  has  in  part  simply  disappeared  from  view. 

There  must  be  a  not  inconsiderable  number  in  which  tonsillar  stumps 
remain,  even  in  the  practice  of  the  most  experienced  operators,  and  the 
writer  presents  five  cases  showing  infection  originating  in  such  tonsillar 
remains. 

These  cases  definitely  show  that  small  masses  of  tonsil  tissue  over- 
looked, or  at  least  not  removed  at  the  operation,  are  susceptible  of  infec- 
tion with  remote  effects  similar  to  those  which  follow  acute  tonsil  infec- 
tions. 

They  must  have  their  counterpart  in  the  practice  of  other  laryngologists. 
and  from  his  OAvn  experience  must  be  common  enough  to  constitute  a 
fairly  definite  clinical  entity. 

They  present  a  decisive  argument  against  any  form  of  operation  which 
does  not  contemplate  the  entire  removal  of  the  tonsil,  especially  where 
there  has  already  been  some  infective  processes  originating  in  the  tonsil. 

They  suggest  the  advisability  of  following  up  cases  of  tonsillectomy  to 
determine  whether  any  portion  remains  and  whether  it  has  become  a  focus 
of  infection. 

DlSCrSSIOX    OF    PAPERS    OF    DR.    T.    H.    HALSTET)    AXD    DK.    HAXAU    W.    I.OEB. 

Dr.  George  B.  Wood,  Philadelphia:      I  desire  to  call  especial  attention 
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to  the  difficulty  in  recognizing  when  a  tonsil  is  responsible  and  when  it 
is  not  responsible  for  a  given  infectious  condition.  According  to  my  own 
experience,  inspection  of  the  tonsil  itself  in  tlie  majority  of  cases  side 
little  in  this  determination.  Small  innocent-looking  tonsils  can  give  rise 
to  severe  general  infections,  while,  on  the  other  hand,  large  swollen  ton- 
sils with  masses  of  epithelial  debris  in  the  crypts  are  frequently  found  in 
apparently  normal  individuals.  Of  much  more  value  is  the  history  of 
repeated  attacks  of  tonsillitis,  their  relation  to  the  general  infection,  and 
the  presence  of  cervical  adenopathy.  The  bacteriologic  study  of  the  con- 
tents of  the  crypts  of  the  tonsil  will  often  give  important  data.  This 
study  can  be  carried  further  by  determining  the  relation  of  the  bacteria 
obtained  from  the  crypts  to  the  blood  reactions  of  the  individual.  In  a 
person  suffering  from  chronic  tonsillar  absorption  for  a  considerable 
length  of  time,  if  is  probable  that  a  certain  amount  of  immunity  against 
these  organisms  has  been  established.  If  agglutination  of  the  bacteria 
from  the  crypts  or  a  complement  fixation  can  be  demonstrated,  there 
would  be  good  reason  to  believe  that  a  certain  amount  of  absorption  had 
taken  place  through  the  tonsil.  From  a  somewhat  limited  number  of 
cases  this  reaction  has  been  found  in  a  certain  number  of  chronic  cases, 
though  in  acute  tonsillar  infections  the  immune  bodies  could  not  be  dem- 
onstrated; probably  becaues  sufficient  time  had  not  elapsed  for  their  forma- 
tion. The  importance  of  these  reactions  can  only  be  determined  by  a  large 
series  of  cases,  preferably  carried  out  by  a  number  of  observers. 

Concerning  the  possibility  of  recurrence  of  tonsila  after  removal,  I 
believe  that  a  certain  amount  of  actual  recurrence  can  take  place.  In 
these  cases  the  new  tonsillar  tissue  is  superficial  and  is  found  simply  as 
small  Imyphoid  follicles  scattered  over  the  surface  of  the  scar  tissue. 
More  frequent  and  more  serious  apparent  recurrences  are  simply  hyper- 
idaslas  of  tonsillar  tissue  left  behind  at  the  operation. 

Di!.  BriiT  R.  SiiXKi.Y.  Detroit:  Many  people  think  that  when  their 
tonsils  are  removed  they  w"ill  never  have  another  sore  throat,  and  that  is 
not  probably  explained  sometimes  by  the  man  who  does  the  operation. 
Again,  we  have  certain  islands  of  tissue  that  are  perhaps  more  frequently 
left  in  place,  and  undoubtedly,  if  w'e  take  into  consideration  all  the  dif- 
ferent operations  we  have  done  throughout  the  years,  we  will  find  a  very 
considerable  number  of  incomplete  operations.  On  the  anterior  pillar 
itself,  very  frequently  even  w^hen  we  think  we  have  accomplished  a  very 
complete  operation,  we  find  tiny  islands  of  tissue  which  can  only  be 
observed  by  a  most  thorough  examination.  Many  times  when  we  think 
we  have  done  a  most  complete  operation  and  go  back  over  the  ground 
again,  one,  two  or  three  times,  we  still  find  some  tiny  islands  of 
tissue  we  have  left;  if  this  happens  to  be  on  the  anterior  i)illar,  it  fre- 
quently gives  rise  to  more  trouble.  1  do  think,  though,  that  there  is 
great  danger  of  exaggeration  as  to  just  how  nuu  h  damage  results  from 
leaving  some  of  these  tiny  islands  of  tissue. 

Dk.  TiiOiiA.s  Hii5i?.\i!i).  Toledo:  I  have  in  mind  a  throat  in  which  there 
was  perfect  enucleation  of  the  tonsil,  and  yet  the  patient  returned  several 
times  and  said  that  she  w-as  having  recurrent  attacks  resembling  those 
which  she  previously  had.  Finally,  one  day  she  returned  with  a  distinct 
swelling.  I  was  able  to  pass  a  probe  into  the  fistulous  tract,  which  evi- 
dently led  into  the  muscular  tissue.     There  was  no  tonsillar  tissue  left  at 
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all,  but  showed  a  mcst  thorough  operation.  It  is  probable  that  sometimes 
we  leave  one  of  the  small  fistulous  tracts  which  have  been  part  of  the  peri- 
tonsillar suppuration  at  some  previous  time.  I  would  say  that  during 
these  attacks  she  had  a  recurrence  of  the  arthritic  symptoms,  just  the 
same  as  when  the  attacks  were  due  to  tonsillar  and  peritonsillar  inflam- 
mation. 

D)!.  J.  Paysox  Cl.\i:k.  Boston:  There  is  one  point  in  Dr.  Halsteds 
paper  which  I  would  like  to  emphasize,  and  that  is  the  possible  relation 
of  unsuspected  conditions  of  the  teeth  to  general  infection.  I  have  been 
surprised  at  the  number  of  cases  in  which  a  tooth  giving  no  symptoms 
locally  at  all,  was  in  very  bad  condition,  and  treatment  of  that  tooth  at 
once  relieved  the  general  symptoms. 

I  have  been  surprised  once  or  twice,  and  several  of  the  cases  I  have 
been  able  to  exjilain.  where  I  was  perfectly  positive  I  removed  the  tonsil, 
capsule  and  all,  where  the  capsule  was  perfectly  smooth  and  the  fossa 
quite  empty  after  operation,  and  a  year  or  more  afterwards  there  has 
been  an  appearance  of  tonsil  on  one  side  or  on  both  sides.  My  explana- 
tion was  that  some  of  the  lymphoid  tissue  of  Waldeyer's  ring  in  the  heal- 
ing process  has  been  drawn  up  into  the  region  of  the  tonsil.  That  tissue 
drawn  up  differs  from  ordinary  tonsillar  tissue  in  that  no  crypts  appear 
in  it.     I  have  never  seen  any  inflammatory  process. 

Of  seventy-three  cases  operated  at  the  Massachusetts  General  Hospital 
before  we  had  begun  to  do  the  capsule  ci)eration,  in  sixty  cases  the  tonsil 
tissue  was  still  visible;  twenty  of  the  cases  gave  a  history  of  one  or  two 
attacks  of  sore  throat  since  the  operation.  Of  those  attacks  only  ten  had 
been  definitely  determined  upon  to  be  tonsillitis;  at  least  two-thirds  of 
the  cases  of  tonsillotomy  had  had  no  subsequent  trouble.  There  were 
twelve  cases  of  illness  since  the  operation,  but  none  of  the  cases  of  illness 
Avere  of  the  kind  to  be  attributed  to  any  infection  from  the  remains  of 
Tonsillar  tissues;   these  cases  were  all  children. 

Dk.  Hi;m!Y  L.  SwAix.  New  Haven:  The  fact  that  we  do  not  have  more 
knowledge  of  the  return  of  tissue  after  enucleation,  1  believe  is  due  to 
the  fact  th-at  in  lots  of  our  cases  the  person  is  not  as  susceptible  as  are 
those  from  whom  we  do  hear.  Certain  cases  show  marked  susceptibility 
to  inflammatory  seizures.  If  you  leave  the  slightest  bit  of  tissue,  yoti  get 
a  report  of  sore  throrat  and  constitutional  symptoms,  etc.  In  other  cases 
you  can  leave  three  times  as  much  tissue  and  there  is  no  report  of  any 
trouble  whatever. 

In  my  home  town,  a  year  ago.  we  had  an  epidemic  of  streptococcic 
sore  throat,  due  to  milk  infection.  In  all,  we  had  one  hundred  and  twenty 
cases.  I  took  a  great  deal  of  interest  in  looking  into  the  question  of  the 
presence  or  absence  of  tonsils.  Out  of  that  group  there  were  between 
twenty  and  thirty  cases  who  had  had  thorough  removal  of  the  tonsils — 
absolute  tonsillectomy.  None  of  us  would  have  been  dissatisfied  with  the 
results  of  the  operation  had  we  done  it  ourselves.  In  these  cases  we 
sometimes  got  more  trouble  than  in  those  in  which  there  is  a  abundance 
of  lymphoid  tissue.  The  five  cases  which  gave  me  the  most  trouble,  with 
abscess  formation,  edema  of  the  larynx,  were  in  cases  of  complete  tonsil- 
lectomy. 

The  probabilities  of  general  infection  such  a.s  Dr.  Halsted  speaks  about 
is  illustrated  in  a  most  interesting  case  I  had  recently,  where  the  patient 
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had  a  simple  sore  throat  and  then  developed  general  poisoning  of  the 
system  from  the  effects  of  inflammation.  As  a  result  of  that  he  had  a 
large  abscess  at  the  back  of  the  neck,  which  seemed  to  have  a  formation 
of  membrane  in  it,  so  that  one  expected  to  find  pseudodiphtheritic  dis- 
charge. He  was  given  autogenous  vaccines  in  large  doses,  and  It  was 
well  carried  out  in  every  particular.  Six  weeks  after  the  original  sore 
throat  he  came  down  with  another  sore  throat,  in  which  he  had  exudate 
over  four  distinct  strips  of  tissue,  both  tonsils  and  both  lateral  columns 
of  the  phraynx  were  covered  by  a  false  membrane.  Cultures  from  this 
showed  to  be  streptococcus.   He  did  not  have  a  distinct  sterptococcemia. 

Dr..  Grkkxhicli)  Sluder,  St.  Louis:  It  is  an  interesting  question  all  the 
\^y  through,  and  that  is  the  matter  of  peritonsillar  infiltrate.  The 
aftermath  of  the  case,  the  future  course  of  the  case,  frequently  has  been 
influenced  by  the  infiltrate  that  was  about  the  tonsil.  That  infiltrate 
seems  to  me  to  frequently  take  the  part  almost  of  the  tonsil  itself.  I 
have  seem  them  a  few  times,  and  latterly  I  have  seen  a  few  cases  in 
which  the  infiltrate  behaved  as  the  tonsil — began  with  a  sore  throat  and 
suppurated  in  both  cases.  The  tonsil  was  perfectly  enucleated  and  pre- 
served in  a  bottle.  I  make  it  a  practice  in  operating  upon  cases  to  save 
the  tonsils  from  every  individual,  and  later  on  I  frequently  find  that  I 
possess  a  number  of  tonsils  and  capsules  which  are  perfect;  but,  as  Dr. 
Clark  has  expressed  it,  the  lymphoid  tissue  of  the  base  of  the  tongue 
has  grown  up  into  the  fossa  and  looks  very  much  like  a  tonsil.  The 
peritonsillar  infiltrate  may,  furthermore,  hypertrophy  and  later  on  look 
like  tonsil,  as  if  something  had  been  left,  unless  very  carefully  inspected. 
With  that  end  in  view,  some  three  months  ago,  in  the  presence  of  a  very 
large  infiltrate,  I  removed  the  tonsil  wnth  a  guillotine  and  found  some- 
thing which  looked  like  the  tonsil  still  in  the  throat.  I  then  took  out 
an  infiltrate,  the  size  of  the  original  tonsil,  and  the  infiltrate  on  the 
opposite  side  remained.  Subsequently  sore  throat  developed,  and  devel- 
oped in  the  infiltrate  that  was  left.  The  side  from  which  the  infiltrate 
was  removed  escaped. 

Di:.  Hakmox  Smith,  New  York  City:  I  believe  that  nature  requires  a 
certain  amount  of  lymphoid  tissue  in  that  region,  and,  just  as  we  see 
when  we  remove  the  soft  palate  for  malignancy,  the  posterior  tips  of 
the  turbinate  hypertrophy  to  prevent  regurgitation  of  food  in  the  pharynx, 
so  the  remaining  lymphoid  tissue  undertakes  to  carry  on  that  element 
of  protection  which  the  tonsils  previously  did.  I  do  not  believe  that 
spontaneously  tissue  resembling  the  original  tissue  will  spring  up.  I 
know  of  instances  in  which,  three  or  four  times  after  the  removal  of  the 
tonsils,  from  childhood  on  up  to  puberty,  where  each  time  every  micro- 
scopic evidence  had  been  removed,  yet  there  still  recurred  certain  islands 
of  lymphoid  tissue,  and  around  the  islands  there  was  formed  a  certain 
kind  of  capsule. 

If  you  remove  tonsils  and  leave  lymphoid  tissue  at  the  base  of  the 
tongue,  in  such  infections  as  from  milk,  etc.,  the  lymphoid  tissue  at 
the  base  of  the  tongue  will  produce  tonsillitis  just  the  same  as  the  orig- 
inal tonsil. 

Di!.  .JcsKPH  GooDAi.E.  Bostou:  In  certain  children  who  may  have  tonsils 
and  adenoids  removed  by  operation  we  may  have  a  condition  of  partially 
developed  anaphylaxis.     It  is  not  a  true  vasometer  rhinitis,  but  a  condi- 
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tion  of  snuffing,  blocking  of  the  nose,  and  the  symptoms  which  appear 
are  those  of  a  tendency  to  taking  cold.  There  may  be  possibly  a  portion 
of  tonsils  left,  but  what  we  should  do  is  to  look  somewhat  further  than 
the  throat.  "We  should  see  if  the  child  is  taking  more  milk  than  it  is 
accustomed  to  in  the  summer,  or  an  extra  cup  of  cocoa,  or  an  extra  egg; 
it  seems  to  me,  before  we  should  proceed  to  a  further  operation  on  that 
throat  that  we  should  examine  very  carefully  this  question  of  diet.  I 
would  suggest  that  any  of  this  unusual  food  should  be  diminished  and 
restricted,  and  I  am  sure  you  will  find  that  a  certain  percentage  of  these 
cases  will  lose  their  symptoms.  They  will  freely  disappear  without 
another  operation,  or  loss  in  weight,  but  a  gain  in  weight. 

Dh.  Hahau  W.  Loeb,  St.  Louis  (closing  the  discussion) :  I  have  spoken 
of  the  actual  leaving  of  portions  of  the  tonsil  in  some  instances  by  myself, 
and  in  some  instances  by  other  operators.  I  am  sure  that  if  operators 
will  examine  their  cases,  one,  two  and  three  months  after  operation,  they 
will  find  not  infrequently  that  a  small  mass  of  tonsillar  tissue  remains. 
It  so  happens  that  in  two  instances  I  was  able  to  verify  the  fact  that  I 
had  left  a  portion  of  the  tonsillar  tissue  there,  because  I  had  the  tonsil  in 
a  bottle,  and  a  careful  examination  of  the  capsule  revealed  where  a 
very  minute  portion  had  been  omitted. 

With  reference  to  the  inclusion  of  some  tonsil  tissue  in  the  scar,  I  feel. 
at  least  in  one  particular  case  I  reported,  that  the  inclusion  was  there 
before  the  scar;  in  other  words,  I  left  a  mass  there  and  the  scar  covered 
it  over.  This  was  the  case  in  which  there  was  a  minute  abscess  in  a 
little  crypt.  This  patient  had  several  attacks  of  appendicitis,  which  w^ent 
on  to  operation,  and  I  feel  the  little  piece  I  left  there  may  have  been 
responsible. 

We  should  not  hesitate  to  let  our  patients  know  when  we  have  per- 
formed an  incomplete  operation.  This  is  better  than  having  an  acute 
infection  come  on  and  someone  else  tell  the  patient.  I  do  think  we  ought 
to  protect  ourselves  in  that  respect.  I,  for  one,  never  hesitate  to  tell 
the  father  or  mother  of  a  child  that  I  have  left  a  small  portion  of  the 
tonsil.  Of  course,  years  ago  that  was  fairly  common,  but  I  am  thankful 
to  say  it  is  uncommon  now. 

I  wanted  to  bring  the  matter  up  to  the  association,  not  as  an  argument 
for  tonsillectomy,  but  for  complete  tonsillectomy,  and  also  to  assert 
that  the  mere  statement  that  an  operator  is  going  to  do  a  tonsillectomy 
does  not  signify  that  he  is  doing  or  has  really  done  a  complete  tonsil- 
lectomy operation. 

Presentation  of  Pathologic  Specimen  of  Large  Tumor  of  Pituitary  Gland. 
By  Robert  C.  Lynch.  M.  D.,  New  Orleans. 

The  man  was  a  quadroon,  about  six  feet  one  inch  tall,  with  hands  and 
feet  somewhat  larger  than  usually  seen,  though  not  sufficiently  so  as  to 
be  suggestive.  He  was  well  developed,  to  the  point  suggesting  fat,  with  a 
faii'ly  developed  chest  and  mammary  gland,  and  small  hips,  resembling 
in  a  degree  the  feminine  type. 

About  the  end  of  July,  1916,  he  had  profuse  nose  bleed,  following 
heavy  work,  with  recurrences  daily,  when  the  nose  began  to  blocK  up. 
voice  became  hoarse  and  the  eyes  began  to  protrude.  Upon  examination 
the  septum  was  deviated  strongly  to  the  left,  the  right  nostril  filled  with 
an   irregular,   spongy,   red   mass   which   bled   easily   upon   manipulation; 
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pupil?  were  dilated  and  did  not  respond  to  light  or  accommodation;  pulse, 
eighty;  eyp  grounds  show  slight  pallor  with  double  temporal  hemianopia, 
or  loss  of  virion  over  the  outer  half  of  ^ach  eye.  A  specimen  of  tissue 
was  removed  and  the  laboratory  reported  back:     "A  sarcoma." 

The  patient  in  December  had  the  oame  symptom  complex  apparent, 
only  slightly  aggravated.  The  exophthalmous  was  very  marhod,  the 
sur-erior  maxillary  prognathism  was  apparent  The  mass  in  the  nos(i 
was  as  described  and  could  bo  seen  in  the  nasopharynx. 

An  attempt  to  remove  the  mass  through  the  nose  only  succeeded  in 
getting  out  a  small  part.  The  tissue  was  reported  as  granulation,  or 
inflammatory,  but  not  malignant.  Upon  the  second  trial  a  facial  decorti- 
cation was  done,  and  at  the  same  time  the  right  antrum  opened.  This 
gave  plenty  of  room  to  remove  the  mass  more  completely,  but  when  the 
roof  of  the  nose  and  over  both  orbits  were  found  pulsating,  and  with  the 
finger  he  could  feel  the  meninges  and  see  the  dura,  he  was  convinced 
that  it  was  time  to  stop,  fearing  lest  the  sudden  loss  of  support  would 
produce  a  hernia. 

The  nose  was  packed,  a  large  postnasal  plug  introduced,  tying  the 
attached  string  to  the  ear.  He  was  returned  to  bed  in  good  shape,  but 
upon  waking  from  the  anesthesia  he  caught  the  string  and  pulled  upon 
it  with  such  force  as  to  force  the  postnasal  plug  through  the  exposed 
dura  and  into  the  brain.     He  died  from  a  basilar  meningitis. 

The  specimen  was  presented  for  observation,  together  with  the  x-ray 
plates  and  a  microphotograph  of  the  tumor  which  is  characteristic  of 
pituitary  gland. 

Report  of  a  Case  of  Abscess  of  the  Fronted  Lobe  of  the  Brain.  By  Robeht 
C.  Ly.nch.  ]\I.  D.,  Xew  Orleans. 

i^rs.  L.  had  been  an  invalid  and  a  sufferer  for  considerably  more  than 
Qfteen  years,  her  condition  varying  only  as  to  the  degree  of  her  suffering, 
•vhich  was  often  very  great.  The  pain  and  headache  from  time  to  time 
confined  her  to  bed  for  varying  periods,  and  frequently  the  intensity  was 
so  great  as  to  cause  convulsions,  accompanied  by  a  severe  rigor  and  a 
bending  backward,  so  that  whiffs  of  chloroform  were  used  to  bring  about 
relaxation.  There  were  varying  terms  of  slow  recovery  to  a  condition 
that  enabled  her  to  leave  her  bed,  but  she  never  was  well,  and  had  head- 
aeheo  which  were  almost  continuous. 

In  1907,  following  right  sided  abdominal  pain,  an  ovary  was  removed, 
with  no  improvement.  In  1909,  a  panhysterectomy  was  performed;  fol- 
lowing this  a  period  of  relief  ensued,  but  in  1912  the  headaches  grew  so 
intense  that  a  rhinologist  was  consulted.  A  right  maxillary  sinusitis 
was  irrigated  for  nearly  a  year,  but  with  only  varying  relief.  A  change 
was  made,  and  the  second  colleague  removed  the  right  middle  turbinate, 
opened  the  right  frontal  intranasally,  and  curetted  the  ethmoid  cells. 
There  followed  a  long  period  of  treatment  without  relief. 

Late  in  191.>  an  acute  exacerbation  in  the  right  frontal  sinus  occurred, 
demanding  an  external  operation.  There  seemed  to  be  no  improvement 
afterward. 

Three  years  later,  after  careful  examination.  Lynch  found  the  right 
antrum  to  have  a  large  opening  through  the  inferior  meatus,  and  irriga- 
tion of  Ibis  cavity  showed  slight  pus  at  times,  but  which  bore  no  relation 
to  the  headaches. 
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The  postethmoid  region  seemed  full  and  bulging,  and  he  was  able  to 
wash  nearly  a  teaspoonful  of  nonoffensive  pus  from  the  sphenoid  sinus. 
Treatments  of  this  character  seemed  to  be  followed  by  considerable  relief 
from  headaches  and  relieved  the  chronic  hawking  and  spitting  complained 
of,  though  she  had  during  the  period  of  this  treatment  one  of  the  chill- 
temperature  headache  attacks,  which  seemed  to  have  a  certain  regularity 
as  to  recurrence,  regardless  of  the  treatment  employed. 

There  ensued  now  a  gradual  decline  in  body  strength  and  a  slight  dull- 
ness of  mentality,  with  no  desire  for  food  and  persistent  headaches  of 
increasing  intensity,  blood  counts  rising  to  17,000  with  90  polymorpho- 
nuclears. Blood  pressure,  110 — rather  low:  no  focal  symptoms  of  any 
kind,  as  determined  by  a  most  searching  examination. 

The  decline  reached  the  state  of  involuntary  micturition  and  defeca- 
tion, mental  dullness  to  almost  coma,  and  inability  to  suck  fluids  through 
a  straw,  to  be  roused  only  on  the  greatest  excitement,  and  speech  then 
inaudible — still  no  focal  symptoms. 

On  her  return  to  the  hospital,  some  months  later.  Lynch  determined 
thai  the  symptoms  were  those  of  brain  abscess  in  the  silent  area — the 
frontal  lobe;  accordingly,  he  opened  up  the  old  frontal  sinus  wound, 
which  was  apparently  perfectly  healthy  and  sound,  but  to  his  surprise 
there  existed  a  small  cavity  holding  about  fifteen  drops  of  milky  pus, 
looking  much  like  an  old  mucocele.  On  removing  the  membrane  from 
the  posterior  wall  the  bone  looked  normal  and  was  intact  completely. 
He  could  not  feel  satisfied,  however,  that  the  findings  were  suflBcient 
explanation  for  the  symptoms,  and  took  down  the  posterior  sinus  wall. 
The  meninges  seemed  normal  and  not  adherent  in  any  direction,  and 
there  was  no  bulging  or  undue  pressure  apparent.  He  split  the  dura,  and 
the  brain  surface  seemed  normal;  so  he  explored  with  aspirating  syringe 
and  large  needle,  applying  suction  as  soon  as  the  needle  was  below  the 
surface.  After  about  an  inch  deep,  following  the  line  of  the  base  of  the 
skull  and  away  from  the  longitudinal  sinus  and  under  the  anterior  horn 
of  the  ventricle,  there  gushed  into  the  syringe  about  three  drams  of 
yellow  green  pus.  He  withdrew  the  needle  and  prepared  the  bone  open- 
ing and  area  for  the  reception  of  one  of  Mosher's  wire  gauze  drains; 
reintroduced  the  needle  and  withdrew  four  drams  of  pus.  Then  he 
opened  with  a  scalpel  what  he  thought  was  an  abscess  cavity,  but  try 
as  he  might  with  needle,  knife  or  forceps,  he  could  find  no  evidence  of 
the  abscess.  Finally,  he  passed  a  small  rubber  tissue  drain  into  the 
brain,  in  the  direction  and  to  the  depth  of  which  he  had  aspirated  pus 
and  dressed  the  wound.  T'pon  recovery  from  the  anesthetic  the  patient 
was  conscious,  and  in  six  hours  addressed  him  voluntarily,  complaining 
of  some  soreness  about  the  woimd,  but  not  of  much  headache. 

The  pus  showed  staphylococcus  aureus  in  pure  culture,  but  not  active, 
grov.ing  feebly  on  culture. 

DISCUSSION. 

D'{.  Thomas  H.  H.\L.«;Ti:n.  Syracuse:  In  this  connection  I  shall  report 
the  present  condition  of  a  case  of  hypophyseal  cyst  which  was  operated 
two  years  ago  and  reported  to  this  society  in  1915.  It  is  the  case  of  a 
little  girl,  eight  years  of  age,  who  at  that  time  had  as  the  leading  symp- 
toms great  increase  in  size  of  her  head,  great  increase  in  weight,  weak- 
ness,   constant    shaking   of   head   with    inco-ordination    of   movements,    so 
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that  she  was  unable  to  feed  herself;  optic  neuritis,  sharp  headachesv, 
very  striking  change  in  color  and  texture  of  hair,  polyuria,  and  disturbed 
mental  acuity.  The  opei-ation  was  done  through  the  nose  under  local 
anesthesia;  it  was  the  modified  Hirsch  operation,  and  the  growth  i)roved 
to  be  a  cyst  of  the  hypophysis.  The  patient  was  much  improved  tem- 
porarily. Some  months  later  the  cyst  recurred  and  a  second  operation 
was  refused  by  the  parents.  It  is  now  about  three  years  since  the  orig- 
inal operation.  I  have  not  seen  the  child  in  year,  but  saw  the  father 
within  the  past  six  months.  He  said  that  the  child  now  has  simply  an 
aggravation  of  all  the  symptoms;  she  has  become  very  fat  and  large  with 
great  weakness,  and  the  blindness  is  nearly  total. 

Dr.  Hexuy  L.  Swain,  New  Haven:  I  would  like  to  ask  Dr.  Lynch 
what  was  the  condition  of  the  brain  of  this  patient. 

I  had  a  case  which  I  saw  but  once,  in  which  there  was  bitemporal 
hemianopsia  which  was  due  to  a  tumor  of  the  pineal  gland,  in  which 
there  were  headaches  somewhat  similar  to  the  second  case. 

Dr.  Robert  C.  Lynch,  New  Orleans  (closing  the  discussion):  In  reply 
to  the  question  by  Dr.  Swain,  as  to  what  was  the  condition  of  the  brain 
of  this  patient,  I  would  say  that  the  brain  did  not  show  anything  patho- 
logic at  all,  except  that  the  coverings  represented  the  usual  findings  of 
death  from  meningitis. 

We  scraped  up  in  New  Orleans  three  other  cases  of  pituitary  tumor, 
and  all  of  them  showed  on  x-ray  a  very  marked  enlargement  and  begin- 
ning protrusion  backward  of  the  sella  turcica.  They  all  showed  the  same 
phenomena  as  regards  the  eyebrows,  and  they  all  showed  the  symptoms 
of  lack  of  function  of  the  pituitary  gland. 

Three  Bronchoscopic  Cases  of  Dentist's  Origin.  By  Burt  R.  Shurly,  M. 
D.,  Detroit. 

As  these  three  cases  occurred  during  the  last  decade  in  a  city  of  an 
average  population  during  this  time  of  500,000  people,  and  as  we  have 
an  estimated  population  of  over  100,000,000,  it  might  be  fair  to  conclude 
that  possibly  six  hundred  cases  of  similar  accident  had  occured  in  the 
United  States  and  Canada,  perhaps,  during  a  similar  period.  It  might, 
therefoBe,  be  of  importance  to  devise  a  special  protective  device  to  pre- 
vent the  sudden  inhalation  of  foreign  bodies  during  dental  procedure. 

Again,  the  question  of  the  medico-legal  problem,  with  questions  of  re- 
sponsibility as  to  whether  these  accidents  involve  ordinary  care  in  dental 
procedure,  might  be  of  interest,  although  exceedingly  delicate  ground  to 
tread  upon,  as  one  of  these  cases  involved  a  very  considerable  law  suit, 
and  the  other  two  were  allowed  to  pass  with  nothing  more  than  an 
attempt  to  collect  the  surgeon's  fees  from  the  dentist.  The  medico-legal 
possibilities  did  not  come  to  actual  trial. 

The  peculiar  relationship  of  laryngology  and  clinical  medicine  and  its 
great  importance,  one  to  the  other,  was  again  illustrated  by  the  fact 
that  two  of  these  cases  first  came  under  my  observation  as  referred  cases 
for  clinical  examination  of  the  throat  and  chest  on  account  of  long, 
persistent  cough  which  simulated  pulmonary  tuberculosis. 

Case  1:  Miss  S.  stated  that  her  cough  dated  immediately  after  the 
extraction  of  tooth  and  gas  anesthesia.  Radiogram  showed  tooth.  Trachea 
was  not  cocainized  and  bronchoscopy  failed.  Tracheotomy  and  subse- 
quent bronchoscopy  resulted  in  removal  and  cure. 
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Cose  2:  Married  woman.  Cough  followed  nitrous  oxid  and  tooth 
extraction.  There  was  a  marked  odor  of  rubber.  The  air  supply  of  lower 
part  of  lung  was  cut  off,  and  piece  of  hard  rubber,  which  had  been  a 
part  of  a  dental  mouth  gag,  was  brought  up  to  the  trachea,  slipped  from 
forceps,  but  fortunately  coughed  up  soon  after  by  the  patient. 

Case  3:  Mr.  L.  W.  B.,  age  forty-nine  years;  architect  by  profession; 
was  receiving  treatment  from  a  dentist  preparatory  to  filling  a  tooth. 
The  cavity  was  treated  with  a  dental  burr,  which  in  this  particular  case 
was  held  between  the  thumb  and  forefinger  during  the  process  of  appli- 
cation. This  tiny  instrument  suddenly  slipped  and  was  inspirated  into  a 
loiver  division  of  the  left  bronchus.  After  this  remained  in  the  bronchus 
for  ten  days,  the  patient  was  sent  from  his  home  in  the  central  part  of 
the  state  of  Michigan,  to  the  Detroit  Eye,  Ear,  Nose  and  Throat  Hos- 
pital. The  x-ray  examination  reported — anteroposterior  and  lateral  plates 
were  made  of  the  chest:  "We  find  a  shadow  in  the  lower  left  thoracic 
region,  which  we  think  should  be  interpreted  as  a  metallic  foreign  body 
in  the  lower  left  bronchus."  After  a  thorough  cocainization  with  novo- 
cain of  the  respiratory  passages,  with  cocainization  advanced  as  the  tube 
was  introduced  and  followed  to  within  the  lowest  terminations  possible, 
and  assisted  by  Dr.  Hickey,  I  was  able  to  extract  this  foreign  body, 
whicli  was  pointing  with  the  needle  part  upward.  The  patient  recovered 
completely  without  symptoms. 

DISCUSSION. 

Dh.  TnoM\s  HuBBAKD,  Toledo:  It  seems  that  the  position  of  the 
patient's  head  in  the  dental  chair  is  very  conducive  to  the  loss  of  a  for- 
eign body  in  the  throat  or  air  passages.  Fortunately,  most  of  them  go 
into  the  gastrointestinal  tract.  I  have  in  mind  a  case  which  recently 
occurred  of  a  nurse  taking  dental  treatment,  in  which  a  small  dental 
burr  was  lost. 

She  was  taken  violently  ill  and  returned  to  the  city  with  violent 
abdominal  disturbances.  The  x-ray  failed  to  locate  the  dental  burr;  the 
operation  was  appendectomy,  the  surgeon  expecting  to  find  the  dental 
burr  in  the  appendix.  Had  this  girl  not  had  the  surgical  operation,  the 
appendectomy,  in  all  probability  the  whole  thing  would  have  been  laid 
to  the  dental  accident. 

Another  case  comes  to  mind  in  which  a  tooth  was  lost  and  remained 
in  for  several  years  and  was  then  spontaneously  expelled.  The  patient 
was  not  very  ill  any  of  the  time  and  finally  expelled  the  tooth  spon- 
taneously. 

The  third  case  is  that  of  a  patient,  a  woman,  who  carried  a  fragment  of 
Allen's  dental  cement,  which  is  quite  as  firm  as  a  tooth  structure,  in  her 
left  lung  for  seven  months,  and  during  that  time  had  all  the  symptoms 
of  advanced  tuberculosis,  wath  a  very  considerable  abscess  cavity  around 
it.  This  brings  up  the  question,  as  suggested  in  these  cases,  of  the  legal 
complications.  In  justice  to  the  dental  profession,  I  believe  we  should 
take  them  into  our  confidence  in  all  cases  of  liability  on  the  part  of  the 
dentist,  and  he  should  be  asked  to  see  the  operation.  This  relieves  us  of 
any  possibility  of  unfair  treatment  towards  the  dentist. 

Dr.  Harmox  Smith.  New  York  City:  1  wish  to  call  attention  to  a  case 
more  or  less  similar  to  the  third  case  mentioned  by  Dr.  Shurly.  The 
patient   was   having  his  back   upper   molar   tooth   drilled   by   a  burr,   as 
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reiiresented  in  the  third  case.  The  dentist  dropped  the  hurr  while  the 
j)atient  was  in  a  semirecunibent  position  with  his  head  backward  and 
drawn  to  one  side.  The  dentist  took  ui)  a  pair  of  forceps  and  when  he 
went  to  find  the  burr  it  was  gone.  He  became  alarmed  and  told  this 
gentleman  to  have  an  x-ray  taken.  The  gentleman  felt  no  inconvenience, 
and  instead  of  that  went  to  a  board  meeting  downtown,  and  in  due 
course  of  the  day  had  the  x-ray  picture  taken.  It  showed  the  burr  in 
the  upper  left  lobe,  and  he  was  then  taken  to  the  General  -Memorial  Hos- 
pital. He  was  bronchoscoped,  and  the  bronchoscopist  attempted  to  remove 
it.  He  tried  for  a  while  and  did  not  succeed,  and  asked  me  to  come  up. 
I  failed,  and  we  decided  then  to  have  Dr.  Jackson  see  the  patient.  In 
the  meantime  another  gentleman  in  town  was  suggested,  and  he  came 
and  failed.  Dr.  Jackson  came  on,  and  he  had  another  x-ray  taken  to 
see  exactly  where  the  foreign  body  was  located,  and  he  put  it  down  as  a 
case  in  which  it  was  impossible  to  obtain  the  foreign  body.  It  had  lodged 
in  the  upper  outer  lobe  of  the  lung.  It  was  recommended  by  the 
surgeons  that  part  of  the  lung  should  be  removed,  but  the  gentleman 
succumbed  to  the  operation.     The  burr,  however,  was  obtained. 

Dk.  Ai.iJKRT  C.  GintHKLi.,  Worcester:  I  will  add  two  cases  to  Dr. 
Shurly's;  one  following  extraction  of  a  tooth  under  ether.  The  patient 
was  operated  upon  and  recovered,  and  the  bill  was  paid  by  the  society 
by  whom  the  dentist  was  insured.  The  second  case  w^as  a  patient  seen 
recently  with  a  cough  following  immediately  upon  extraction  of  a  tooth. 
This  patient  developed  lung  abscess,  was  operated  upon  and  recovered, 
and  then  had  a  recurrence  of  the  abscess. 

Du.  Carl  E.  !\lu.\Gi:r:.  Waterbury:  I  know  of  a  case  in  which  a  dental 
burr  was  lost  and  the  fluoroscopic  view  showed  it  just  below  the  vocal 
cords.  Tracheotomy  was  done  and  no  dental  burr  was  found.  I  should 
say  that  during  the  administration  of  the  ether  there  was  a  good  deal  of 
struggling  on  the  part  of  the  patient,  and  that  the  burr  was  coughed  up 
into  the  nasopharynx  and  lodged  there.  Next  morning  the  patient  found 
something  in  his  mouth  and  spat  it  out.  It  was  the  dental  burr.  In  this 
case  the  dentist  paid  the  bill. 

D.'!.  BuY.so.v  Di:i-Av.\N.  New  York  City:  I  was  familiar,  as  everyone 
else  in  our  city  was,  with  the  case  reported  by  Dr.  Harmon  Smith.  The 
thing  w'hich  impressed  me  most  wuth  regard  to  that  case  was  the  futility, 
as  a  general  rule,  of  the  radical  operation  for  the  removal  of  a  foreign 
body.  In  looking  over  a  long  series  of  those  cases  it  seems  to  me,  while 
the  observation  may  not  be  exactly  germaine,  unless  the  bronchoscope 
will  succeed  in  removing  the  foreign  body,  the  patient's  chances  of  life 
are  better  if  time  is  given  before  placing  him  in  the  hands  of  a  surgeon, 
than  if  ))laced  at  once  in  the  hands  of  a  surgeon  and  an  operation  for 
the  removal  of  the  foreign  body  performed  promptly.  This  was  exactly 
my  attitude  at  that  time. 

Di:.  Emu.  Maykk.  New  York  City:  I  recall  the  case  of  a  gold  crown  of 
a  wisdom  tooth  which  was  inhaled  by  a  patient.  ^Vith  the  valuable  help 
of  our  member,  Dr.  Arrowsmith,  I  was  able  to  remove  this  successfully. 
The  case  occurred  about  two  years  ago.  One  interesting  point  in  regard 
to  that  case  was  that  the  anesthesia  was  rectal,  which  prevented  any- 
thing like  a  struggle  on  the  part  of  the  patient,  tlius  possibly  dislocating 
the  foreign  body:    and  another  point  of  interest  was  that  as  I  removed 
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the  gold  crowned  tooth,  Dr.  Arrowsmith  was  standing  guard  over  the 
patient,  with  a  pair  of  forceps  in  his  hand,  and  as  that  large  crown  was 
brought  into  the  mouth  and  slipped  from  the  grasp  of  the  forceps,  Dr. 
Arrowsmith  promptly  grabbed  it  and  brought  it  out. 

Dr.  Robert  C.  Ly.xcii,  New  Orleans:  I  would  call  attention  to  the  case 
of  a  lady  who  was  having  a  set  of  false  teeth  made  and  the  dentist  was 
using  plaster  of  Paris  as  for  modeling.  He  put  in  a  cup  filled  with 
plaster  of  Paris  and  pushed  this  up,  forcing  her  head  back,  and  the 
plaster  of  Paris  w^ent  down  into  her  lung.  This  was  five  years  before  I 
made  a  bronchoscopic  examination.  1  removed  nine  pieces  of  plaster  of 
Paris  from  both  lungs.  I  also  found  at  that  time  a  very  marked  con- 
striction of  the  bronchials,  and  these  I  dilated,  relieving  the  persistent 
spasmodic  cough  completely. 

Dk.  Staxton  Friedbkrg,  Chicago:  We  may  divide  the  accidents  of  work 
on  the  teeth  and  other  dental  accidents  into  tw-o  classes:  First,  accidents 
that  occur  at  the  time  of  operation;  and,  second,  accidents  that  occur 
from  insufficiently  attached  or  loosely  attached  crowns  and  bridges. 

In  one  of  my  cases  the  cough  came  on  immediately  after  anesthesia 
for  extraction  of  a  tooth.  The  cough  persisted  for  a  number  of  months, 
and  the  patient  was  sent  to  Colorado,  where  a  picture  w'as  made,  and 
she  then  returned  to  Chicago.  There  was  a  small  abscess  in  the  lower 
part  of  the  right  lung.  The  tooth  was  recovered  by  upper  bronchoscopy, 
but  the  abscess  persisted.  The  patient  was  under  observation  for  three 
to  four  months  afterwards,  without  perceptible  improvement. 

Another  case  was  that  of  a  man  who  in  an  intoxicated  stupor  loosened 
a  bridge  consisting  of  three  teeth,  which  he  aspirated  into  the  left 
bronchus.  A  picture  showed  the  bridge.  On  attempting  to  cocainize  the 
larynx,  hemorrhage  of  the  lung  started.  The  tube  was  introduced,  but 
it  was  impossible  to  see  anything.  A  second  attempt  was  made  under 
fluoroscopic  bronchoscopy,  and  although  the  hemorrhage  recurred  the 
foreign  body  was  extracted. 

In  the  third  case,  that  of  an  aspirated  dental  broach,  upper  bron- 
choscopy could  not  be  done  on  account  of  the  inability  of  the  patient 
to  open  his  mouth.  In  consultation  with  his  surgeon,  inasmuch  as  his 
symptoms  were  not  acute,  we  decided  not  to  do  a  tracheocomy,  but  to 
wait  until  the  swelling  about  the  jaw  subsided.  ■  On  account  of  the  fine 
point  of  the  broach  the  patient  was  advised  to  refrain  as  much  as  pos- 
sible from  coughing.  Fortunately  for  him,  however,  the  broach  was 
coughed  out  several  days  later. 

Dr.  John  F.  Barxhill.  Indianapolis:  Five  years  ago  some  one  in 
Indiana  consulted  me  concerning  his  daughter,  who  lived  in  New  Jersey. 
She  said  she  had  had  some  sort'  of  nasal  operation,  and  on  the  way  home 
was  seized  with  asthma,  and  he  wished  to  know-  what  could  be  done. 
I  suggested  that  possibly  some  foreign  body  had  gotten  into  her  larynx 
or  trachea.  Later  he  consulted  me  again,  and  requested  that  he  consult 
Dr.  Jackson.  She  started  to  Pittsburgh,  and  on  the  way  coughed  out  a 
complete  turbinated  body  that  had  in  some  way  been  inhaled  during  this 
operation. 

Dr.  Burt  R.  Shlrly,  Detroit  (closing  the  discussion):  I  have  nothing 
more  to  add  except  to  emphasize  the  fact  that  there  are  really  a  great 
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many  of  these  cases,  apparently.  If  we  got  them  all  together  there 
would  undoubtedly  be  a  certain  number  of  cases  of  lung  abscess,  the 
details  of  which  have  not  been  properly  looked  into,  which  would  prove 
to  be  of  foreign  body  origin. 

Sodium  Bicarbonate  in  Ether  Anesthesia.  By  Geokge  B.  Wood,  M.  D., 
Philadelphia. 
Modern  methods  of  investigation  have  shown  that  both  ether  ana 
chloroform  anesthesia,  when  prolonged  for  over  thirty  minutes,  are  ac- 
companied by  a  distinct  lowering  of  the  alkali  reserve  of  the  blood.  It 
is  probable  that  this  mild  transient  acidosis  is  a  most  important  factor 
in  the  production  of  post-operative  vomiting.  It  has  been  further  shown 
that  the  alkali  reserve  of  the  blood  can  be  increased  by  the  administra- 
tion of  sodium  bicarbonate,  and  it  is,  therefore,  a  most  rational  procedure 
to  use  this  drug  routinely  as  a  preoperative  prophylactic  measure  against 
excessive  postoperative  vomiting. 

DISCUSSION-. 

Dk.  Emil  Mavei!,  New  York  City:  I  would  like  to  ask  Dr.  Wood  which 
dosage  of  bicarbonate  of  soda  he  finds  essential  in  children  prior  to 
operation — that  is,  if  one  must  start  with  a  certain  amount  of  dosage, 
what  practical  dosage  he  has  found   beneficial. 

Dr.  Robert  C.  Lyxch,  New  Orleans:  I  had  a  sad  accident  occur  to  a 
member  of  my  family  which  brought  this  subject  pretty  closely  home, 
and  since  that  time  I  have  used  bicarbonate  of  soda  as  a  preliminary  to 
all  ether  anesthesia.  Lately  we  have  changed  from  bicarbonate  of  soda 
to  citrate  of  soda  as  being  a  little  bit  more  agreeable  to  the  patients. 
We  begin  three  or  four  days  ahead  of  the  time — that  is,  preceding  the 
anesthesia— and  give  doses  of  bicarbonate  of  soda  or  citrate  of  soda, 
five  grains,  and  of  the  former  one-quarter  of  a  teaspoonful  three  times 
a  day.  In  those  cases  where  we  are  suspicious  of  an  inclination  of  the 
patient  to  develop  evidences  of  acidosis,  we  follow  the  anesthesia  always 
wath  a  Murphy  drip,  five  per  cent,  glucose  solution,  one-half  pint.  This 
gives  our  patients  very  much  more  comfort  and  freedom  from  vomiting. 
I  think  the  thing  is  extremely  important.  It  was  suggested  about  three 
years  ago  to  Dr.  Peck,  who  adopted  it.  We  find  that  during  the  intense 
heat  we  see  many  more  cases  of  acidosis  occurring  then  we  do  in  the 
winter;  and  always  during  the  spring  and  throughout  the  summer 
months,  when  we  submit  a  case  for  general  anesthesia,  we  never  omit 
the  preliminary  soda  treatment  and  the  postoperative  five  per  cent 
glucose. 

We  find,  also,  that  the  administration  of  codein  and  morphin  after 
operation  will  increase  the  quantity  of  acetone  in  the  urine,  and  pre- 
dispose to  the  cyclic  vomiting. 

Dr.  George  B.  Wood,  Philadelphia  (closing  the  discussion) :  In  answer 
to  Dr.  Mayer's  question,  the  dosage  should  be  approximately  one  and 
one-half  grains  of  sodium  bicarbonate  to  each  year  of  the  child.  It 
should  be  started  the  day  before  the  operation,  given  preferably  one-half 
hour  before  meals,  the  last  dose  being  given  one  or  two  hours  before  the 
nueration. 
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I  have  not  been  in  the  habit  of  using  sodium  bicarbonate  after  the 
operation  unless  there  is  evidence  of  acidosis,  as  manifested  by  constant 
vomiting  or  other  symptoms,  when  it  should  be  given  by  the  "Murphy 
drip." 

One  other  preoperative  measure  which  I  thiuk  should  always  be  at- 
tended to  is  the  proper  feeding  before  the  operation.  The  restriction  of 
food  should  only  be  sufficient  to  assure  an  empty  stomach  when  the 
ether  is  given.  The  most  severe  case  of  acidosis  following  anesthesia 
which  I  have  seen  was  one  in  which  the  family  physician  had,  without 
my  knowledge,  practically  starved  the  child  for  twenty-four  hours  pre- 
vious to  the  administration  of  the  ether. 

Removal  of  Foreign  Bodies  from  the  Larynx,  Disproving  Previously 
Made  Diagnoses.       By  Hill  Hastinc;.s,  M.  D.,  Los  Angeles. 

The  rapidly  growing  use  of  direct  laryngoscopy  is  showing  up  many 
incorrect  diagnoses,  especially  in  children,  where  foreign  bodies  were 
found  in  the  larynx  and  trachea.  The  increasing  number  of  them  makes 
one  feel  that  it  is  worth  while  to  report  all  such  cases. 

Case  1. — Baby  L.,  aged  seventeen  months,  had  been  sick  for  a  weeK  with 
"croup,"  with  gradually  increasing  obstruction  to  breathing.  The  father, 
a  physician,  and  a  brother  practitioner,  had  been  treating  the  patient 
with  the  feeling  that  the  trouble  was  "croup,"  with  slight  bronchitis. 
Xo  diphtheritic  membrane  had  been  seen  in  the  throat,  and  cultures  from 
the  secretion  had  been  negative  for  diphtheria.  There  had  been  slight 
respiratory  obstruction  and  a  little  fever — 100.6  degrees  the  highest. 
The  baby  was  asleep  in  bed  at  the  time  of  our  consultation,  and  was 
breathing  with  audible  roughness,  but  without  cyanosis  and  without  any 
considerable  difficulty.  The  possibility  of  foreign  body  impaction  was 
suggested,  whereupon  the  father  said  that  he  dated  the  trouble  to  a  little 
choking  spell  which  the  child  had  had  when  fed  some  soft  boiled  eggs; 
but  that  the  child  had  not  really  suffered  much  until  two  or  th<-ee  days 
later,  when  the  increasing  croupy  cough  and  cry  and  a  little  fever  had 
made  him  disregard  the  choking  event.  On  waking  the  child  its  crying 
increased  the  dyspnea  and  brought  on  some  cyanosis,  which  subsided 
quickly  when  the  child  again  became  quiet.  Indirect  laryngoscopy  was 
a  failure.  The  father  preferred  to  await  the  result  of  X-ray  examination 
and  the  use  of  simple  therapeutic  measures  before  allowing  direct  laryn- 
goscopic  examination.  The  X-ray  examination  was  negative.  The  child's 
obstruction  grew  gradually  worse,  and  direct  laryngoscopic  examination 
was  agreed  to.  After  a  consideration  of  the  danger  of  operating  without 
a  preliminary  tracheotomy,  it  was  finally  decided  to  do  a  tracheotomy. 
With  the  use  of  Jackson's  small-size  laryngeal  speculum,  a  piece  of  egg 
shell  was  found  embedded  in  the  larynx,  between  the  cords,  protruding 
into  the  glottis.  The  egg  shell  was  easily  removal.  Convalescence  was 
uneventful.  The  tracheotomy  tube  was  not  removed  for  three  or  four 
days  because  of  the  difficulty  in  breathing  that  resulted  on  attempts  to 
do  without  it,  which  supported  the  contention  that  a  preliminary  trache- 
otomy was  advisable. 

The  history  of  the  second  case  was  rather  indefinite.  Baby  W.,  six- 
teen months  old,   was  hurriedly  brought  from  the  country  to  the  Call- 
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fornia  Hospital  because  of  great  dyspnea.  The  child  was  already  on  the 
operating  table  when  the  writer  first  saw  it.  The  only  history  obtained 
was  that  the  illness  dated  back  fifteen  days  to  a  choking  spell  that 
occurred  while  the  child  was  sucking  a  piece  of  mutton  chop  bone. 

Foreign  body  impaction  was  at  once  suspected.  Immediate  trache- 
otomy was  done  without  any  anesthetic.  The  patient  was  practically 
unconscious  from  the  deep  cyanosis.  On  opening  the  trachea,  immediate 
relief  was  obtained  and  the  acute  pigeon-breast,  tumor-like  appearance 
at  once  disappeared.  The  end  of  a  piece  of  bone  was  felt  at  the  tracheal 
opening.  The  bone,  rather  firnily  impacted  above  in  the  larynx,  was  re- 
moved by  forceps.  It  was  a  large,  rather  thick  sliver,  about'  one  inch 
for  diphtheria  and  had  antitoxins,  had  intubation  done  on  two  different 
discharge  and  cough  continued  for  a  few  days.  Recovery  was  complete, 
and  the  patient  was  discharged  on  the  sixteenth  day. 

DISCUSSION. 

Dr.  John  F.  Baenhill,  Indianapolis:  I  have  seen  two  similar  cases. 
One  in  a  child  that  had  been  treated  for  about  four  days.  This  child 
had  a  safety  pin  just  below  the  larynx,  closed  end  down.  Tracheotomy 
was  done  with  easy  removal  of  the  pin.     Complete  recovery  followed. 

Another  child,  thirteen  months  old,  with  exactly  such  a  history  and 
in  such  a  condition  as  the  doctor  described  in  his  paper.  The  child  w-as 
treated,  as  I  remember,  by  four  different  physicians,  all  for  croup.  One 
believed  the  child  had  asthma.  The  X-ray  showed  a  safety  pin  in  such 
a  location,  which  was  easily  removed  by  tracheotomy. 

Dr.  Harmon  Smith,  New  York  City:  A  case  comes  to  mind  of  a  pa- 
tient six  years  of  age,  treated  by  six  different  doctors.  It  was  treated 
for  diphtheria  and  had  antitoxins,  had  intubation  done  on  two  different 
occasions,  and  was  finally  sent  to  me  by  a  prominent  nose  and  throat 
specialist  to  remove  a  papilloma  of  the  larynx.  So  I  prepared,  on  his 
diagnosis,  for  a  removal  of  a  papilloma  of  the  larynx.  As  I  was  going 
to  remove  it  I  saw  the  tip  end  of  a  safety  pin  lodged  in  the  anterior  com- 
missure, wedged  in  between  the  two  vocal  cords.  After  its  removal 
there  was  no  further  trouble. 

Dr.  Thomas  Halstkd,  Syracuse:  I  had  a  case  which  was  more  or  less 
similar  to  the  egg  shell  case.  This  child  was  also  treated  for  diphtheria 
and  had  antitoxin  for  two  or  three  weeks,  and  then  a  diagnosis  of  a  prob- 
able foreign  body  was  made.  That  was  before  the  days  of  bronchoscopy. 
Tracheotomy  was  done  and  three  pieces  of  egg  shell  were  removed;  the 
child  recovered. 

Since  the  beginning  of  bronchoscopy  I  have  operated  through  the 
bronchoscope  two  children,  eight  months  of  age,  one  in  which  we  found 
a  fish  bone  below  the  vocal  cords,  which  was  removed,  and  in  the  other 
a  spicule  of  glass  was  found,  but  which  was  not  removed.  We  got  hold 
of  it,  but  it  slipped  the  forceps. 

As  long  as  fifteen  years  ago  I  reported  seven  cases  of  foreign  bodies 
in  children,  all  between  two  and  three  years  of  age,  all  seen  and  operated 
within  a  period  of  two  and  one-half  years.  Recovery  of  the  foreign  bodies 
in  these  seven  cases  took  place  by  means  of  tracheotomy.  Six  of  the 
children  recovered,  one  dying  of  pneumonia. 
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Dk.  T.  HinH.vKit,  Toledo:  I  have  an  X-ray  plate  which  somewhat  ex- 
plains how  foreign  bodies  can  get  into  tiie  larynx  of  young  infants. 
This  is  a  six-weeks-old  haby,  with  a  small,  open  safety  pin.  It  was 
located  in  the  posterior  commissure,  and  was  working  down  into  the 
larynx. 

There  is  another  case  I  have  in  mind,  of  a  fragment  of  hickory  nut 
shell  on  the  ventricle  of  the  larynx,  which  by  passing  in  pledgets  of 
gauze  and  drawing  up  through  the  larynx  finally  released  the  hickory 
nut  shell. 

External  Surgery  of  the  Superior  Maxilla  in  Treatment  of  Nasal  Disease. 
By  JoHX  P.  Bakmiill,  'SI.  D.,  Indianapolis. 

The  difference  in  the  viewpoint  and  method  of  attacking  nasal  tumors 
of  the  nostril  and  its  environment  depends  to  some  extent,  no  doubt, 
upon  the  degree  of  surgical  training  of  each  class  of  operator,  and  also 
upon  the  respective  ability  of  each  to  accurately  locate  the  origin  of 
the  growth.  In  case  the  origin  is  from  the  ethmoid,  turbinates,  septum 
or  one  of  the  walls  of  the  nostril,  the  symptoms  of  early  obstruction 
will  cause  the  patient  to  consult  the  rhinologist,  w"ho,  either  from  tradi- 
tion or  belief  in  its  greater  efficacy,  will  almost  without  exception  attack 
from  within.  If,  however,  the  growth  begins  without  the  nostril,  the 
general  surgeon  often  sees  it,  usually  at  a  late  state,  and  attacks  it  by 
those  external  methods  universally  approved  by  his  branch  of  the  pro- 
fession. 

Again,  and  rather  frequently,  malignant  disease  of  the  upi)er  jaw  at- 
tacks the  alveolar  process  first,  and  from  the  fact  that  the  earliest  symp- 
toms are  neuralgia  referred  to  the  teeth,  loosening  of  the  teeth,  and 
swelling  of  the  adjacent  alveolus,  the  patient  is  first  seen  by  the  dentist, 
who  has  been  known  to  treat  the  teeth  and  even  to  extract  healthy 
teeth,  evidently  in  the  belief  that  the  disease  is  in  some  way  connected 
with  dental  surgery. 

A  study  of  reported  cases  of  sarcoma  especially  demonstrates  on  the  one 
hand  that  rhinologists  often  have  cauterized  and  snared  at  malignant 
growths  in  the  nose  whose  undoubted  seat  must  have  been  in  some  dis- 
tant part  of  the  maxilla,  while  on  the  other  hand  the  general  surgeon 
has  been  guilty  of  removing  the  entire  upper  jaw  for  a  disease  that  had 
its  origin  in  the  nose  or  in  tbe  party  line  between  the  nose  and  antrum. 

While  it  is  probably  true  that  the  statistics  of  the  rhinologist  are 
better  than  the  statistics  of  the  general  surgeon  in  the  treatment  of 
malignancy  of  the  nose  and  its  environment,  these  statistics  are  not 
entirely  fair  to  external  surgical  methods.  It  is  conceded  by  all  that 
the  length  of  time  a  malignant  tumor  has  progressed  prior  to  the  opera- 
tion has  much  to  do  with  tbe  end  results  of  most  operated  cases.  It  is 
undoubtedly  true  that  the  rhinologist  and  the  dentist  see  maligTiancy  of 
the  maxillae  at  an  average  earlier  time  than  does  the  general  surgeon. 
Sarcoma  or  carcinoma  develop  symptoms  of  distress  much  earlier  when 
originating  in  the  nose  or  alveolus  than  when  the  origin  is  in  the  antrum. 
Antrum  malignancy  may  progress  many  weeks  or  even  months  before 
there  is  external  or  nasal  swelling  and  before  pressure  symptoms  cause 
pain. 
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A  candid  view  of  tlie  facts  concerning  the  surgery  of  the  upper  jaw 
for  malignancy  is  not  altogether  encouraging.  The  reasons  for  this  are 
clear,  and  some  of  them  have  been  stated.  External  surgery  of  the 
maxilla  is  essential,  usually  more  essential,  to  cure  than  intranasal  sur- 
gery. The  rhinologist  who  pretends  to  do  radical  intranasal  surgery 
should  prepare  himself  to  follow  surgical  disorders  leading  from  the 
nose  to  any  part  of  the  upper  jaw,  if  not,  indeed,  to  wherever  they  may 
lead.  When  this  is  done,  and  when  the  diagnosis  is  made  earlier  than 
at  present,  great  improvement  of  statistics  may  be  expected. 

All  textbooks  undoubtedly  lay  too  much  stress  on  total  excision  of  the 
maxilla,  for  the  reason,  apparently,  that  it  is  presumed  the  disease  has 
always  advanced  to  a  point  that  involves  the  whole  upper  jaw,  or  that 
any  procedure  short  of  total  excision  is  inadequate. 

One  of  the  chief  objections  to  the  external  surgery  of  the  maxilla  has 
been  the  deforming  scars,  the  misplaced  eye,  and  the  palatal  defects  that 
result.  Early  and  definite  diagnosis  as  to  the  seat  of  the  beginning  of 
the  growth,  and  an  early  studied  plan  of  operation,  will  very  largely 
avoid  this  objection.  Heretofore  the  plan  of  operation  has  been  too  much 
a  matter  of  doing  one  of  two  things  in  any  given  case — namely,  some 
degree  of  intranasal  surgery  by  the  rhinologist,  or  complete  removal  of 
the  jaw  by  the  general  surgeon.  Earlier  opportunity  and  suflScient 
thought  bestowed  on  any  given  case  on  how  best  to  break  away  from  the 
traditional  plan  of  total  resection  will  in  all  probability  find  a  satisfac- 
tory modified,  yet  thorough,  operation  to  fit  each  condition  present. 

The  writer  has  seen  but  four  cases  of  undoubted  malignancy  whose 
origin  was  evidently  within  the  nostril.  Three  of  these  cases  were  sar- 
coma, one  epithelioma.  All  were  operated  intranasally,  with  one  re- 
covery— a  spindle  cell  sarcoma  of  the  inferior  turbinated  body.  Two 
cases  later  extended  to  the  ethmoid  and  antrum,  were  operated  exter- 
nally, one  dying  within  about  one  year  following  the  external  operation, 
and  the  other  within  eighteen  months.  One  case  returned  in  the  naso- 
pharynx, and  was  so  rapidly  extending  that  the  patient  lived  but  a  few 
weeks  after  the  onset  of  the  nasal  ailment. 

DISCUSSION. 

Dk.  Joseph  H.  Bu\an.  Washington:  I  am  very  nuuh  interested  in 
(his  paper  of  Dr.  Barnhill's,  for  I  am  in  favor  of  external  surgery  in 
these  cases.  1  had  a  case  operated  upon  this  spring,  not  a  malignant 
growth,  but  an  exaggerated  fibromatous  condition.  The  face  was  enor- 
mously distorted,  the  eye  greatly  displaced,  and  it  was  clearly  impossible 
to  remove  it  intranasally.  I  did  the  Moore  operation,  and  was  greatly 
pleased  with  the  tremendous  facility  which  it  afforded  for  the  complete 
removal  of  everything  within  the  maxillary  antrum,  and  also  the  facility 
with  which  it  aids  in  removing  not  only  the  growth  in  the  antrum,  but 
the  complete  removal  of  the  whole  nasal  wall,  including  the  superior 
middle  and  inferior  turbinate  bodies.  In  this  case,  unfortunately,  the 
under  surface  of  the  wound  became  infected  and  broke  down.  It  healed 
thoroughly,  and  while  the  scar  is  somewhat  on  the  lower  border,  it  was 
more  than  a  good  result  under  the  circumstances.  I  believe  this  opera- 
tion of  Moore  is  by  far  the  best  operation — that  is,  for  complete  eradica- 
tion of  all  these  growths  which  take  place  within  this  cavity.     This  was 
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not  a  malignant  growth,  but  the  same  thing  would  apply  to  any  growth 
which  takes  place  within  that  sinus. 

Dr.  Bkysox  Delavan,  New  York  City:  Tbe  reference  to  the  treatment 
of  nasopharyngeal  fibroma  leads  me  to  say  that  I  stand  exactly  where  I 
did  when  I  published  the  articles  on  that  subject.  Of  course,  there  are 
exceptional  cases  where  the  growth  has  advanced  far  beyond  what  is 
usual;  where  it  involves  the  sinuses  to  such  an  extraordinary  degree 
that  it  is  not  practical  to  apply  the  treatment — the  old  fashioned  at 
least  thirtj--year-old  method  of  procedure  of  removal  by  electrolysis, 
which  in  the  case  of  the  less  well  developed  growths  has  never  been 
improved  upon. 

I  have  never  heard  of  a  case  dying  from  the  plan  of  treatment  to 
which  I  referred,  and  I  have  not  been  able  to  find  any  in  the  literature 
where  death  has  resulted,  and  the  results  are  far  better  in  every  respect. 

Hence,  I  want  to  again  call  your  attention  earnestly  to  the  value  of 
the  electrolytic  method  of  removal. 

In  any  attempt  to  treat  such  cases  with  radium,  it  cannot  be  brought 
into  communication  with  the  growth.  In  those  cases  the  best  plan  sug- 
gested has  been  the  opening  of  the  maxillary  sinus,  and  the  best  avenue 
of  approach  seems  to  be  through  the  roof  of  the  mouth,  where  complete 
access  can  be  gained  to  the  maxillary  sinus  and  where  the  opening  can 
be  kept  patent.  This  is  a  great  advantage,  in  that  it  enables  the  appli- 
cation of  the  radium  to  be  made. 

Dk.  Haxau  W.  I»eb,  St.  Louis:  I  reported  a  case  a  number  of  years 
ago  in  which  the  tumor  was  removed  by  the  electric  cautery,  and  in 
which  the  hemorrhagic  tendency  was  tremendously  reduced  by  using 
the  electrolysis  method. 

I  may  call  attention  to  the  ease  of  going  into  the  nasopharynx  by 
removing  the  posterior  portion  of  the  palate,  as  I  did  in  a  case  of  car- 
cinoma in  the  epipharynx,  a  case  not  yet  reported.  The  ease  with  which 
we  were  able  to  remove  the  mass  from  the  nasopharynx  was  remarkable. 

Dk.  D.  C.  Gkeexe,  Jr.,  Boston:  The  subject  as  presented  involves  the 
field  of  rhinologj^  occupied  previously  by  general  surgeons,  and  I  would 
like  to  say  a  few  words  with  this  point  in  view. 

As  Dr.  Barnhill  has  said,  the  tendency  has  been  for  general  surgeons, 
in  cases  of  malignant  disease  of  the  upper  jaw,  to  perform  a  stereotyped 
operation,  usually  the  classical  operation,  for  removal  of  the  upper  jaw. 
In  many  cases  such  an  operation  removes  a  great  deal  of  healthy  tissue 
unnecessarily,  and,  what  is  worse,  fails  to  reach  the  limits  of  the  dis- 
ease. It  seems  to  me  that  we,  as  rhinologists,  are  especially  qualified, 
by  reason  of  our  technic  in  intranasal  examination,  to  carry  out  more 
careful  observation  and  removal  of  the  diseased  tissue  than  the  general 
surgeons. 

I  have  been  fortunate  enough  to  operate  successfully  on  three  cases — 
and  there  has  been  no  recurrence  in  either  case — of  fairly  extensive 
sarcoma  of  the  nose  involving  the  antrum  and  ethmoid  sinuses,  in  which 
a  complete  exposure  of  the  growth  was  obtained  by  means  of  the  Moure 
incision,  so  that  complete  removal  of  the  tumor  could  be  effected  in  each 
case.     The  results  have  been  most  satisfactory.     One   case  operated   on 
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eight  years  ago  has  had  no  recurrence,  another  four  years  ago,  and 
another  one  a  year  ago. 

My  point  is  that  I  believe  it  should  be  emphasized  that  we  are  better 
qualified  to  examine  and  treat  these  tumors  surgically  than  the  general 
surgeon,  because  of  our  general  training  and  technlc  in  intranasal  work. 

Di!.  Joirx  F.  Bakmiii.l,  Indianapolis  (closing  the  discussion):  If  we 
can  definitely  demonstrate  that  the  disease  is  in  the  floor  of  the  nose  or 
on  the  septum.  It  then  seems,  judging  from  statistics,  that  we  are  entirely 
justified  in  attacking  the  disease  by  means  of  electrocauterization.  But 
if,  as  may  happen,  the  disease  has  begun  in  the  nasoantral  wall,  or  has 
begun  in  the  alveola  and  spread  to  the  nose,  or  in  the  antrum  and  spread 
to  the  nose,  or  has  begun  in  the  ethmoid  and  spread  to  the  nose,  the 
rhinologist  should  recognize  that  fact,  and  then  either  send  this  patient 
at  an  early  date  to  a  surgeon,  or,  if  he  is  himself  qualified  to  deal  sur- 
gically with  it,  he  should  do  that.  It  seems  to  me  that  the  time  has 
come  when  we  should  not  be  guilty  of  attacking  a  great  subject  in  a 
small  way,  as  has  been  done  in  nasal  surgery  of  sarcoma. 

I  emphasized,  or  tried  to  do  so  in  my  paper,  the  fact  that  the  general 
surgeon  has  not  gotten  these  cases  in  time  to  do  anything  else  but  make 
the  kind  of  an  operation  that  he  has  usually  done.  We  have  attacked 
this  disease  and  worked  at  the  job,  as  it  were,  until  there  was  often 
nothing  else  to  do  but  to  pass  it  ever  to  the  other  fellow,  and  the  other 
fellow  often  passes  it  over  to  the  undertaker.  There  was  nothing  else 
to  do  but  to  pass  it  on  to  the  undertaker  when  it  got  so  far  along.  But 
it  is  possible  in  nearly  every  instance,  if  we  use  some  skill,  judgment, 
care  and  patience,  to  make  a  diagnosis  in  these  cases  early  enough  and 
operate  in  time  to  cure  at  least  many  of  these  patients. 

Report  of  Cases  of  Bilateral  Abductor  Paralysis  of  the  Vccal   Cords.     By 

Rai.i'h  Bltm:k,  M.  D.,  Philadelphia. 

The  first  case  was  eleven  years  old,  and  had  congenital  syphilitic 
cerebrospinal  meningitis,  causing  ptosis  of  the  right  eyelid  and  internal 
strabismus.  The  biceps,  triceps,  and  knee  jerks  were  absent.  The  pupils 
were  irresponsive  to  light  and  accommodation.  The  laryngeal  symp- 
toms, dyspnea  and  stridor  began  when  he  was  six  years  old,  but  disap- 
peared after  three  doses  of  salvarsan,  to  recur  three  years  later.  The 
second  case  was  a  man  sixty-two  years  old  with  a  neoplasm  in  the  upper 
part  of  the  chest  and  neck,  including  the  thyroid  gland,  and  causing 
almost  complete  occlusion  of  the  trachea.  He  had  been  under  observa- 
tion for  five  months,  and  improved  under  mercurial  inunctions.  The 
third  case  Avas  a  fatal  one  following  the  removal  of  the  thyroid  gland. 

The  cases  illustrate  the  greater  danger  from  a  sudden  paralysis.  The 
first  two  cases  have  been  able  to  go  about  for  many  months  with  rela- 
tively little  discomfort  from  obstructions  which  were  little,  if  any,  less 
than  that  which  was  fatal  to  the  third,  in  which  the  paralysis  was  very 
rapid  in  its  appearance. 

Bert  believes  the  greater  mortality  from  sudden  obstruction  is  due 
to  reflex  paralysis  of  the  respiratory  centers  through  irritation  of  the 
laryngeal  nerves,  and  Krieger  maintains  that  it  is  due  to  irritation  of 
the  cardiac  branches  of  the  vagus. 
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Asthma.  By  Un.  Oumi.i.i:  Hakky  Brown,  formerly  Assistant  Professor  of 
Medicine,  St.  Lotiis  University.    C.  V.  Mosby  Company,  St.  Louis,  1917. 

Dr.  Brown  holds  that  asthma  is  due  to  non-passive  expiration  as  well 
as  to  those  factors  which  lead  to  non-passive  expiration  and  of  the  condi- 
tions resulting  therefrom.  His  views  are  the  fruit  of  nine  years  of  study 
of  this  problem  and  it  may  be  said  that  the  theory  which  he  has  built 
up  is  a  very  rational  one  and  in  advance  of  the  various  other  theories 
which  have  been  proposed,  in  many  cases  unsatisfactorily,  to  explain  this 
condition. 

The  essentials  of  the  non-passive  expiration  theory  are  as  follows: 
When  expiration  is  made  an  active  process  by  bringing  the  abdominal 
mu.scles  into  play  to  expel  the  air  from  the  lungs,  the  momentum  of  the 
air  will  be  greatly  decreased  and  the  air  tension  within  the  alveoli  will 
be  greatly  increased.  This  increased  pressure  is  applied  to  all  structures 
within  the  chest  and  will  affect  all  thin  structures.  The  high  tension  tends 
to  cause  the  thin  walled  bronchioles  to  collapse  and  thus  hinders  exhala- 
tion. The  high  alveolar  pressure  i.>^  applied  also  to  the  exterior  bronchial 
vein,  which  tends  to  produce  danmiing  of  the  blood  flow  in  the  bronchial 
venules  and  capillaries.  Any  inflammatory  or  anaphylactic  swelling  of 
the  bronchial  mucosa,  coupled  with  coughing,  sneezing,  dyspnea  or  hard 
breathing,  may  result  in  such  marked  narrowing  of  the  lumen  of  the 
bronchi  as  to  produce  expiratory  dyspnea,  loud  piping  rales  and  wheezes, 
an  accumulation  of  mucus  with  shreds  and  bronchial  casts,  and  emphy- 
sema. This  is  asthma.  The  further  important  point  about  this  non- 
passive  expiration  theory  is  that  the  so-called  "pre-asthmatic  states"  can 
be  recognized  and  successfully  treated.  In  short,  according  to  the  author, 
the  treatment  of  asthma  can  be  placed  on  a  rational  and  scientific  founda- 
tion. It  must  be  admitted  that  so  far  as  other  explanations  of  asthma 
are  concerned,  the  whole  subject,  as  well  as  the  treatment.  Is  very  chaotic. 
Dr.  Brown  has  gone  very  exhaustively  into  the  physiology  and  pathology 
of  respiration  and  his  book  is  well  worth  careful  perusal  by  every 
physician.  Ed. 

Operative  Surgery  of  the  Nose,  Throat  and  Ear  for  Laryngologists,  Otolo- 
gists and  Surgeons.     By  Dr.  Hanau  W.  Loeb,  Professor  of  Ear,  Nose 
and   Throat  Diseases   in   St.   Louis   University,   in  collaboration   with 
Dr.   Joseph   C.    Beck,  Chicago;    Dr.   William  H.    Haskin;    New    York; 
Dr.  George  W.  Crile,  Cleveland,  and  others.     In  two  volumes.     Vol  2. 
St.  Louis.     C.  V.  :Mosby  Compafcy,  1917. 
The  first  volume  appeared  some  time  ago  and  dealt  mainly  with  pathol- 
ogy and  exploration  and  plastic  surgery  of  the  nose,  ear,  etc.    The  second 
volume    is    concerned    exclusively    with    operative    surgery,    as    follows: 
(1)    Operative  surgery  of  the  nasal   cavities    (accessory   sinuses,  septum, 
turbinates,  etc.).     Each  accessory  sinus  is  dealt  with  in  detail  and  every 
operation  is  fully  described  in  a  critical  way.      (2)    Operative  surgery  of 
the   pharynx.     Under  this  head  are  considered  the  operative  surgery  of 
t^he   tonsils,    adenoids,    benign    and    malignant   growths    of   the   pharynx. 

(3)  Endolaryngeal     operations     with     the     aid     of     the     laryngoscope. 

(4)  Operations  on  the  externa]  ear  and  through  the  canal.  (.5)  Surgery 
of  the  mastoid.  This  chapter  is  especially  worthy  of  the  highest  praise, 
not  only  for  the  presentation  of  the  mastoid  operation,  simple  and  radical, 
of  the  operation  for  sinus  thrombosis,  ligation  of  the  internal  jugular  vein, 
of  the  operative  surgery  of  'the  labyrinth,  of  the  operative  surgery  of 
meningitis  of  aural  and  nasal  origin  and  of  brain  abscess  of  aural  and 
nasal  origin,  but  also  for  the  splendid  plates  with  which  these  surgical 
procedures  are  illustrated.  In  fact,  the  whole  volume,  as  is  the  first  vol- 
ume, is  profusely  illustrated  and  the  contributors  and  the  publishers  are  to 
be  highly  commended  for  the  splendid  work.  The  fact  is,  no  oto-laryngol- 
ogist  can  afford  to  be  without  the  two  volumes  as  a  work  of  reference. 

Ed. 
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ORIGINAL    COMMUNICATIONS 

(Original  Conirrunications  are  received  with  the  understanding\ 
that  they   are  contributed  exclusively  to  The  Laryngoscope. / 


THE  FOSSA  OF  ROSENMUELLER  FROM  THE  RHINOLOGICAL 

STANDPOINT.* 

Dr.   Sidney  Yaxkauer,  Xew  York. 

The  fossa  of  Rosenmiiller,  the  triangular  corner  of  the  naso- 
pharynx situated  behind  the  Eustachian  eminence,  is  a  region  of 
the  body  with  which  we  are  all  familiar.  Yet  I  believe  that  I 
am  correct  in  stating,  that  in  the  minds  of  most  of  us.  pathological 
conditions  in  this  region  have  always  been  associated  with  symp- 
toms referable  to  the  ear,  with  tinnitis,  Eustachian  catarrh 
etc.  Xowhere  in  the  recent  literature  on  the  subject,  have  I  been 
able  to  find  any  reference  to  symptoms  usually  associated  with  the 
diseases  of  the  nose.  A  study  of  the  anatomy  and  physiolog}-  of 
this  region,  however,  will  make  it  clear  that  the  ear  symptoms 
are  very  often  secondary  to  disturbances  of  the  functions  of  the 
nose,  occasioned  by  pathological  changes  in  this  region. 

The  Eustachian  eminence  consists  mainly  of  a  plate  of  cartilage, 
bent  like  the  inverted  letter  U,  which  projects  downward  and  for- 
ward into  the  naso-phar}'nx,  for  a  distance  of  nearly  one  inch. 
The  mucous  membrane  which  covers  the  posterior  and  superior 
aspects  of  the  cartilage,  extends  outward  nearly  its  entire  length 
and,  at  its  outermost  extremity,  becomes  attached  to  the  base  of 
the  skull.     The  fossa  is,  therefore,  nearly  one  inch  in  depth.     The 

*Read  before  the  Section  on  Rhinology  and  Laryng-olog-y  of  the  New  York 
Academy  of  Medicine,  May,  1917. 
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tip  of  the  Eustachian  eminence  is  free  in  the  naso-pharynx  and  is 
situated  at  a  distance  of  1.8  cm.,  nearly  three-quarters  of  an  inch, 
from  the  posterior  wall  and  an  equal  distance  from  the  vault  of 
the  naso-pharynx.  The  distance  between  the  tips  of  the  two  emi- 
nences is  about  3.5  cm. 

The  main  respiratory  air-channel  in  the  nose  lies  in  the  middle 
meatus,  which  is  on  a  level  with  the  tip  of  the  Eustachian  emi- 
nence. When,  therefore,  the  main  respiratory  air-current  reaches 
the  naso-pharynx,  it  is  divided.  Part  of  it  passes  above  the  emi- 
nence, through  the  fossa  of  Rosenmiiller  and  down  into  the 
pharynx;  part  of  it  passes  in  front  of  the  eminence,  over  the  soft 
palate ;  and  the  remainder  passes  into  the  space  between  the  two 
eminences.  The  air-current  also  changes  its  direction  when  it 
reaches  the  naso-pharynx,  from  horizontal,  to  a  downward  direc- 
tion. It  is  evident,  therefore,  that  any  obstruction  in  the  fossa 
of  Rosenmiiller,  or  in  the  space  between  them,  will  interfere  seri- 
ously with  the  smooth  passage  of  air  from  the  nose  into  the  throat. 

I  need  only  refer  to  the  respiratory  obstruction  caused  by  the 
presence  of  adenoid  masses  in  the  naso-pharynx.  The  lateral  comb 
of  the  hypertrophied  adenoid  mass  comes  into  contact  with  the 
tip  of  the  Eustachian  eminence  and  with  the  edge  of  the  posterior 
lip.  When  the  adenoid  becomes  inflamed,  the  edge  of  the  lateral 
comb  becomes  adherent  to  the  eminence.  W^hen  the  lymphoid 
tissue  disappears  from  the  adenoid  mass  during  adolescence,  these 
adhesions  remain  and  bind  the  mucous  membrane  of  the  posterior 
wall  and  vault  of  the  naso-pharynx  to  the  Eustachian  eminences. 
W^hen  the  adenoid  is  removed  during  deep  anesthesia,  when  the 
phar}'ngeal  reflexes  are  absent  and  when  there  is  no  contraction 
of  the  pharyngeal  musculature  to  force  the  adenoid  mass  through 
the  ring  of  the  adenotome,  the  instrument  pushes  aside  the 
Eustachian  eminence  and,  with  it,  the  adherent  lateral  comb,  so 
that  these  are  apt  to  be  left  behind  and  only  the  central  portion 
of  the  adenoid  mass  is  removed. 

These  adhesions  can  be  easily  recognized  in  the  post-nasal  mir- 
ror. They  appear  as  short,  thick,  dense  adhesions,  binding  the 
posterior  phar}'ngeal  wall  to  the  tip  of  the  Eustachian  eminence 
and  to  the  posterior  lip.  Between  the  adhesions,  round  or  oblong 
openings  mark  the  entrance  to  the  fossa.  They  are  sometimes  so 
numerous  as  to  present  a  continuous  surface,  so  that  from  one 
Eustachian  orifice  to  the  other,  the  mucous  membrane  appears  to 
be  continuous  and  there  is  no  sign  of  the  usual  deep  fossa  of 
Rosenmiiller. 
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Xow,  the  Eustachian  eminence  is  composed  of  cartilage,  which 
is  comparatively  unyielding,  while  ihe  mucous  membrane  of  the 
posterior  wall  and  of  the  vault,  is  only  loosely  attached  to  the 
underlying  structures,  so  that  it  is  not  the  Eustachian  eminence 
but  the  mucous  membrane,  which  is  displaced.  The  mucous  mem- 
brane of  the  posterior  wall  and  of  the  vault  are  brought  down  to 
the  level  of  the  Eustachian  eminence,  a  distance  of  nearly  three- 
quarters  of  an  inch.  The  mucous  membrane  is  sometimes  stretched 
between  the  two  eminences,  so  that  both  fossae  and  the  space 
between  them  are  obstructed.  The  degree  of  obstruction  caused 
by  this  condition,  is  fully  equal  to  that  caused  by  the  original  ade- 
noid mass.  It  happens,  in  short,  that  adults  complain  of  nasal 
obstruction,  in  whom  no  obstructive  lesion  of  any  kind  is  found 
in  the  nasal  passages,  or  in  whom  such  obstructive  lesions  as  may 
have  been  present,  have  been  satisfactorily  removed  by  proper 
surgical  measures.  If  the  naso-pharynx  is  examined  in  these  pa- 
tients such  adhesions  will  be  found  to  be  present  in  some  of  them, 
and  the  removal  of  these  adhesions  will  relieve  the  obstruction. 
In  young  adults,  whose  tissues  have  not  lost  their  elasticity,  the 
mucous  membrane  recedes  as  soon  as  the  adhesions  are  severed ; 
and  the  relief  of  the  obstruction  will  be  immediate  and  prompt.  In 
older  persons,  it  may  be  necessary  to  prevent  the  reformation  of 
these  adhesions,  it  is  desirable  to  make  applications  of  silver  to 
the  cut  surfaces,  through  the  direct  naso-pharyngeal  speculum. 
Massage  can  be  carried  out  with  the  aid  of  the  applicator  at  the 
same  time.  When  healing  is  completed,  the  appearance  of  the 
naso-pharynx  is  entirely  changed.  It  is  deeper  and  higher  than 
before,  and  the  deep  recesses  of  the  fossae  of  Rosenmiiller  are 
distinctly  visible. 

The  presence  of  secretion  in  the  fossa  of  Rosenmiiller  is  of 
interest  to  the  rhinologist  as  well  as  to  the  otologist.  For  the 
Eustachian  eminence  is  a  wall  around  the  Eustachian  orifice  and 
the  fossa  of  Rosenmiiller  is  a  gutter  surrounding  the  wall  whose 
combined  purpose  is  to  guide  the  nasal  secretions  away  from  the 
Eustachian  orifice.  But  ivhen  the  fossa  is  a  deep  one,  the  secre- 
tions do  not  readily  escape  'from  it  into  the  lower  pharynx.  The 
reason  for  this  will  become  evident  upon  consideration  of  the 
anatomy  of  this  region. 

The  pharyngeal  wall  is  composed  of  three  layers — mucous  mem- 
brane, aponeurosis  and  constrictor  muscle.  The  upper  fibres  of 
the  superior  constrictor  arise  from  the  lower  half  of  the  posterior 
border  of  the  internal  pterygoid  plate:  sometimes  accessory  bundles 
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arise  from  the  upper  part  of  the  pterygoid  plate,  and  even  from 
the  base  of  the  skull,  at  the  anterior  margin  of  the  middle  lacerated 
foramen.  These  fibres  descend  to  the  level  of  the  tip  of  the 
Eustachian  eminence,  and  curving  around  underneath  it,  ascend 
again,  and,  together  with  similar  fibres  from  the  opposite  muscle, 
are  inserted  into  the  basilar  process  of  the  occipital  bone,  near  the 
median  line.  Above  and  to  the  outer  side  of  these  fibres,  the 
pharyngeal  aponeurosis  is  not  supported  by  muscle  fibres.  The 
aponeurosis,  however,  extends  outward  for  a  considerable  dis- 
tance :  in  fact,  as  far  as  the  quadrangular  plate  of  bone  which 
arches  over  the  canal  for  the  carotid  artery.  The  triangular 
area  which  is  thus  left  free  of  muscle  fibres  is  known  as  the  sinus 
of  Morgagni,  and  corresponds  exactly  to  the  space  within  the 
naso-pharynx  which  we  call  the  fossa  of  Rosenmiiller. 

Anteriorly  the  fossa  is  limited  by  the  salpingo-nasal  fold,  a  fold 
of  mucous  membrane  which  extends  upwards  from  the  tubal  emi- 
nence to  the  vault.  It  contains  the  accessory  bundle  of  muscle 
fibres  belonging  to  the  origin  of  the  superior  constrictor,  when 
these  are  present.  This  fold  does  not  extend  as  far  inward  as  the 
tip  of  the  eminence,  and  so  cannot  always  be  seen  by  means  of  re- 
flecting instruments.  It  can  be  seen  through  the  direct  speculum. 
It  is  sometimes  so  thick  that  it  limits  considerably  the  extent  of 
the  fossa  of  Rosenmuller  in  the  anterior  direction,  and  shuts  it  ofif 
from  communication  with  the  posterior  nares.  ^^'hen  this  fold  is 
well  developed,  the  fossa  has  the  shape  of  a  narrow,  tubular  cavity. 

Inferiorly,  when  the  pharynx  is  at  rest,  the  fossa  opens  directly 
into  the  groove  between  the  posterior  lip  of  the  tube  and  the 
posterior  pharyngeal  wall. 

During  the  acts  of  swallowing,  gagging  and  gargling,  the  muscle? 
of  the  pharynx  contract,  causing  the  contents  of  the  naso-pharynx 
to  be  expressed  into  the  oropharynx,  and  to  appear  below  the  soft 
palate.  When  the  secretion  is  a  thick  and  viscid  mucus,  which 
does  not  readily  obey  the  forces  of  gravity  or  capillary  attraction, 
this  active  contraction  is  necessary  to  secure  drainage.  This  aid 
to  drainage  does  not  apply,  however,  to  the  fossa  of  Rosenmuller; 
for  the  fossa  of  Rosenmiiller  is  the  only  part  of  the  naso-phar}-nx 
which  is  not  supported  by  muscular  fibres,  so  that  muscular  con- 
traction cannot  empty  the  fossa.  On  the  contrary,  when  the 
superior  constrictor  contracts,  its  upper  fibres,  which,  as  described 
above,  form  a  sling  around  the  tubal  eminence,  draw  the  mucous 
membrane  of  the  posterior  wall  against  the  tubal  eminence,  and 
close  the  fossa.     \\'hen  the  beak  of  the  direct  speculum  holds  the 
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tubal  eminence  forward,  the  contraction  of  the  muscle  causes  the 
formation  of  an  oblique  ridge  of  mucous  membrane  on  the 
posterior  pharyngeal  wall.  The  contraction  of  the  salpingo-phar- 
yngeus  helps  the  superior  constrictor  in  closing  the  fossa  below, 
while  the  accessor}-  bundles  of  the  constrictor  move  the  salpingo- 
nasal  fold  backwards,  so  that  the  entrance  of  the  fossa  becomes 
puckered  up  into  a  round  or  oval  opening  about  a  quarter  of  an 
inch  in  length.  Thus  the  fossa  of  Rosenmiiller  may  sometimes 
i^ecome  efifectually  closed  up  during  the  contraction  of  the  pharyn- 
geal muscles,  and  its  secretions  actively  dammed  back.  If  a  probe 
be  passed  through  the  opening,  it  will  enter  for  a  distance  of  nearly 
an  inch,  and  the  fossa,  instead  of  being  merely  a  corner  of  the 
naso-phar}^nx,  becomes  converted  into  a  large,  wide  cavity,  having 
the  characteristics  of  an  accessory  cavity  of  the  naso-pharynx. 

The  presence  of  secretion  in  the  fossa  of  Rosenmiiller,  is  always 
suggestive  of  nasal  sinus  disease.  \\'hen  the  secretion  is  purulent, 
it  is  easily  seen.  But  when  it  consists  of  strings  of  clear  viscid 
mucus,  pouring  down  over  the  tip  of  the  Eustachian  eminence  in 
front  of  the  salpingo-nasal  fold,  it  indicates  the  presence  of  a 
catarrhal  inflammation  of  one  of  the  posterior  group  of  accessory 
sinuses  ;  and,  in  my  experience,  it  is  sufficiently  characteristic  to 
warrant  operative  interference.  When  the  secretion  is  present 
behind  the  salpingo-nasal  fold,  it  cannot  be  regarded  as  having  the 
same  significance.  This  is  particularly  true  if  there  are  adhesions 
present  between  the  posterior  lip  and  the  posterior  pharyngeal  wall, 
and  it  is  to  this  class  of  cases  that  I  wish  particularly  to  call  atten- 
tion. 

The  presence  of  these  adhesions  converts  the  lower  part  of  the 
fossa  of  Rosenmiiller  into  a  pocket,  in  which  secretion  can  accumu- 
late. As  the  pocket  becomes  filled  up.  the  secretion  overflows  and 
pours  down  the  posterior  pharyngeal  wall.  It  occasionally  de- 
composes and  gives  rise  to  a  foul  taste  and  a  foul  odor.  As  the 
secretion  may  be  forced  into  the  nasal  cavity  during  the  act  of 
blowing  the  nose,  all  the  classical  symptoms  of  chronic  sinus  dis- 
ease are  reproduced.  Yet  when  the  adhesions  ^are  cut  and  the 
drainage  of  the  fossa  restored,  all  the  symptoms  disappear.  In 
this  connection  I  may  also  mention  the  case  of  a  woman  who  had 
complained  for  a  long  time  of  a  foul  smelling  breath  and  a  bad 
taste.  Sinus  disease  had  been  eliminated  by  all  the  rhinologists 
who  had  seen  her,  and  the  diagnosis  of  parosmia  of  nervous  origin 
was  made.  When  the  adhesions  which  closed  the  fossae  on  both 
sides   were   severed,  a   small   quantity   of   secretion   was   evacuated, 
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whose  foul  odor  was  distinctly  perceptible.    The  so-called  parosmia 
was  permanently  relieved. 

The  presence  of  these  adhesions  converts  the  fossa  of  Rosen- 
miiller  into  a  sort  of  cavity  and  the  symptomatology  of  such  a 
condition  would  not  be  complete  without  mentioning  the  possibili- 
ties of  general  systemic  infection  resulting  therefrom.  How- 
ever, the  pockets  are  rarely  so  completely  closed,  that  the  secretion 
is  under  pressure  and  absorption  is,  therefore,  not  the  rule.  Re- 
cently, however,  I  saw  a  patient  who  for  years  has  been  suffering 
from  chronic  rheumatism.  Every  possible  source  of  focal  infec- 
tion had  been  carefully  eliminated.  On  one  side  the  fossa  of 
Rosenmiiller  was  completely  closed  by  adhesions,  behind  which  a 
thick,  glairy  mucus  had  accumulated.  A  culture,  made  from  the 
tissues  removed  in  cutting  these  adhesions,  showed  the  pi'esence 
of  the  streptococcus  viridans  in  pure  culture.  The  case  is  of  too 
recent  date,  however,  to  be  regarded  as  a  proven  case  o£  focal 
infection. 

The  interior  of  the  fossa  of  Rosenmiiller  is  not  very  sensitive 
to  manipulation,  but  the  Eustachian  eminence,  itself,  seems  to  be 
well  supplied  with  sensory  nerves.  Nevertheless,  it  was  some- 
what of  a  surprise  to  me,  to  meet  with  a  case  in  which  a  reflex 
cough  had  its  origin  in  this  region.  The  case  was  that  of  a  young 
lady  who  stated  that  about  five  years  previously,  her  adenoids 
had  been  removed  because  of  nasal  obstruction.  She  declared 
that  the  obstruction  was  not  completely  relieved  by  the  operation 
and  that  ever  since  that  time  she  had  been  suffering  from  a  dry 
hacking  cough  without  expectoration.  She  had  been  treated  by 
numerous  specialists  during  this  time,  including  myself,  without 
relief.  When  the  adhesions  which  bound  the  posterior  wall  of 
the  naso-pharynx  to  the  posterior  lip  of  both  tubes  were  cut,  not 
only  was  the  breathing  improved  but  the  cough  ceased  at  once. 
Perhaps  this  case  is  unique,  but  the  thought  occurs  that  if  one  kind 
of  reflex  neurosis  may  have  its  origin  in  this  region.  It  Is  not 
impossible  that  other  cases  may  be  found  In  which  nasal  or  laryn- 
geal reflex  neuroses  originate  In  the  same  place. 

It  Is  without  doubt  true  that  not  all  persons  In  whom  pathological 
changes  In  the  fossa  of  Rosenrniiller  are  found,  necessarily  suffer 
from  all  or  even  from  any  of  the  above  group  of  symptoms.  But 
the  fact  that  there  are  patients  who  complain  of  rhinologlcal  or 
laryngologlcal  symptoms  without  ear  symptoms,  in  whom  the  only 
pathological  lesions  that  can  be  found  are  those  in  the  fossa  of 


yankauer:  ROSEN  Mueller's  fossa.  867 

Rosenmuller,  who  can  not  be  relieved  until  the  drainage  of  the 
fossa  is  restored,  is  the  burden  of  this  communication. 

To  conclude,  then,  diseased  conditions  of  the  fossa  of  Rosen- 
miiller  may  give  rise  to : 

1st.  A  degree  of  nasal  obstruction  equally  as  great  as  that 
caused  by  hypertrophied  adenoids ;  and  persistent  nasal  obstruction 
after  the  removal  of  large  masses  of  adenoids  may  be  explained 
thereby. 

2nd.  Secretion  pouring  over  the  tip  of  the  Eustachian  eminence, 
when  in  front  of  the  salpingo-nasal  fold  is  indicative  of  disease  in 
the  posterior  group  of  nasal  accessory  sinuses.  Secretion  in  the 
fossa  of  Rosenmiiller  behind  the  salpingo-nasal  fold,  particularly 
when  associated  with  adhesions  in  this  region,  may  cause  a  clinical 
picture  closely  resembling  disease  of  the  accessory  sinuses  even 
though  the  latter  are  entirely  free  from  pathological  changes. 

3rd.  It  is  not  impossible  that  a  fossa  whose  drainage  is  ob- 
structed may  be  the  focus  of  a  general  systemic  infection. 

4th.  Reflex  nasal  and  laryngeal  neuroses  may  have  their  origin 
in  this  region. 

616  Madison  Avenue. 


Throat  Lesions  in  Leprosy.  J-  A.  HoxEij,  A'ew  Orleans  Med.  and 
Surg.  Jour.,  July,  1917. 

The  oral  cavity  is  early  affected.  In  none  of  the  cases,  even  in 
those  with  signs  barely  diagnostic  of  leprosy,  has  the  palate  failed 
to  show  some  inflammation  and  ulceration,  usually  situated  on  the 
sides  of  the  raphe  line,  close  to  the  uvula.  In  some  of  the  healed 
cases  there  has  been  total  destruction  of  the  pillars  and  contiguous 
structures,  giving  a  smooth,  cave-like  appearance  to  the  throat.  The 
tongue  in  some  cases  showed  marked  hypertrophy  of  the  raphe  and 
papillae,  with  an  increased  depression  of  the  groove.  There  is  little, 
if  any,  change  in  the  gums  or' teeth. 

The  laryngeal  structures  (cartilage,  mucous  and  submucous  tis- 
sues) are  attacked  in  most  cases.  Of  three  cases  coming  to  autopsy, 
rhe  trachea  was  attacked  in  two  cases  in  its  upper  third.  The  lungs 
were  not  affected  in  either  of  the  three  cases. 

Inflammation  and  destruction  of  the  tissues  of  the  nose  is  well 
known.     Loss  of  smell  occurred  in  onlv  one  case.  Ed. 


NASAL  SEPTUM  DEFORMITY  IN  CHILDREN.     A  STUDY 
OF  314  CHILDREN. 

Dr.  Louis  G.  Kaempfe;r,  Xew  York. 

At  the  present  time  it  would  seem  that  an  apology  is  almost  nec- 
essary^ for  any  publication  dealing  with  deformities  of  the  nasal 
septum.  However,  much  that  has  been  written,  concerning  the 
cause  of  deviation  of  the  nasal  septum  and  the  operations  and 
modifications  of  operations  that  have  been  devised  for  its  correc- 
tion, there  has  been  very  little  attention  paid  to  its  occurrence  in 
children. 

Zuckerkandl,  in  discussing  the  causes  of  septal  deviation  said, 
that  it  did  not  occur  before  the  seventh  year,  that  is,  before  the 
developments  of  the  jaw  wuth  the  second  dentition.  Later  he  modi- 
fied his  statement  in  so  much  as  to  say  that  he  had  found,  in  the 
examination  of  35  skulls  of  children  between  four  and  six  years  of 
age,  one  with  a  well  developed  deviation  and  a  spur.  He  also 
quotes  Wetschler  as  having  observed  deviations  in  children  of  four 
and  five. 

Zuckerkandl  contends  that  abnormal  development  of  the  bones 
of  the  face,  at  the  time  of  the  second  dentition,  has  an  etiological 
bearing.  This  can  possibly  be  accounted  for  by  the  fact  that  the 
upper  jaw  in  civilized  man  is  much  smaller  than  in  his  forebears. 
The  high  or  gothic  type  of  palate,  usual  in  infancy,  persists  oftener 
and  there  is  not  room  for  the  larger  teeth  of  the  second  dentition. 
The  result  is  a  crowding  upward  of  the  vomer  and  a  buckling  of 
the  thin  bony  and  cartilaginous  partition.  In  reality  the  jaw  does 
not  expand  siifficiently  for  the  palate  to  flatten  out  and  leave  room 
for  the  septum  to  develop  dow-nward.  There  are  some  facts  which 
seem  to  bear  out  this  hypothesis.  Septal  deviation  is  more  com- 
mon among  Europeans  than  in  the  less  civilized  races — savages  and 
negroes.  On  the  other  hand,  in  children  presenting  themselves  to 
the  dental  surgeons  with  malocclusion  of  the  teeth,  usually  individ- 
uals with  extreme  under-development  of  the  jaws,  the  septum  is 
almost  always  deviated. 

Trauma  plays  a  much  less  important  part  in  the  etiolog)^  of  devi- 
ated septum  than  is  thought  by  some.  In  some  instances  after 
fracture  of  the  septum,  there  is  seen  extreme  deviation  of  the  car- 
tilage without  any  spur  formation  whatever.     In  other  cases  there 
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is  only  slight  deviation  of  the  cartilage  with  the  development  of 
large  spurs.  These  bizarre  findings  can  be  explained  only  on  the 
ground  that  there  are  in  some  individuals  who  give  histories  of 
fracture,  deviations  prior  to  the  injury. 

In  reference  to  trauma  as  a  cause  of  septal  deviation,  an  attempt 
was  made  in  the  cases  here  reported  from  the  clinic,  to  elicit  in- 
formation on  this  point.  In  only  one  case,  where  there  was  a  dis- 
tinct deviation,  did  the  mother  admit  that  the  child  had  injured  his 
nose.  This  was  in  the  seven-year-old  boy,  the  oldest  of  the  series. 
Of  course,  this  is  very  inconclusive  evidence,  as  the  class  of  patients 
among  whom  these  observations  were  made  is  not  in  a  position  to 
have  constant  supervision  over  its  children  and  only  the  grosser 
accidents  are  noticed  and  remembered  and  in  all  probability  only  a 
proportion  of  those.  It  does  not,  therefore,  preclude  the  occurence 
of  those  minor  injuries  to  the  nose,  which  may,  according  to  Bos- 
worth,  set  up  a  low  grade  of  chronic  inflammation,  resulting  finally 
as  he  claims,  in  a  true  deviation  with  or  without  a  wide  crest  or 
spur. 

It  has  been  held  that  the  chronic  rhinitis,  with  its  more  or  less 
frequent  acute  exacerbations,  that  accompanies  the  presence  of  large 
adenoid  vegetations  in  the  nasopharynx  may  have  an  etiological 
bearing  on  the  development  of  deviated  septa.  Others,  notably 
Talbot,  maintain  that  deviation  of  the  septum  is  ]>art  of  a  general 
underdevelopment,  on  a  basis  of  degeneracy,  and  that  the  under- 
development of  the  superior  maxilla,  the  deviation  of  the  septum, 
the  high-arched  palate  and  the  presence  of  hypertrophied  adenoid 
vegetations  and  the  enlarged  tonsils,  found  in  many  of  these  indi- 
viduals, are  all  manifestations  of  the  same  sub-normal  tendencies. 
Robert,  cited  by  Gradenigo,  believes  that  the  presence  of  large 
adenoid  vegetations,  causing  mouth  breathing,  tends  to  an  under- 
development of  the  nasal  cavity  as  a  whole — an  atrophy  of  disuse. 

Yankauer  says  that  all  deviations  of  the  septum  are  variations  of 
one  form.  The  highest  point  or  apex  of  the  deviation  is  at  a  point 
which  corresponds  to  the  meeting  place  of  the  sutures  between  the 
cartilage,  the  anterior  nasal  spine,  the  perpendicular  plate  of  the 
ethmoid  and  the  vomer.  From  this  apex  the  septum  slopes  down 
anteriorly,  posteriorly,  superiorly  and  inferiorly.  The  different 
types  of  deviation  that  have  been  described  are  merely  variations 
in  the  angles  and  extent  of  these  slopes.  From  these  observations 
he  advances  the  theory  that  the  suture  lines  play  the  same  role  in 
the  development  of  the  nose  that  the  epiphyseal  lines  do  in  the  de- 
velopment of  the  long  bones.     The  nose  being  usually  narrower  on 
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one  side  the  inspired  air  will  impinge  more  sharply  on  the  septum 
on  that  side  and,  acting  as  an  irritant  cause,  a  congestion  and  in- 
creased blood  supply  and  consequently  an  ever-increasing  thick- 
ening and  development  of  bone  on  that  side. 

The  bones  of  the  septum  are,  however,  laid  with  separate  cen- 
tres of  ossification  for  the  different  bones.  The  centres  are  at 
points  away  from  this  meeting  place  of  the  sutures  and  the  bone  is 
laid  down  from  the  centres  toward  the  edges  of  the  bone.  The 
parts  adjacent  to  the  sutures  are  the  last  to  become  ossified  and  the 
whole  septum  is  bent  toward  that  point  because  it  is  the  last  to 
remain  soft  and  susceptible  to  the  considerable  negative  pressure 
exerted  by  the  air  as  it  is  inspired  through  the  narrower  side  of 
the  nose.  This  accounts  for  the  slopes  falling  away  from  the  com- 
mon meeting  point  of  the  sutures. 

In  the  children  that  form  the  basis  for  these  observations  it 
was  noticed  that  many  had  slight  thickening  of  one  side  of  the 
septum  or  the  other.  It  is  quite  probable  that  later  these  thicken- 
ings might  develop  into  true  deviations.  That  is,  the  tendency  for 
one  side  of  the  nose  to  be  narrower  than  the  other  would  make 
the  wide  side  the  one  through  w^hich  the  greater  volume  of  air 
was  inspired  and  thus  tend  to  accentuate  the  deviation.  These 
cases  were  not  classified  as  deviations.  Only  in  those  children  where 
there  was  a  definite  deviation  with  or  without  a  spur  was  it  put 
into  that  category.  Spurs  were  noted  in  several  instances  and  in 
some  children  hypertrophy  of  the  lower  and  middle  turbinate 
bones  was  observ^ed. 

There  were  two  groups  of  children  examined.  The  larger  group 
of  two  hundred  and  twenty  children  was  seen  in  the  out-patient 
departments  of  Mount  Sinai  Hospital ;  the  remaining  ninety-four 
children  were  inmates  of  one  of  our  institutions.  The  groups  are 
kept  separate  because  the  findings  were  a  little  different  and  the 
question  of  environment  as  a  factor  in  the  development  of  these 
nasal  deformities  was  brought  to  mind. 

Of  the  children  seen  in  the  Mount  Sinai  Dispensary  some  came 
into  the  pediatric  department  but  the  majority  were  brought  directly 
to  the  ear,  nose  and  throat  clinic  for  some  throat  or  ear  trouble. 
This  may  account,  in  part,  at  any  rate,  for  the  large  number  of 
hypertrophied  tonsils  observed.  Many  of  the  children  came  for 
acute  or  chronic  otitis,  though  no  record  was  made  of  this  fact. 
Some  came  because  they  had  enlarged  tonsils  and  adenoids  and  a 
few  were  perfectly  well,  having  been  brought  with  other  children 
that  were  ill. 
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In  this  group  two  hundred  and  twenty  children  were  examined. 
While  this  is  scarcely  a  large  enough  number  from  which  to  draw 
definite  conclusions,  still  it  can,  in  a  general  way,  point  out  the 
conditions,  barring  very  unusual  ones  that  would  ordinarily  be 
met.  Records  were  kept  of  the  age  and  sex  of  the  children,  of  the 
condition  of  the  septum,  of  the  turbinates,  of  the  palate  and  of  the 
condition  of  the  tonsils.  The  number  of  teeth  was  noted  and  a  rec- 
ord was  kept  of  the  birth-place  of  the  parents.  Practically  all  of  the 
children  were  born  in  the  United  States. 

The  youngest  child  in  this  series  was  five  weeks  old,  the  oldest, 
seven  years.  The  majority  of  the  children  ranged  in  age  from  two 
months  to  four  years.  There  were  ninety-nine  children  in  the  first 
year  of  life.  Forty-two  under  six  months  and  fifty-seven  between 
six  and  twelve  months  old.  Between  one  and  two  years  of  age 
there  were  fifty-seven  children,  between  two  and  three  there  were 
thirty-eight.  Twenty  children  were  between  three  and  four  years 
old.  From  the  fourth  to  the  fifth  year  there  were  four  children  and 
one  each  in  their  sixth  and  seventh  years. 

The  sexes  were  about  equally  divided,  there  being  one  hundred 
and  fourteen  boys  and  one  hundred  and  six  girls. 

In  the  examination  of  the  septum  a  distinction  was  made  between 
deviation  and,  what  for  want  of  a  better  term  was  called  "thicken- 
ing." These  were  really  very  slight  deviations  and  in  this  group 
were  included  those  septa  that  appeared  to  encroach,  to  a  greater 
or  less  degree,  on  one  side  or  the  other,  while  on  the  opposite  side 
they  were  straight  or  almost  straight.  In  these  noses  the  width  of 
the  common  meatus  was  reduced  on  one  side,  that  of  the  encroach- 
ment, but  was  not  unduly  large  on  the  other.  In  those  cases  in- 
cluded in  the  category  "deviation"  there  was  a  true  deviation  of 
the  septum  with,  in  some  cases  a  distinct  spur  formation. 

There  were  one  hundred  and  eight  children  w-ho  showed  de- 
formities of  the  septum.  Of  these,  sixty-five  were  classed  as  thick- 
ening and  forty-three  as  deviation.  This  gave  an  incidence  of  over 
forty-nine  per  cent  (49%)  of  septal  deformities,  twenty  per  cent 
(20%)  of  frank  deviation  and  almost  thirty  per  cent  (30%)  that 
show^ed  a  tendency  toward  the  later  development  of  deviations. 
Excluding  those  children  over  four,  of  whom  there  were  only  six 
examined,  the  results  were  not  much  different.  Out  of  two  hun- 
dred and  fourteen  in  the  first  four  years  of  life,  one  hundred  and 
five  were  found  to  have  deformities  of  the  septum  or  forty-nine 
per  cent  (49%)  of  which  forty  or  about  eighteen  per  cent  (18%) 
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were  true  deviations  and  sixty-five  or  thirty  per  cent  (30 %j  had 
thickened  septa. 

Analyzing  these  in  groups  according  to  age,  there  were,  out  of 
the  ninety-nine  children  one-year-old  and  under,  thirty-two  or 
about  thirty-two  per  cent  (32%)  w-ho  had  already  developed 
noticeable  abnormalities  of  the  septum.  Eight  of  these  were  true 
deviations ;  one  of  them  in  a  seven-months-old  boy,  having  a  well 
developed  spur  and  another,  a  boy  of  four  months  having  a  su- 
perior deviation. 

In  the  children  examined,  who  were  six  months  old  or  younger, 
four  deviations  were  found  and  five  thickened  septa.  The  young- 
est child  to  show  any  abnormality  was  eleven  weeks  old.  This  child 
had  a  fairly  well  marked  thickening  to  the  left.  The  youngest  child 
seen  with  a  deviation  was  three  months  old. 

It  might  be  suggested  that  deviations  or  abnormalities  of  the 
nose  in  children  as  young  as  these  were  congenital.  Our  observa- 
tions in  these  cases  disprove  this.  In  the  further  examination  of 
the  children  it  was  found  that  the  proportion  of  deviations  and 
thickenings  of  the  septum  increased  as  the  children  grew  older. 
It  would  seem,  then,  more  reasonable  to  suppose  that  the  cause  of 
these  abnormalities,  whatever  it  may  be,  is  one  that  begins  to  oper- 
ate very  soon  after  birth,  perhaps  even  before,  and  already  shows 
its  results  in  the  early  years  of  life.  All  of  these  children  were 
seen  in  the  out-patient  department  of  the  hospital  and  were  for  the 
greater  part  from  crow^ded  tenement  districts  of  the  city,  living 
usually  in  poorly  ventilated  and  often  in  over-crowded  quarters. 
While  this  is  not  offered  as  the  explanation  for  their  deformities, 
it  undoubtedly  has  an  etiological  significance.  Whether  the  same 
proportion  of  deflections  would  be  seen  in  children  living  under 
better  conditions  is  questionable.  The  other  series  of  children  ex- 
amined while  only  limited  in  number  and  drawn  from  children  that 
were  originally  situated,  much  the  same  as  these  show  a  slightly 
smaller  proportion  of  deformities. 

During  the  second  six  months  four  deviations  and  nineteen  thick- 
ened septa  were  observed.  This  is  a  proportion  of  nine  per  cent 
(9%)  of  deviations  and  eleven  per  cent  (11%)  of  thickenings  for 
the  first  half  year  of  life  and  seven  per  cent  (7%)  of  deviations 
and  thirty-three  and  a  third  per  cent  (33^%)  of  thickenings  for 
the  second  half  year. 

In  children  from  one  to  two  years  of  age,  there  were  eight  devi- 
ations and  twenty-' -X  in  whom  the  septum  was  thickened  out  of  a 
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total  of  fifty-seven  children,  making  fourteen  per  cent  (14%)  of 
deviations  and  forty-five  per  cent  (45%  )  of  thickenings  or  sixty 
per  cent  (60%)  of  septal  abnormalities. 

During  the  next  year,  from  two  to  three  there  were,  out  of  thirty- 
eight  children,  thirteen  or  thirty-four  per  cent  (34%)  with  devia- 
tions and  twelve  or  thirty-two  per  cent  (32%  )  with  thickening  of 
the  septum,  a  total  of  sixty-five  per  cent  (65%)  of  abnormalities. 

Between  three  and  four  years  of  age  there  were  eleven  deviations 
and  three  thickened  septa,  out  of  twenty  children  examined,  making 
fifty-five  per  cent  (55%)  of  deviations  and  fifteen  per  cent  (15%) 
of  thickenings  or  seventy  per  cent  (70%)  of  abnormalities. 

It  is  noticeable  that  the  proportion  of  true  deviation  increases 
from  eight  per  cent  (8%)  in  the  first  year  to  fifty-five  per  cent 
(55%)  in  the  fourth  and  that  the  thickened  septa,  which  are  twen- 
ty-five per  cent  (25%)  in  the  first  year  and  forty-five  per  cent 
(45%)  in  the  second,  fall  to  thirty-two  per  cent  (32%)  in  the 
third  and  fifteen  per  cent  (15%)  in  the  fourth.  This  is.  in  all 
likelihood,  due  to  the  fact  that  many  of  those  septa,  which  in  the 
first  two  years  of  life  show  a  tendency  to  become  deviated,  have 
already  progressed  to  a  frank  de\iation  by  the  time  that  the  child 
has  reached  his  fourth  year. 

In  contra-distinction  to  the  large  numbers  of  departures  from 
the  normal  in  the  septa  of  the  children  in  this  series,  there  were 
few  in  whom  abnormal  turbinates  could  be  found.  In  the  two 
hundred  and  twenty  children  there  were  twelve  in  whom  hyper- 
trophy of  the  lower  turbinate  was  noted.  One  of  these  was  in  a  five- 
year-old  and  another  in  the  seven-year-old  boy.  Deducting  these 
two,  there  were  in  the  two  hundred  and  fourteen  children  under 
four  years  of  age  ten  in  whom  there  were  enlarged  lower  turbi- 
nates or  less  than  five  per  cent  (5%).  These  were  distributed  as 
follow^s :  one  each  in  the  first  and  second  years,  four  in  the  third 
year  and  four  in  the  fourth.  The  youngest  child,  in  w^hom  hyper- 
trophy of  the  lower  turbinate  was  noted,  was  eight  months  old. 

Hypertrophy  of  the  middle  turbinate  was  observed  ten  times  or 
a  little  over  four  per  cent  (4%).  There  were  two  children  under 
one  year  of  age  with  enlarged  middle  turbinates,  one  seven  and 
one  eight  months  old.  There  was  one  child  in  its  second  year  and 
five  between  two  and  three.  The  remaining  two  were  in  their 
fourth  year. 

In  all  but  one  of  these  children  the  enlargement  of  the  turbi- 
nates was  associated  with  thickening  or  deviation  of  the  septum. 
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Of  the  twelve  hypertrophic!  lower  turbinates  there  were  nine  that 
had  deviated  septa  and  two  in  whom  the  septum  was  thickened. 
There  was  one  child,  a  girl  of  four,  with  a  well-marked  hyper- 
trophy of  the  lower  turbinate  and  a  perfectly  straight  septum. 
Eight  of  the  children  with  hypertrophied  middle  turbinates  had 
deviated  septa,  while  thickening  was  observed  in  the  remaining  two. 
These  might  be  considered  as  examples  of  what  Zuckerkandl  de- 
scribes as  the  "compensatory"  form  of  septum  deviation.  Baum- 
garten  advances  the  theory  that  the  hypertrophy  of  the  lower  tur- 
binate causes  the  septum  to  be  pushed  to  the  opposite  side.  Zuck- 
erkandl does  not  agree  with  this  contention  on  the  ground  that  the 
turbinate  never  grows  beyond  the  mid-line  and  that  further,  the 
greatest  deviation  is  not  at  the  same  point  as  the  greatest  hyper- 
trophy of  the  turbinate.  He  believes,  however,  that  there  may  be 
some  connection  between  hypertrophy  of  the  middle  turbinate  and 
deviation  of  the  septum.  Neither  of  these  theories  seem  to  be  sub- 
stantiated by  an  examination  of  this  series  of  children.  Out  of 
one  hundred  and  eight  septal  deformities  there  were  but  twenty- 
two  with  involvement  of  the  turbinates,  a  number  entirely  too 
small  if  the  hypertrophy  of  either  the  lower  or  the  middle  turbi- 
nates was  a  factor  in  the  causation  of  septal  deflection.  It  is  much 
moe  likely  that  where  the  deformity  of  the  septum  is  associated 
with  changes  in  the  turbinates  that  the  latter  are  an  effect  rather 
than  a  cause  of  the  deviation,  or,  perhaps,  simply  a  part  of  the 
general  mal-development  that  has  the  deviation  as  one  of  its  re- 
sults. 

Almost  every  one  of  these  children  had  high-arched  palates,  the 
type  normal  in  infancy.  In  certain  instances  it  persists  into  adult 
life  and  often  these  individuals  have  faulty  occlusion  or  irregular 
implantation  of  the  teeth.  An  attempt  has  been  made  by  some 
writers  (Trendelenberg  and  Freeman),  to  give  the  persistence  of 
this  type  of  palate  an  etiological  relationship  to  septal  deviation. 
Ballenger  quotes  Freeman,  who  found  in  three  hundred  and  two 
individuals  with  high-arched  palates,  two  hundred  and  ninety  or 
ninety-six  per  cent  (96%)  with  deviation  of  the  septum.  Others 
consider  that  the  persistence  of  the  high  palate  and  the  presence 
of  the  deviation  are  part  of  the  same  condition — an  under-develop- 
ment  of  the  upper  jaw. 

In  the  examination  of  these  children  the  palates  were  classed 
as  "high"  and  "low."  By  high  palate  was  meant  the  usual  type 
of  infant  palate  with  a  "V"-shaped  arch.     Those  that  more  nearly 
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approached  the  adult  palate  in  appearance,  were  classed  as  low. 
Of  this  kind  there  were  twentv-five  or  a  little  over  eleven  per  cent. 
(11%). 

Of  the  children  with  low  palates,  twelve  had  thickened  septa 
and  one  had  a  deviation,  so  that  if  any  significance  is  to  be  at- 
tached to  a  relationship  between  the  shape  of  the  palate  and  devi- 
ation of  the  septum,  it  is  not  that  of  cause  and  effect. 

One  of  the  most  interesting  points  in  the  study  of  this  group  of 
children  was  the  question  of  relationship,  if  any,  between  the  de- 
formed septa  and  hypertrophied  tonsils.  It  would  appear  at 
first  glance,  that  an  unusually  large  number  of  these  children  were 
possessed  of  hypertrophied  tonsils.  It  must  be  remembered  that 
most  of  them  were  examined  in  the  laryngological  clinic,  either 
because  of  their  enlarged  tonsils  or  for  some  other  condition  of 
the  throat  or  car  of  which  hypertrophied  tonsils  are  an  accompany- 
ing part.  The  environment  of  the  children,  which  is  one  to  foster 
and  aggravate  catarrhal  conditions  of  the  upper  air  passages,  may 
also  furnish  a  reason  for  the  large  number  so  afflicted. 

The  cases  fall  naturally  into  four  groups,  those  with  simple 
hypertrophy  of  the  tonsils,  those  where  the  tonsils  are  enlarged 
but  buried  beneath  the  pillars  in  the  lateral  pharyngeal  wall,  those 
with  small  tonsils  and  those  whose  tonsils  have  already  been  re- 
moved. In  the  latter  group  the  presumption  is  fair  that  the  tonsils 
were  enlarged  or  diseased.  In  the  first  two  groups  the  indications 
were  for  the  removal  of  the  tonsils.  In  the  third  group  they 
were  perfectly  normal  and  no  indication  for  their  removal  existed. 
Whether  the  removal  of  the  tonsils  and  adenoids  in  those  children 
whose  septa  are  thickened  would,  by  clearing  up  the  accompany- 
ing chronic  rhinitis,  have  a  deterrent  effect  on  the  progress  of 
the  slight  deformity  of  the  septum,  into  a  patent  deviation,  is 
something  that  cannot  be  foretold  but  it  would  seem,  from  an 
examination  of  the  figures  quoted  above,  that  the  increase  of  de- 
viations and  the  decreases  of  slight  septal  deformities,  through 
the  same  period,  in  the  same  group  of  individuals,  shows  that  the 
chronic  rhinitis  has  a  bearing  on  the  causation  of  the  deviations 
and  that  the  removal  of  the  tonsils  by  lessening  the  incidence  of 
chronic  catarrhal  rhinitis  or  by  mitigating  the  severity  of  the 
process,  once  it  is  established,  would  save  a  number  of  these  chil- 
dren from  future  septal  deviations. 

Thirteen  children  of  the  two  hundred  and  twenty  had  their 
tonsils  removed.     In  twentv-seven  of  the  children  the  tonsils  were 
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normal  in  appearance,  small,  and  there  was  no  reason  for  their 
removal.  Of  the  remaining  one  hundred  and  eighty  children, 
one  hundred  and  twenty-eight  had  simple  hypertrophy  of  the  tonsils, 
while  in  fifty-two  the  tonsils  were  both  hypertrophied  and  buried. 
Eighty-two  per  cent  (82% j  of  all  the  children  had  tonsils  that 
were  enlarged. 

There  were  one  hundred  and  eight  children  with  septal  deformity 
and  one  hundred  and  twelve  without.  Of  the  first  group,  ninety- 
three  or  eighty-five  per  cent  (85%)  had  hypertrophied  tonsils. 
Eight  children,  who  had  had  their  tonsils  removed,  had  septal  de- 
formities of  some  degree.  It  is  fair  to  assume  that  their  tonsils  were 
not  normal.  Added  to  the  above  figure  we  get  one  hundred  and 
one  children  of  one  hundred  and  eight  with  enlarged  tonsils,  an 
incidence  of  ninety-three  per  cent  (93%).  Of  the  second  group, 
children  free  from  septal  deformity,  there  were  eighty-seven  or 
seventy-seven  per  cent  (77%)  with  hypertrophied  tonsils.  Look- 
ing at  it  from  the  other  standpoint,  that  of  hypertrophied  tonsils, 
we  find,  again,  ninety-three  out  of  one  hundred  and  eighty  or 
almost  fifty-two  per  cent  (52%  )  wdth  septal  deformity  against  five 
out  of  twenty-seven  or  eighteen  per  cent  (18%)  in  the  group  with 
small  tonsils,  as  having  deformity  of  the  septum.  These  latter  fig- 
ures are,  of  course,  entirely  too  small  to  form  the  basis  of  any 
definite  conclusion  and  are  simply  given  as  they  occur  in  this  series. 
Still,  taken  together  with  the  other  observations,  they  would  seem 
to  show  that  there  is  more  tendency  for  these  two  conditions  to 
occur  together  than  separately  and  that  apparently  there  is  a  com- 
mon etiological  factor  for  them.  This  would  seem  to  be  the 
chronic  rhinitis  incident  upon  the  slight  narrowing  of  one 
side  of  the  nose  and  the  increase  of  the  deformity  by  the  vicious 
circle  thus  started. 

The  mechanism  of  the  vicious  circle  begins  with  a  nose,  one  side 
of  which  is  narrow^er  than  the  other.  A  certain  degree  of  chronic 
rhinitis  having  been  established  there  is  a  tendency  for  the  over- 
growth of  the  adenoid  vegetations  and  the  tonsils  and  also  for  an 
increase  im  the  deformity  of  the  septum  that  was  the  original  cause 
of  the  rhinitis.  These  conditions,  in  their  turn,  tend  to  foster  the 
rhinitis.  The  removal  of  any  one  of  the  factors  lessens  the  rhinitis 
and  thus  benefits  the  patient  by  the  absence  of  an  aggravating 
element  to  the  vicious  process.  The  removal  of  the  tonsils  there- 
fore, as  stated  above,  would  have  a  beneficial  effect  upon  the  nasal 
condition,  aside  from  any  other  indication  for  their  removal. 
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A  record  was  kept  of  the  nationality  of  the  children  to  determine, 
if  possible,  whether  or  not  there  were  any  racial  characteristics 
that  would  explain  any  of  the  observations  that  were  made.  The 
preponderance  of  children  of  Russian  and  Austrian  Jewish  par- 
entage was  so  great  that  there  were  too  few  representatives  of 
other  racial  groups  to  enable  any  observations  on  that  score  to  be 
made.  There  were  one  hundred  and  sixteen  children  of  Russian 
forebears  and  forty-one  with  Austrian  parents.  These  people  are 
of  the  same  race  and  have  about  the  same  characteristics.  The  re- 
maining sixty-three  were  made  up  of  twenty  Italians,  six  whose 
parents  were  born  in  Ireland,  two  Jewish  Turks,  three  negroes 
from  the  British  West  Indies  and  thirt}'-two  whose  parents  were 
native  born.  Those  with  American  parents  were  about  equally 
divided  between  Irish  and  Russian  descent. 

The  deformities  were  so  evenly  distributed  between  the  children 
of  the  different  strains  that  it  can  safely  be  said  that,  given  the 
same  environment,  no  racial  propensities  can  be  noticed. 

To  see  whether  children  living  in  a  different  environment  would 
show  different  results,  ninety-four  inmates  of  one  of  our  large 
homes  were  examined.  They  ranged  in  age  from  six  months  to 
five  years.  They  live  under  excellent  surroundings,  spend  a  large 
part  of  their  time  out  of  doors,  sleep  in  spacious  well-ventilated 
rooms  and  are  guarded  against  the  errors  in  diet,  familiar  to  anyone 
who  has  worked  among  children,  such  as  constituted  our  first 
series. 

In  this  group  there  were  thirty-eight  septa  that  departed  from 
the  normal — forty  and  one-half  per  cent  40.5%)  ;  twenty- four  or 
twenty-five  and  a  half  per  cent  (25.5%)  were  thickened  and  four- 
teen or  fifteen  per  cent  (15%)  were  true  deviations. 

Only  one  child  had  large  turbinates. 

Seventy-one  children,  seventy-five  and  a  half  per  cent  (75.5%) 
had  enlarged  tonsils.  Of  these,  thirty-one  were  simple  hyper- 
trophies and  forty  both  hypertrophied  and  buried.  The  remain- 
ing twent3'-three  children  had  small  tonsils.  Xone  of  these  chil- 
dren had  had  their  tonsils  removed. 

Comparing  the  findings  in  the  two  groups  of  children,  one  notices 
a  smaller  percentage  of  nasal  deformities,  both  thickening  and  true 
deviation  as  well  as  a  smaller  percentage  of  enlarged  tonsils.  In- 
asmuch as  these  children  are  for  the  most  part  of  the  same  par- 
entage and  were,  most  of  them,  born  under  the  same  surroundings 
as   the   dispensarv'   children   and   lived    in   the    same    environment 
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until  their  admission  to  the  home,  it  is  fair  to  suppose  that  any  ad- 
vantages that  can  be  found  in  the  institution  group  must  be  ascribed 
to  their  changed  and  improved  surroundings. 

The  large  number  of  septal  deformities  found,  is  rather  surpris- 
ing— more  than  was  expected  when  the  examinations  were  first  un- 
dertaken. Significant  facts  are  the  tendency  for  the  deformities  to 
occur,  together  with  enlarged  tonsils  and  the  decrease  of  thickened 
septa  and  increase  of  patent  deviations  as  the  children  become  older. 
Taken  together  with  the  rhinitis  found  in  so  many  of  these  chil- 
dren, the  septal  deformity,  as  stated  above,  would  seem  an  additional 
indication,  aside  from  any  others,  for  the  removal  of  even  slightly 
enlarged  tonsils. 

Nasal  Deformity  i.v  220  Children  from  the  Dispensary. 


Septum 

Age 

No. 

Thick. 

Dev. 

L.  T. 

M.  T. 

0—  6  mos 

42 

5 

4 



.... 

6—12     "    

57 

19 

4 

1 

2 

1—  2  yrs 

57 

26 

8 

1 

1 

2—  3     "    

38 

12 

13 

'     4 

5 

3—  4     "    

20 

3 

11 

4 

2 

4—  5     "    

4 



2 

.... 

5—  6     "    

1 

.... 

.... 

1 

.... 

6—  7     "    

1 

.... 

1 

1 

.... 

Total    

220 

65 

43 

12 

10 

The  Relation   between 

Hypertrophied 

Ton 

SILS   AND 

Septal  Deformities. 

Hypertrophied  Tonsils 

Septal  Deformities  

Per  cent  of  S.  D.  with  H.  T. 


93 
108 

85% 


I  Hypertrophied  Tonsils  |   87 

jChildren    without   Septal   De-j 

formities |112 

jPer  cent  of  children  withoutj 

S.   D.   with   H.   T I  77% 


Septal  Deformities  

Hypertrophied  Tonsils 


Per  Cent  of  H.  T.  with  S.  D.... 


93 

180 

52% 


[Septal  Deformities  |     5 

I  Small  Tonsils  j  27 

[Per  cent  Small   Tonsils  with| 

I     Septal  Deformities  |  18% 


Comparison  of  Institl'tion  and  Dispensary  Children. 

Sept.     Deform.       Thickening  Deviation      Hyp.     Tonsils 

Institution    ..     38         40.5%         24         25.5%         14         15%         71         75.5% 
Dispensary  ..  108         49    %         65         30    %.         43         20%       ISO         82    % 
616  Madison  Avenue. 


A  METHOD  OF  MEDICATING  EUSTACHIAN  BOUGIES.* 

Dr.  J.ee  ^I.  Hurd,  New  York  City. 

The  Eustachian  bougie  has  been  advantageously  used  for  over 
thirty  years  to  dilate  tubal  stenosis  and  stimulate  the  lining  mem- 
brane. 

Feeling  the  necessity  of  medicating  the  tube  at  the  time  of 
bouginage,  several  methods  have  been  advanced. 

First.  Dipping  the  bougie  in  an  8queous  solution  of  silver  or 
iodine. 

The  disadvantage  of  this  method  is  that  tiie  medicament  does  not 
stick  to  the  bougie,  being  rubbed  off  either  in  the  catheter  or  at 
the  mouth  of  the  tube. 

Second.  Coating  the  bougie  with  a  heavy  base,  such  as  lanolin. 
This,  again,  is  as  easily  rubbed  off  as  the  aqueous  solutions. 

Third.  The  use  of  a  wire  bougie,  such  as  a  Holmes  or  a  Yan- 
kauer,  wrapped  with  cotton. 

This  is  a  much  better  method,  but  with  the  disadvantage  that  a 
considerable  portion  of  the  solution,  into  which  the  bougie  has 
been  dipped,  is  squeezed  out  as  the  bougie  advances  into  the  tube, 
as  well  as  the  difficulty  of  properly  adjusting  the  cotton  on  the 
bougie  to  the  size  required  for  the  particular  tube  in  question. 

The  simple  method,  which  I  have  used  for  fifteen  years,  has 
the  advantage  of  placing  the  drug  used  where  you  want  it  and  on 
the  exact  size  of  bougie  you  wish  in  the  particular  case. 

Celluloid  bougies  are  used,  which  are  coated  with  silver  nitrate, 
using  gum  acacia  as  a  base. 

Method  of  preparation.  In  a  narrow  test  tube,  make  a  saturated 
solution  of  gum  acacia  in  a  water  bath,  then  add  the  silver  nitrate 
solution,  making  the  solution  from  1  per  cent  to  10  per  cent  strength 
of  silver  as  desired. 

The  bougie  is  dipped  about  one  and  one-half  inches  into  this 
solution,  and  when  the  bougie  has  a  uniform  coating,  it  is  placed 
to  dry :  then  I  usually  give  the  bougie  a  second  coating.  When 
dry,  the  gum  acacia  and  silver  coating  looks  and  feels  like  varnish 
to  the  dry  fingers. 

The  silvered  bougies  can  be  made  up  in  quantities,  and  when 
kept  dry,  will  last  fairly  well  for  a  week  or  more. 

The  one  disadvantage  of  using  bougies  several  days  old  is, 
however,  that  the  silver  nitrate  will  gradually  oxidize,  so  that  the 

*Read  before  the  American  Laryngological,  Rhinolog-ical  and  Otolog-ical 
Society,  at  Atlantic  City,  N.  J.,  June  1,  1917. 
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coated  bougies,  a  week  or  more  old,  may  have  lost  half  of  their 
silver  nitrate  per  cent. 

I  generally  use  them  the  second  or  third  day  after  preparing 
them. 

Method  of  introduction.  A  plain  gum  elastic  or  celluloid  bougie, 
of  the  proper  size,  is  passed  through  the  tube  to  make  sure  of  the 
position  of  the  catheter  and  the  size  of  the  bougie  the  tube  will 
admit  and  also  to  dilate  the  tube,  then  the  plain  bougie  is  with- 
drawn, and  the  coated  bougie  can  be  readily  passed  as  far  as 
desired  and  remain  there  about  two  minutes  to  allow  the  moisture 
of  the  membrane  to  dissolve  the  gum  and  deposit  the  silver  where 
desired,  knowing  that  a  definite  per  cent  of  the  silver  nitrate  has 
been  deposited. 

When  the  bougie  is  withdrawn,  the  gum  coating  will  be  entirely 
gone  or  only  a  little  stickiness  will  be  felt. 

The  pathology  of  the  tubal  mucosa  is  practically  the  same  as 
that  of  the  nasal  pharyngeal  mucosa,  acute  congestion,  chronic 
hyperplasia,  chronic  hypertrophy,  etc. 

The  vast  majority  of  tubal  stenosis  will  readily  yield  to  the  use 
of  the  unmedicated  bougie,  but  some  cases  of  hyperplasia  and 
hypertrophy  relapse  to  their  former  condition,  and  the  plain  bougie 
fails ;  then  the  bougie  varnished  with  gum  acacia  and  silver  nitrate 
will  reduce  the  swelling. 

Residts.  One  or  four  per  cent  is  usually  strong  enough  to  con- 
tract the  membrane ;  if  not,  the  strength  can  be  increased  up  to 
ten  per  cent. 

The  stronger  percentages  should  be  used  cautiously  if  it  is  neces- 
sary to  pass  the  coated  bougie  beyond  the  isthmus,  as  several  times, 
I  have  produced  a  serous  exudate  which  drained  into  the  tym- 
panum, producing  tinnitis  and  diminishing  the  hearing  for  several 
days. 

I  have  never  had  pus  form  in  the  middle  ear.  nor  had  to  incise 
the  drum  membrane  for  relief  of  the  exudate. 

The  weaker  silver  nitrate  percentage?  produce  no  discomfort,  but 
sometimes  the  stronger  percentages  will  give  annoyance  and  cause 
some  pain,  referred  to  the  ear,  similar  to  the  discomfort  produced  in 
the  nose  by  10  per  cent  silver  nitrate. 

Ultimate  results,  naturally,  vary.  Some  tubes  remain  perfecth' 
patent,  while  others  relapse  after  a  rime,  and  require  a  repetition 
of  the  treatment. 

15  East  Fortv-eighth  Street. 


SALIVARY  CALCULUS;  REPORT  OF  A  CASE.* 

Dr.  William  Wesley  Carter,  New  York  City. 

Since  salivary  calculi  of  sufficient  size  to  require  removal  by 
surgical  means  are  comparatively  rare  and  as  this  report  is  a  personal 
experience,  I  feel  that  the  subject  may  be  of  sufficient  interest  to 
bring  before  you  to-night. 

About  two  years  ago  I  was  seized  with  a  sudden  stinging  pain  on 
the  right  side  of  my  tongue;  the  floor  of  the  mouth  on  this  side 
became  swollen,  the  swelling  increasing  very  rapidly  on  taking  food, 
and  subsiding  a  short  time  after  the  meal.  With  the  aid  of  a  mirror 
I  soon  discovered  a  small  calculus  obstructing  tlie  mouth  of  Whar- 
ton's duct.  I  cocainized  this  area,  and  with  a  small  bistoury  removed 
a  stone  about  the  size  of  a  mustard  seed.  My  symptoms  disappeared 
and  I  had  no  further  disturbance  of  this  nature  until  Feb.  22,  1917, 
when  I  suddenly  had  a  very  severe  pain  under  the  angle  of  my  right 
jaw.  The  pain  was  burning  in  character  and  radiated  towards  the 
tip  of  the  tongue.  The  submaxillary  gland  on  that  side  began  to 
swell  rapidly  and  was  exquisitely  tender.  On  attempting  to  eat,  the 
pain  became  almost  unbearable  and  the  swelling  beneath  the  jaw 
increased  remarkably,  extending  down  into  the  neck.  I  recog- 
nized at  once  that  a  salivary  calculus  had  obstructed  the  duct,  prob- 
ably very  close  to  the  gland.  By  di-digital  palpation  I  could  dis- 
tinctly feel  the  calculus  below  and  about  opposite  the  last  molar 
tooth.  I  immediately  asked  Dr.  Caldwell  to  make  an  x-ray  plate 
of  the  affected  area.  In  the  plate  are  shown  very  distinctly  a  large 
pear-shaped  calculus  and  just  below  it  two  smaller  calculi.  On 
Feb.  25,  under  local  anesthesia.  Dr.  A.  J.  Brown  removed  the  stones 
through  an  incision  in  the  floor  of  the  mouth.  The  largest  of  these 
stones  is  about  the  size  of  a  cherry  pit,  the  small  ones  are  about  the 
size  of  mustard  seeds. 

Owing  to  the  restricted  space  in  which  one  has  to  work,  and  the 
necessity  for  avoiding  the  important  vessels  and  nerves  which  are  in 
close  proximity  to  the  duct  at  its  origin  from  the  gland  (as  shown 
in  the  diagram),  and  owing  to  the  extreme  mobility  of  the  tissues 
in  the  floor  of  the  mouth  and  the  difficulty  in  controlling  the  move- 
ments of  the  tongue,  the  removal  of  a  stone  from  this  locality  is  a 

•Rea<i  before  the  New  York  Academy  of  Medicine,  Section  on  Laryngol- 
ogy and  Rhinology,  March  28,  1917. 
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difficult  operation  and  one  requiring  a  high  degree  of  skill  on  the 
part  of  the  operator  and  a  great  amount  of  patience  and  forbearance 
on  the  part  of  the  patient. 

Operation  through  the  floor  of  the  mouth  is  advisable  in  all  cases 
unless  there  is  an  external  fistula  or  an  abscess  of  the  gland,  in 
which  case  an  external  operation  will  probably  be  required.  If  the 
calculus  is  lodged  near  the  mouth  of  the  duct,  it  may  be  possible  to 
remove  it  by  dilating  the  canal.  If  in  the  course  of  the  duct,  how- 
ever, it  is  best  to  make  a  longitudinal  incision  over  the  stone  and 
remove  it  through  the  slit.  Some  authors  speak  of  probing  the  duct 
and  dilating  it,  but  I  am  quite  sure  that  those  of  you  who  have  tried 
to  probe  Wharton's  duct  will  agree  with  me  that  it  is  a  difficult,  very 
often  impossible  thing  to  do. 


e*eZ*^>*«.-^  '^iiy 


Fig-.  1.     Relation.s  of  Wharton's  duct  to  surrounding-  structures. 


When  the  stone  is  located  in  the  gland  itself,  or  at  the  beginning 
of  the  duct,  as  in  my  case,  the  proper  procedure  is  to  administer 
hypodermically  y^  gx.  morphine  and  1/150  gr.  atrophine.  Then 
cocainize  thoroughly  the  affected  area  superficially  and  deeply. 
Have  the  patient  lie  on  the  affected  side  and  protrude  the  tongue  to 
the  opposite  side  of  the  mouth.  Carefully  locate  the  stone  by  bi- 
digital  palpation,  then  have  the  patient  push  the  gland  forward  arid 
upward,  by  placing  his  thumb  under  the  angle  of  the  jaw.  This  not 
only  brings  the  stone  within  reach  of  the  operator,  but  it  stabilizes 
the  ver}^  mobile  tissues  of  this  region  and  makes  the  operation  much 
easier  and  safer.  The  tissues  immediately  over  the  duct  are  fixed 
by  means  of  a  pair  of  forceps  and  an  incision  is  made  down  to  the 
stone,  which  is  then  grasped  with  forceps  and  removed.  In  making 
the  incision,  which  is  quite  deep,  care  must  be  taken  not  to  injure  the 
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lingual  nerve,  the  maxillary  artery,  or  the  facial  artery ;  all  these  lie 
in  close  proximity  to  the  gland  at  this  point. 

The  wound  should  be  left  open  and  should  be  frequently  irrigated 
with  an  antiseptic  solution,  as  infection  in  this  locality  is  to  be 
avoided  if  possible. 

The  wound  in  the  duct,  as  in  my  case,  usually  closes  without  an 
internal  fistula,  the  latter  would  be  of  little  consequence  even  if  it 
did  occur. 

After  apparently  almost  immediate  recovery  from  the  operation, 
there  occurred  in  my  case  an  unexpected  complication,  and  one 
which  I  have  not  seen  mentioned  in  the  literature :  On  the  third  day 
after  the  operation  the  opposite  submaxillary  and  both  of  the  sub- 


Fig-.   2.     Radiogram  of  Salivary  Calculus, 

Unguals  became  sympathetically  involved,  and  for  four  or  five  days 
I  was  completely  incapacitated,  being  unable  to  take  any  solid  food 
whatever.     The  parotids  did  not  participate  in  this  salivary  riot. 

At  present,  recovery  from  the  attack  seems  to  be  complete. 

Sixty  per  cent  of  salivary  calculi  are  said  to  be  found  in  the  sub- 
maxillary gland,  twenty  per  cent  in  the  parotid  and  twenty  per  cent 
in  the  sublinguals.  The  stones  are  usually  found  in  \\*harton's 
duct.  In  this  location  they  are  generally  round  or  cylindrical.  When 
found  in  the  gland  they  are  usually  larger,  irregular  in  shape  and 
are  apt  to  be  multiple. 

Salivary  calculi  are  composed  of  both  organic  and  inorganic  mat- 
ter. The  organic  matter  consists  chiefly  of  bacteria  and  epithelial 
debris.     The  inorganic  matter  consists  of  the  salts   found  in   the 
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saliva — the  phosphates  and  carbonates  of  calcium,  potassium  and 
magnesium. 

Calculi,  according  to  various  authors,  occur  from  two  to  five 
times  more  frequently  in  males  than  in  females.  They  are  usually 
met  with  in  middle  life,  and  very  rarely  occur  in  children. 

The  following  have  been  mentioned  as  predisposing  factors  in  the 
formation  of  salivary  calculi:  (1)  General  or  local  conditions,  caus- 
ing a  change  in  the  character  of  the  secretion.  (2)  The  entrance  of 
foreign  bodies  into  the  ducts,  these  serving  as  a  nidus  for  the  forma- 
tion of  the  calculus.  (3)  A  local  inflammatory  process,  a  clump  of 
bacteria  serving  as  a  nidus  around  which  is  deposited  in  lamina  the 
.salts  of  the  saliva. 

The  latter  theory  I  am  inclined  to  accept,  for  in  practically  all 
calculi  that  have  been  examined  have  been  found  clumps  of  bac- 
teria ;  this  would  seem  to  point  to  an  inflammatory  origin. 

The  prompt  removal  of  calculi,  especially  if  they  are  located  in 
the  gland,  should  be  urged,  not  only  on  account  of  the  pain  connected 
with  the  presence  of  the  stone,  but  because  of  the  liability  to  abscess 
formation  which  may  result  in  cellulitis,  a  condition  always  to  be 
dreaded  in  this  locality. 

69  West  Fiftieth  Street. 


Typhoid  Meningitis.  S.  Bayne-Jones,  American  Jour.  Med.  Sci- 
ences, July,  1917. 
The  report  describes  a  case  of  purulent  cerebrospinal  meningitis 
due  to  bacillus  typhosus,  occurring  in  the  fourth  week  of  a  typical 
case  of  typhoid  fever.  The  outcome  was  fatal  within  a  few  days 
after  the  onset  of  the  meningitis.  Lumbar  puncture  done  during  the 
convulsions  gave  a  turbid  greenish-yellow  fluid  under  pressure  of 
more  than  200  mm.  of  water.  The  cells  formed  a  pavement  of  pus 
when  spread  on  a  microscopic  slide.  In  stains  for  bacteria  no  organ- 
isms of  any  sort  were  discoverable.  Cultures  of  the  spinal  fluid 
yielded  bacillus  typhosus  alone,  which  gave  the  typical  cultural  re- 
actions of  the  typhoid  bacillus  and  was  agglutinated  by  a  dilution  of 
1  to  3200  of  the  serum  of  a  rabbit  immunized  with  the  laboratory's 
strain  of  B.  typhosus.  Ed. 


STENOSIS  OF  THE  NASO=PHARYNX  OPERATION  WITH 
PROSTHESIS.* 

Dr.  Harry  E.  Isaacs,  New  York  City. 

The  case,  which  by  the  courtesy  of  this  section  it  is  my  privilege 
to  show,  has  many  points  of  interest  in  its  history  and  course. 
The  adaptation  of  surgery  and  a  prosthetic  appHance  in  the  field 
of  your  specialty,  are  the  reasons  for  its  presentation.  The  history 
will  be  given  chronologically  and  the  description  of  the  sympto- 
matology is  based  on  a  statement  written  by  the  patient,  an  intelli- 
gent trained  nurse,  25  years  of  age. 

Previous  to  August,  1911,  there  is  nothing  of  interest  in  the 
anamnesis  and  then,  perhaps,  as  a  coincidence,  a  tonsillectomy  was 
performed  by  an  expert,  the  chief  of  staff  in  the  institution  in 
which  she  received  her  training.  Xo  reason  is  given  for  its  per- 
formance beyond  that  the  patient  thought  she  would  like  to  have 
her  tonsils  removed.  Nothing  but  an  indefinite  annoyance  and  irri- 
tability of  the  throat  followed,  until  about  seven  months  later 
when  a  painless  swelling,  the  size  of  an  egg,  rapidly  developed  in 
the  left  submaxillary  region.  In  two  weeks  this  mass  became 
painful  and  a  febrile  reaction  between  100°  and  101°  set  in.  A 
diagnosis  of  tuberculous  cervical  adenitis  was  made  and  an  opera- 
tion was  performed  on  February  23,  1915.  A  large  solitary  gland 
was  removed  through  a  three-inch  incision  along  the  left  sterno- 
cleido-mastoid  edge.  Section  of  the  gland  was  reported  by  the 
pathologist  as  being  tuberculous.  The  wound  healed  per  primam 
but  redness  persisted  and  the  scar  became  keloidal,  for  which  X-ray 
therapy  was  tried  for  several  weeks  without  apparent  effect. 

After  the  excision  of  the  gland,  the  throat  became  painful,  swal- 
lowing difficult  and  attended  by  pain.  Sense  of  taste  was  lost. 
Tinnitus  developed  and  increasing  with  the  severity  of  pain,  inter- 
fered with  sleep.  The  qualit}-  of  the  voice  changed,  becoming  thick, 
"nasal"  and  hard  to  understand.  Breathing  through  the  nose  be- 
came impossible. 

On  October  15,  1915,  the  .rhinologist  who  had  removed  the  ton- 
sils, examined  the  patient  and  made  a  diagnosis  of  nasal  polyp 
and  adhesions  of  the  naso-pharynx ;  these  adhesions  were  separated 
digitally  but  the  pain  persisted  and  a  thick  mucinous  discharge 
from  the  throat  developed.  The  pain  increased  gradually  until, 
as  the  patient  expressed  it,  "all  the  facial  bones  were  involved, 
which  caused  frequent  fainting  spells,  and,  uncontrolled  by  hyp- 

♦Presented  before  the  Section  on  Laryngology  and  Rhinology  of  the 
New  York  Academj'  of  Medicine,  February  28,  1917. 
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notics  or  opiates,  interfered  with  sleep."  From  the  time  of  ex- 
cision of  the  gland,  up  to  this  point,  loss  of  weight  had  been  pro- 
gressive (118  to  94  pounds),  and  on  February  10,  1916,  the  patient 
found  it  necessary  to  abandon  work.  She  then  consulted  Dr.  J.  W. 
Weinstein,  who  examined  her  throat  and  found  a  stenosis  of  naso- 
pharynx with  complete  occlusion  of  the  choana,  with  a  minute 
opening  on  the  left  side  of  the  throat  which  he  accordingly  dilated. 
The  patient  felt  better  for  two  of  three  weeks,  when  the  opening 
again  contracted  and  the  symptoms  returned.  Suddenly  the  pain 
disappeared.    Difficulty  in  swallowing  and  impaired  sense  of  taste 


Figure  1. 


persisted,  voice  impairment  persisted  and  in  April,  191G,  Dr.  Wein- 
stein referred  the  patient  to  me  for  consideration  of  a  plastic  oper- 
ation on  the  stenosed  pharynx. 

From  this  point,  information  concerning  the  case  is  direct.  The 
throat  showed  a  sm.all  opening  to  the  left  of  the  mid-line,  admit- 
ting the  tip  of  a  probe  upward  and  to  the  left  indirectly  into  the 
left  nares.  The  pharynx  presented  a  dome-like  appearance  with- 
out markings  of  pillars,  uvula  or  posterior  palate.  (Fig.  1.)  Sev- 
eral ulcers  w-ere  present  about  the  opening,  indolent  and  pale,  but 
without  diagnostic  characteristics.  Breathing  w^as  entirely  per  os. 
Eating  was  distressing  to  witness  because  of  frequent  noisy  inter- 
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ruptions  to  secure  air.     The  scar  on  the  neck  was  keloidal,  about 
one-half  inch  wide  and  three  quarters  of  an  inch  high. 

The  peculiarity  of  the  history  and  the  findings  raised  a  suspicion 
as  to  the  nature  of  the  process  and  the  explanation  that  such  a  con- 
dition arose,  due  to  a  tonsillectomy,  was  untenable  from  the  histor}-, 
findings  and  a  knowledge  of  the  high  character  of  work  done  by  the 
original  operator.  A  specimen  of  blood  was  sent  to  the  serologist, 
who  reported  a  strongly  positive  Wassermann  reaction,  which,  for 
the  first  time  in  the  year  and  a  half  of  symptoms,  indicated  tlie 
cause  of  the  trouble.  Under  appropriate  treatment  a  negative 
serum  reaction  was  obtained  and  maintained  since.  Treatment 
caused  prompt  impro\  ement  in  all  the  symptoms.  The  ulcers  healed. 
Dilatation  of  the  nasopharyngeal  opening  was  done  eight  times,  be- 


Figure  2. 

tween  April  and  August,  but  contraction  was  prompt.    The  keloidal 
scar  melted  away  and  assumed  its  present  appearance. 

It  was  then  necessary  to  devise  some  means  of  obtaining  a  naso- 
pharyngeal opening,  which  could  be  maintained.  Simple  dilatation 
was  tried  often  enough  to  be  considered  inadequate.  Incision  and 
dilatation  was  considered  equally  impracticable  because  of  the  like- 
lihood of  subsequent  contraction.  A  flap  operation  per  se  was 
deemed  similarly  impractable  because  flaps,  formed  necessarily  of 
dense  scar  tissue,  could  not  be  obtained  large  enough  to  replace  the 
area  of  scar  to  be  excised  and,  unless  held  in  place  by  means  more 
permanent  than  sutures,  would  promptly  curl  up  and  restore  the 
original  stenosis.  If  an  oi>ening  in  the  nasopharynx  once  obtained 
could  be  maintained  until  cicatrization  was  complete,  the  probability 
of  cure  would  be  reasonable.  The  idea  of  a  pharyngeal  tube,  held 
in  place  by  fixation  to  the  teeth,  was  then  decided  upon  and  on  this 
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suggestion  Dr.  J.  B.  Schneer  made  the  appliance  used  and  illustrated 
in  Fig.  2.  It  consists  of  a  pair  of  wire  spring  holders,  fitted  to 
the  molar  teeth  on  each  side  of  the  upper  jaw,  joined  by  a  bar 
fitting  into  the  arch  of  the  palate ;  from  ths  bar  two  wires  run  back 
to  the  nasopharynx  and  support  a  vulcanized  rubber  tube,  made 
into  a  form  conceived  to  be  that  which  the  operative  opening  would 
measure. 

Operation  was  performed  on  January  19,  1917,  under  rectal  anes- 
thesia, Dr.  S.  D.  Ehrlich,  the  anesthetist,  securing  a  quiet  uneventful 
anesthesia  of  two  hours  duration,  without  gagging  or  mucus  hyper- 


Figure  3. 


secretion.  Incision  was  made  in  imitation  of  outlines  of  the  soft 
palate  above  the  existing  opening  on  the  left.  Entrance  into  the 
left  nasopharynx  was  obtained  by  sharp  and  blunt  dissection,  imtil 
the  tip  of  the  finger  could  be  introduced  into  left  nares.  From  the 
midline  the  tissue  was  dense  and  cartilaginous  and  presented  a  block 
between  the  palate  and  nares  of  at  least  an  inch  in  depth,  obliterat- 
ing all  landmarks.  With  difficulty  was  an  opening  finally  made  into 
the  right  nares,  and  when  sufficiently  enlarged,  the  edge  of  the  lower 
flap  was  held  by  tension  sutures  to  the  posterior  pharyngeal  wall. 
The  prosthesis  was  then  fitted  to  the  teeth  and  it  was  found  that  the 
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anterior  border  rode  too  high  and  impinged  on  the  septum.  Accord- 
ingly, a  bight  was  taken  out  of  the  vomer  and  the  appUance  readily 
snapped  into  place,  the  tube  pressing  evenly  on  the  posterior  pharyn- 
geal wall  against  the  flaps. 

After  operation,  the  voice  became  clear  and  distinct,  but  in  24 
hours  was  completely  lost.  The  sides  of  the  throat  became  painful 
but  no  inflammatory  reaction  developed  and  the  voice  returned  in 
about  two  weeks.  The  appliance  has  been  worn  more  or  less 
steadily  since,  removing  it  for  one  or  two  days  at  a  time,  or  removed 


Figure  4. 

and  replaced  by  the  patient  occasionally.  At  this  time  of  presenta- 
tion the  tube  has  been  in  situ  for  over  two  weeks  without  ulceration 
or  fetor.  The  appearance  of  the  opening  obtained  is  illustrated  in 
figure  3  and  its  appearance  with  prosthesis  in  place  is  indicated  in 
figure  4.  Especial  attention  is  called  to  the  ease  and  simplicity  of 
applying  and  removing  the  tube.  With  the  tube  in  situ,  eating  is 
without  difficulty,  but  on  its  removal  the  voice  is  somewhat  clearer. 
When  the  condition  of  the  nasopharj^nx  will  indicate  that  the  con- 
traction of  the  scar  tissue  will  progress  no  further,  the  tube  will  be 
removed,  or  replaced  for  occasional  use,  by  one  of  smaller  size. 

A  course  of  voice-training  will  be   instituted  to   secure  better 
resonance  and  permit  overtones  to  come  into  play.     Dr.  James  S. 
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Greene  has  made  speech  records  and  tracings  before  operation  and 
after  his  course  of  treatment  is  complete,  comparative  records  will 
be  made  and  presented  as  a  final  report  of  the  case. 

A  few  deductive  remarks  may  be  in  place.  Careful  investigation 
fails  to  show  any  history  or  symptoms  previous  to  those  detailed. 
It  is  probable  that  primary  infection  occurred  in  the  throat,  some 
time  after  the  tonsillar  operation,  which  must  be  held  blameless  for 
the  subsequent  course.  That  the  infection  was  innocent,  is  beyond 
a  doubt.  The  adenitis  was  luetic  in  nature  and  a  re-examination  of 
the  specimen  shows  a  slide  which  may  have  been  either  tuberculous 
or  luetic,  but  the  latter  was  not  mentioned  in  the  report  because  of 
its  improbability.  Of  course,  a  large  solitary  gland  in  the  submaxil- 
lary region  should  have  inclined  the  pre-operative  diagnosis  in  favor 
of  the  existing  condition  rather  than  tuberculosis,  but  improbability 
was  responsible  for  its  failure  of  consideration.  Gummata  finally 
developed  in  the  throat  and  extensive  destruction  and  productive 
inflammation  occured,  in  which  the  former  process,  however,  was 
less  active  than  is  usual  and  the  commoner  defects  of  the  palate  did 
not  occur.  After  the  diagnosis  was  made,  the  problem  w^as  simpli- 
fied and  the  remaining  difficulty  of  securing  the  nasopharyngeal 
opening  seems  to  be  solved  in  this  case  by  the  use  of  the  appliance. 
Especial  attention  is  directed  to  the  degree  of  stenosis,  as  in  cases 
previously  seen  or  reported,  I  have  found  none  so  extensive,  the 
usual  case  showing  merely  adhesions  between  the  uvula  and  fauces 
without  destruction  thereof,  and  simple  operations  have  usually  suf- 
ficed. The  use  of  setons  of  gauze,  silk  or  rubber  may  be  adapted 
to  such  conditions,  but  the  necessity  of  subsequent  bouginage  makes 
the  inconvenience  anything  but  negligible.  One  case  was  reported 
before  this  section  in  which  a  stenosis  of  the  choana  narium  was 
treated  by  a  drill  opening,  establishing  the  communication  between 
the  nares  and  pharynx,  which  is  not  only  apparently  insufficient  but 
must  require  frequent  dilatation  to  maintain  it.  In  the  case  herewith 
reported,  each  side  of  the  nares  admits  the  finger  tip.  It  is  true 
that  the  tendency  to  contract  characterizes  a  process  such  as  is  de- 
scribed, yet  slighter  degrees  of  stenosis  with  the  opening  made 
catheter  size,  have  been  reported  to  maintain  the  opening  after 
epithelization  has  been  completed. 

To  one  unfamiliar  with  the  course  of  the  case  in  which  this 
prosthesis  has  been  employed,  the  criticism  may  arise  that  the  tube 
looks  cumbersome.  The  best  commentary  on  that  point  is  the  fact 
that  the  patient,  although  permitted  to  remove  and  replace  the  appli- 
ance, prefers  to  leave  it  in  situ,  as  she  is  unaware  of  its  presence. 

301  East  Seventeenth  St. 


A  CASE  OF  TIC  DOULOUREUX  TREATED  BY  THE  AVUL= 
SION  METHOD  OF  DR.  ERNEST  LAPLACE.* 

Dk.  H.  Hulbrook  CuRTi.s,  Xew  York  Cit) 

The  removal  of  the  Gasserian  ganghon  with  the  surgical  difficul- 
ties and  danger  to  life,  makes  us  welcome  any  new  procedure  for 
the  relief  of  this  most  agonizing  trouble,  trifacial  neuralgia,  com- 
monly described  as  tic  douloureux. 

W  hile  the  description  of  the  operation  of  Dr.  Ernest  La  Place 
of  Philadelphia  was  first  published  in  The  New  York  Med.  Jour., 
December  9,  190o,  it  does  not  seem  to  have  been  gi\en  the  attention 
by  the  medical  profession  that  some  of  the  wonderful  results  have 
merited.  \\t  all  know  of  some  cases  in  which  after  a  supposed 
removal  of  the  Gasserian  ganglion  there  has  been  recurrence  of  the 
neuralgia,  and  we  are  familiar  with  many  cases  where  a  resection 
of  the  peripheral  nerve  has  produced  an  apparent  cure  for  a  long 
period,  but  eventually  there  was  a  recurrence  of  pain  as  the  nerve 
regeneration  was  re-established. 

The  regeneration  of  the  peripheral  nerve,  and  the  fact  that  after 
apparent  removal  of  the  ganglion  the  sensory  fibres  are  enabled  to 
form  some  connection  with  the  central  tracts  in  the  medulla  inde- 
pendent of  the  Gasserian  ganglion,  thus  explaining  the  failure  of 
the  major  operation  to  aflford  permanent  relief,  makes  us  consider 
the  avulsion  method  as  a  procedure  to  be  attempted  before  we 
resort  to  the  removal  of  the  ganglion.  Collateral  anastomosis  is 
apt  to  occur  after  injections  which  are  supposed  to  form  an  in- 
flammation of  the  fibro-connective  tissue  and  to  strangle  nerve  im- 
pulses and  function  by  cicatrization.  The  description  of  the  oper- 
ation of  La  Place  has  been  very  misleading.  In  a  recent  elaborate 
book  on  the  subject  of  bone  surgery,  written  by  an  eminent  surgeon 
of  this  city,  the  removal  of  the  branches  of  the  fifth  nerve  is  pic- 
tured as  being  done  by  torsion  with  a  sim.ple  arterj-  forceps,  a 
plan  I  think  impossible  of  accomplishment.  I  will  briefly  explain 
the  steps  of  the  avulsion  operation  which  Dr.  La  Place  insists  upon 
as  essential  to  success. 

Mrs.  T.  S.,  aged  61,  had  always  been  healthy  until  seven  years 
ago,  when  the  first  attack  came  on  suddenly,  while  in  Paris.  The 
pain  first  apeared  in  the  supraorbital  branch  of  the  trigeminus,  and 
for  a  year  was  confined  to  the  forehead  and  about  the  eye.  Then 
the  infraorbital  or  superior  maxillary  branch  became  affected.  The 
inferior  maxillan.-  was  never  involved.  The  attacks  became  more 
severe  three  years  ago,  when  at  times  the  suffering  she  endured 
is  indescribable.     For  days  she  w'ould  go  without  food  or  drink 

*Read  before  the  Xew  York  Academy  of  Medicine,  December  20,  1916. 
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because  the  contact  of  a  tumbler  or  opening  the  mouth  to  take 
food  would  bring  on  a  paroxysm  of  such  frightful  pain  that  she 
was  absolutely  unable  to  endure  it.    In  that  condition,  I  have  intro- . 
duced  a  small  urethral  catheter  through  the  nose  and  injected  a  pint 
of  milk  into  the  stomach. 

In  May,  1915,  she  was  for  five  weeks  at  the  Neurological  Hos- 
pital, and  was  seen  by  Dr.  Joseph  Collins  and  Dr.  Elsberg,  who 
gave  the  patient  alcohol  injections  in  the  region  of  the  Gasserian 
ganglion.  These  did  not  prove  efficacious,  and  a  removal  of  the 
ganglion  was  contemplated.  At  this  time,  after  five  wrecks  at  the 
hospital,  I  heard  from  an  assistant  of  Dr.  Ernest  La  Place  of 
Philadelphia,  of  several  cases  of  trifacial  neuralgia  which  had  been 
cured  by  the  avulsion  method  of  that  surgeon.  I  investigated  the 
matter,  and  determined  to  send  her  to  the  Medico-Chirurgical  Hos- 
pital of  that  city  and  put  her  under  treatment.  I  accompanied  her 
and  was  present  during  the  operation,  and  my  daughter  remained 
with  her  during  her  convalescence,  a  period  of  two  weeks. 

Description  of  the  operation.  The  region  of  the  superciliary  ridge 
and  the  superior  maxillar}^  region  were  cleansed,  and  painted  with 
iodine.  A  crescentic  incision  was  made  just  below  the  border  of 
the  orbit  and  the  infra-orbital  nerve  was  exposed  at  the  exit  from 
the  infra-orbital  foramen  and  freed,  in  order  to  allow  a  long- 
bladed  hemostatic  forceps  to  pick  it  up.  After  engaging  the  nerve 
and  freeing  it  from  the  arter}',  the  forceps  was  firmly  held  and 
rotated  in  the  manner  of  a  corkscrew  from  left  to  right.  After 
one  complete  rotation,  very  slowly  made,  the  minute  branches  of 
the  nerve  could  be  seen  as  a  white  filamentous  tree  on  the  upper 
lip  and  region  of  the  alae  of  the  nose,  the  face  being  very  congested 
from  the  anesthetic.  One  or  two  minutes  were  allowed  to  elapse 
between  every  slow  rotation  of  the  forceps,  and  the  nerve  wound 
around  the  instrument  from  the  central  and  distal  extremities. 
About  four  and  a  half  revolutions  of  the  forceps  were  necessary'-  be- 
fore the  nerve  was  wrapped  on  the  forceps,  freed  in  its  entirety. 
Dr.  La  Place  then  unwound  the  ner\e  under  water  in  a  glass  dish 
and  laid  it  out  on  a  dark  background  to  be  sure  that  every  filament 
was  intact. 

The  avulsion  of  the  superior  orbital  branch  w-as  done  in  the  same 
manner,  and  the  nerve  removed  as  totally.  The  rather  free  incisions 
healed  in  a  few  days,  and  the  patient  returned  to  New  York  in 
two  weeks.  Since  the  day  of  the  operation  in  December.  191.T.  the 
patient  has  not  had  a  twinge  of  pain  in  her  face,  and  from  being 
a  most  desperate  suflferer  she  has  become  a  perfectly  healthv  woman, 
having  gained  twenty  pounds  in  weight  after  the  operation. 
130  W.  59th  St. 


A  STONE   REMOVED  FROM  THE  ESOPHAGUS  OF 
AN  INSANE   PATIENT. 

Dr.  H.  Arkowsmith,  Brooklyn,  X.  Y. 

Subject  to  future  correction,  1  venture  to  present  this  stone  as 
the  largest  unyielding,  rigid  and  "unnianipulatable"  (if  I  may  coin 
a  word)  foreign  body  extracted  entire  by  means  of  per  oral  endo- 
scop},  to  this  date.  Some  dentures  may  have  had  a  greater  super- 
ficial area  and  some  meat  masses  a  greater  cubic  content,  but  such 
articles  have  been  susceptible  of  compression,  rotation  or  other 
change  of  presenting  surface,  or  of  piecemeal  removal. 

On  February  IT,  I  was  asked  by  Dt.  Gkjrdon  Gibson,  Attending 
Surgeon  to  the  State  Hospital  for  the  Insane,  at  King's  Park, 
Long  Island,  to  remove  a  foreign  body,  supposedly  a  pebble,  from 
the  esophagus  of  a  patient  at  the  Institution. 

Joseph  L.,  twenty-eight  years  of  age,  a  painter  by  trade,  suffering 
from  dementia  praecox,  reported  on  February  ]G  to  Dr.  R.  E. 
Blaisdell,  the  house  officer  under  whose  care  he  was,  that  he  had 
a  "pain  in  his  throat.'"  On  being  questioned,  he  admitted  having 
swallowed  "a  pebble  about  as  thick  as  his  finger  and  somewhat 
longer  than  that  diameter,"  the  previous  day.  He  refused  to  at- 
tempt to  swallow  solids,  and  liquids  were  promptly  regurgitated, 
mixed  with  blood.  A  stomach  tube  was  passed  and  halted  ten 
inches  from  the  incisors.  The  insertion  of  a  probang,  which  I  am 
assured  was  gentle  and  careful,  corroborated  the  presence  of  an 
obstruction  at  that  point.  Owing  to  the  lack  of  an  X-ray  apparatus 
in  the  hospital's  equipment,  no  radiographs  could  be  made  to  de- 
termine the  size,  shape  and  position  of  the  foreign  body. 

On  the  afternoon  of  February  IT,  with  the  assistance  of  Drs. 
Gibson  and  Blaisdell.  and  in  the  j^resence  of  a  number  of  the 
hospital  staff",  the  patient  being  under  oil-ether  colonic  anesthesia 
(Gwathmey's  method),  I  passed  the  medium-sized  Mosher  bal- 
looning esophagoscope,  noting  that  there  was  absolutely  no  laryn- 
geal stenosis,  although  the  arytenoids  were  distinctly  abraded, 
slightly  swollen  and  bled  easily  (though  moderately),  the  same 
being  true  of  various  areas  in  the  esophagus.  Ten  inches  from 
the  incisors.  I  stopped  at  a  foreign  body,  covered  with  a  thick 
bloody  secretion.  After  cleansing,  this  was  seen  and  felt  to  be  a 
stone.  The  rather  swollen  esophageal  wall  could  be  pushed  away 
from  the  intruding  mass  to  a  very  limited  distance,  not  enough  to 
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make  me  feel  safe  in  attempting  to  pass  any  instrument  down 
beside  the  foreign  body.  Inspection  of  the  accessible  presenting 
surface  convinced  me  of  the  futility  of  attempting  to  seize  and 
extract  the  stone  by  forceps. 

Rather  forcible  ballooning  distended  only  a  very  small  part  of 
the  left  lateral  wall  of  the  esophagus  and  through  the  lumen,  thus 
indicated,  I  passed  the  Jackson  m.echanical  spoon,  keeping  the 
spoon  blade  in  contact  Avith  the  left  surface  of  the  stone.  When 
the  spoon  was  felt  to  be  free  to  move,  I  turned  it  to  a  right  angle 
and  pulled  upward,  with  force  enough  to  break  the  instrument, 
but  not  to  budge  the  stone.     Fortunately  I  had  with  me  the  Jack- 


son safety-pin  closer,  made  on  the  same  principle  as  the  mechanical 
spoon.  This  was  introduced  in  the  same  way,  the  tube  lip  was 
pressed  firmly  against  the  upper  surface  of  the  stone,  the  right 
against  the  tube  end.  Tube,  stone  and  pin  closer  were  slowly 
withdrawn  together.  I  estimate  the  tractive  force  necessary  to 
start  the  withdrawal  at  a  minimum  of  40  pounds,  probably  it  was 
more.  The  stone  escaped  from  the  instrumental  grasp  in  the 
pharynx  and  was  finally  delivered  by  the  operator's  finger.  It 
measured  2  by  l}i  by  1  inch,  the  greatest  impacted  circumference 
being  3}i  inches :  its  weight  was  630  grains. 

Immediately  after  extraction,  the  respiration  became  ver}-  slow 
and  shallow   and  the  patient  was  markedly   cyanotic.      I   at  once 
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again  passed  the  esophagoscope.  assured  myself  that  the  larynx 
was  unobstructed  and  found  that  the  esophagus,  though  somewhat 
more  abraded  than  on  the  first  inspection,  was  not  lacerated  and 
that  the  bleeding  was  negligible.  A  hypodermic  injection  of  atropia 
1-oU  grain  was  given,  and  I  asked  Dr.  Gibson  to  do  a  tracheotomy, 
although  I  was  certain  that  the  air  passages  were  patent.  Imme- 
diately after  introducing  the  tracheal  tube,  the  patient  resumed 
normal  breathing  and  the  cyanosis  quickly  disappeared.  I  at- 
tribute this  to  the  stimulation  by  the  impact  of  cool  air  on  the 
tracheal    mucous    membrane.      The    respiratory    failure    was    due. 


X"    1  5,  .       -J  . 

I  am  convinced,  to  a  vagus  reflex  inhibition  from  the  forcible  re- 
moval of  the  stone,  the  degree  of  force,  in  my  opinion,  being 
entirely  justified  by  the  exigencies  of  the  patient's  condition  and 
the  nature  of  the  foreign  body. 

The  tracheal  tube  was  removed  the  next  morning  and  the  pa- 
tient could  swallow  without  much  difficulty.  Three  days  after\vard 
he  passed  "three  smooth  white  pebbles  about  the  size  of  ordinary 
marbles,  some  sand  and  the  split  half  of  a  lead  pencil  about  two 
inches  in  length." 

How  a  mass  of  this  form  and  texture  could  have  been  induced 
to  make  its  original  entry  is  beyond  my  comprehension.  It  is, 
perhaps,  an  interesting  fact  that  the  greatest  diameter  in  contact 
with  the  esophageal  walls  lay  antero-posteriorly  instead  of  trans- 
versely, as  is  usual. 
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1'Iiis  experience  emphasizes  Jackson's  counsel  :  Study  the  prob- 
lem presented  in  each  instance,  before  commencing  the  mechanical 
attempt  at  extraction. 

It  also  accentuates  my  previous  conviction  of  the  importance  in 
the  endoscopist's  armamentarium  of  ]^Iosher's  esophagoscope,  with- 
out which  in  the  present  instance,  handicapped  by  the  lack  of 
radiographic  information,  I  would  have  been  strongly  tempted  lo 
abandon  any  effort  to  remove  the  foreign  body.  Thanks  to  Jack- 
son's inventive  genius,  the  means  of  removal  were  also  provide!-, 
in  mechanical  principle  if  not  by  intent.  His  recently  devised 
spoon  forceps,  evolved  from  the  early  mechanical  spoon,  if  modi- 
fied to  meet  distant  esophageal  problems,  will  solve  many  future 
riddles  which  may  be  presented. 

The  time  consumed  in  the  actual  examination  and  instrumenta- 
tion of  this  patient  was  about  ten  m.inutes. 

My  sincere  thanks  to  Dr.  X.  C.  Beers  are  proffered,  for  his  ad- 
mirable photographs,  showing  the  stone  (in  scale)  and  the  me- 
chanics of  its   removal. 

I  was  unable  to  find  any  radiographic  reproduction  of  a  common 
stone,  so  as  a  matter  of  interest  and  perhaps  of  information  to 
others,  Mr.  Shrope,  the  radiographer  of  the  King's  County  Hos- 
pital, made  an  x-ray  of  the  stone  directly  superimposed  on  the 
plate  of  which  this  is  a  print. 
1:0  Clinton  Street. 


LUETIC  PARALYSIS  OF   RIGHT  VOCAL  CORD.* 

Dr.  Geokgk  E.  Davis,  Xew  York  City. 

The  patient,  age  20  years,  consulUxl  me  January  o,  on  account 
of  a  sore  throat,  whch  began  ratbev  suddenly  about  three  days 
previously.  He  said  it  was  difficult  and  j^ainful  for  him  to  speak 
or  swallow.     His  voice  was  husky,  and  enunciation  indistinct. 

On  inspecting  the  mouth  and  pharynx  the  first  thing  that 
attracted  my  attention  was  that  the  soft  palate  was  drawn  up  and 
to  the  left  so  that  tlie  u\ula  was  displaced  to  the  left  about  mid- 

*Read  before  the  New  York  Academy  of  Medicine.  Section  on  Laryngologry 
and  Rhinology,  .Tanuaiy   24,  1917. 
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way  between  its  normal  position  in  the  centre  and  the  left  ton- 
sillar pillar.  The  pharynx  was  not  markedly  inflamed  nor  were 
the  tonsils,  though  the  latter  were  moderately  hypertrophied  and 
probably  the  seat  of  infection. 

The  laryngoscope  revealed  complete  paralysis  of  the  right  vocal 
cord  and  right  side  of  the  larynx  and  pharynx. 

As  there  was  no  acute  intra-laryngeal  condition  to  account  for 
the  paralysis  I  went  into  his  family  and  personal  history,  endeav- 
oring to  trace  the  etiology  of  his  trouble. 

FamU\  history.  Father  died  at  the  age  of  .34.  but  the  patient 
does  not  know  the  exact  nature  of  his  final  illness ;  thinks  it  was 
liright's  disease  with  complications.  Mother  died  of  acute  pul- 
monary tuberculosis  at  the  age  of  34.  He  has  three  sisters — 22, 
15,  and  12  years  old,  respectively.  The  two  older  sisters  had 
goitre.  IJoth  were  relieved  by  medical  treatment.  One  brother, 
IS,  in  good  health. 

Personal  history.  Ten  years  ago,  at  the  age  of  ten,  he  had  a 
severe  illness  which  was  pronounced  typhoid  fever  by  one  doctor, 
and  meningitis  by  another.  Following  this  illness  he  noticed  he 
was  deaf  in  the  left  ear. 

Functional  tests  revealed  total  loss  of  function — both  acoustic 
and  static — of  the  left  ear.  The  functional  tests  of  the  right  ear 
were  significant  in  that  they  showed  the  hearing  for  low  notes 
was  normal  ('l<i-2\"j,  high  notes  slightly  lowered  (  Galton  .7  ),  and 
the  bone  conduction  reduced  1-"1  seconds,  the  latter  notwithstanding 
a  history  of  a  mild  tubo-tympamc  catarrh,  indicated  in  the  right 
ear  at  times  by  a  sensation  of  stuftiness  and  tinnitus. 

There  is  moderate  hypertrophy  of  the  thyroid,  more  on  right 
than  on  the  left  as  you  will  note.  I  hardly  think  though,  that 
pressure  from  this  on  the  recurrent  laryngeal  can  be  sufficient  to 
produce  paralysis  of  the  cord. 

You  will  note  an  inclination  of  the  patient's  head  to  the  left,  the 
muscle  tonus  of  the  right  arm  and  right  leg  is  diminished,  as  also 
are  the  reflexes  on  the  right. 

Diagnosis.  The  total  deafness  on  the  left,  taken  in  connection 
with  the  diminished  or  shortened  bone  conduction  on  the  right. 
particularly  in  a  boy  of  twenty,  and  that,  too.  in  spite  of  a  mild 
middle  ear  catarrh,  thoroughly  decided  in  my  mind  the  luetic 
origin  of  the  paralysis,  though  the  patient  gave  negative  personal 
history.  The  diagnosis  was  confirmed  by  a  plus  four  (4-)-)  W'as- 
sermann.     His  infection,  I  think,  is  hereditarv. 
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In  arriving  at  a  diagnosis  in  this  and  similar  cases,  the  follow- 
ing etiological  factors  are  worthy  of  note.  As  asserted  by  Wright 
and  Smith  in  their  text  book,  cortical  tumors,  hemorrhages,  de- 
generations, meningeal  inflammations  and  cranial  depressions  are 
hardly  to  be  regarded,  per  sc,  as  the  cause  of  laryngeal  paralyses. 
Jlowever,  they  may  be  associated  with  central  lesions  as  ascend- 
ing or  descending  degenerations,  due  to  syphilis,  the  latter  being 
the  direct  cause. 

Sra/*  of  the  sypliUitic  lesions.  Clinical  experience  warrants  the 
assertion  that  the  seat  of  the  luetic  lesions  most  frequently  re- 
sponsible for  laryngeal  paralysis  is  in  the  floor  of  the  fourth  ven- 
tricle. 1'he  fact  that,  as  in  the  present  case,  we  have  associated 
paralyses — palatal,  pharyngeal  (and  slight  facial),  indicates  that 
a  unilateral  lesion  situated  in  the  bulb  may  cause  a  unilateral 
paralysis  of  the  cord  on  the  same  or  opposite  side,  depending  on 
the  seat  of  the  lesion,  whether  above  or  below  the  decussation  of 
the  ncr^-e  supply.  In  the  case  here  reported  the  seat  of  the  lesion 
probably  is  on  the  opi)osite  side  to  the  palatal  and  laryngeal 
paralyses.  Nevertheless  it  is  possible  the  loss  of  the  ear  function 
may  have  been  peripheral,  the  lesion  affecting  the  end-organs  of 
the  eighth  nerve  alone  on  that  side.  (A  so-called  "neuro-reci- 
dive.") 

This  loss  of  ear  function  antidated  the  present  clinical,  pharyn- 
geal and  laryngeal  symptoms  some  ten  years,  but  withal,  the  date 
of  the  anatomical  lesion  of  the  laryngeal  paralysis  in  this  case  is 
questionable,  for  as  it  is  well  known  the  abductor  nerve  supply 
is  the  first  to  go  in  progressive  lesions,  and  moreover,  that  a 
unilateral  median  position  of  the  cord  often  does  not  obviously 
atTect  the  voice  and  respiration  at  the  initiation  of  the  paralysis, 
therefore,  the  more  or  less  sudden  manifestation  of  difficulty  and 
pain  in  vocalization  and  deglutition  does  not  necessarily  evidence 
the  simultaneous  occurrence  of  the  paralysis.  I  am  inclined  to  the 
belief  that  the  paralysis  is  of  rather  prolonged  standing,  and 
that  the  sudden  advent  of  symptoms  affecting  the  vocalization 
and  deglutition  was  precipitated  l)y  the  development  of  an  acute 
cold. 

.■)0  West  Thirtv-seventh   Street,   New  York. 


RIB  TRANSPLANTATION  FOR  CORRECTION  OF    EXTERNAL 
NASAL  DEFORMITY;  UNUSUAL^.EXPERIENCE  IN  2  CASES.* 

Dr.  William  Scruton,  New  York  City. 

Case  I.  The  patient,  a  girl  17  years  old,  presented  herself  at 
the  Manhattan  Eye,  Ear  and  Throat  Clinic  for  surgical  treatment 
of  a  typical  saddle  nose.  Luetic  origin  was  immediately  suspected 
by  reason  of  her  general  appearance,  notwithstanding  the  negative 
family  history  given  by  the  parent.  Blood  examined  for  the  W'asser- 
mann  reaction  proved  negative.  Potassium  iodide  was  given  for 
several  weeks  and  then  the  cerebrospinal  fluid  was  examined  for  the 
Wasserman  reaction.  This  also  proved  negative.  Later  a  luetin 
reaction  was  made  and  proved  negative.  A  provocative  dose  of 
salvarsan  is  under  consideration,  but  up  to  the  present  it  has  not 
been  convenient  to  arrange  for  it  as  the  patient  does  not  wish  to 
remain  away  from  employment  for  a  day. 

The  family  states  tliat  the  deformity  occurred  after  a  piece  of  bone 
sloughed  from  the  nose,  following  a  severe  trauma  when  the  girl 
was  an  infant. 

The  possibility  of  latent  lues  and  the  consequent  influence  in  the 
progress  of  the  case  were  appreciated  at  the  time  of  operation.  The 
type  of  operation  employed  was  the  very  simple  procedure  which 
has  become  so  general  through  the  presented  cases  and  writings  of 
Dr.  William  Wesley  Carter.  It  consisted  in  making  an  incision 
across  the  nose  at  the  point  where  the  connecting  bar  of  a  pair  of 
eveglasses  would  naturally  apply  when  in  position,  and  undermining 
the  subcutaneous  tissue  above  and  below  the  incision  to  form  a 
pocket  for  the  transplant.  When  the  transplant  was  placed  in  po- 
sition an  endeavor  was  made  to  anchor  the  upper  end  beneath  the 
periosteum:  it  proved  unsatisfactory  from  a  cosmetic  standpoint 
and  was  abandoned. 

The  result  was  apparently  excellent,  the  patient  being  discharged 
from  the  hospital  in  ten  days.  About  five  days  later  she  returned 
with  a  swelling  extending  from  the  bridge  of  the  nose  well  on  to  the 
forehead.  Incision  was  made  through  the  scar  and  a  large  quantity 
of  pus  evacuated.  There  was  very  little  drainage  from  day  to  day 
thereafter.  The  transplant  was  purposely  not  removed  because  it 
was  thought  that  nature  would  produce  a  certain  amount  of  thick- 
ening in  the  tissues  in  the  effort  to  extrude  or  absorb,  and  some 

*Read  before  the  New  York  Academv  of  Medicine.  Section  on  Laryngol- 
og-y  and  Rhinology,  February  28,  1917. 
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measure  of  the  correction  might  thus  l^e  saved.  The  discharge  of 
pus  practically  ceased  while  the  transplant  remained  solidly  in  place, 
much  to  my  surprise.  The  wound  was  allowed  to  close  and  absorp- 
tion progressed,  resulting  in  the  anticipated  thickening  and  conse- 
quent correction  of  a  very  appreciable  amount  of  the  original  de- 
formity. It  is  chiefly  for  this  reason  that  the  case  is  presented  for 
record. 

Case  2.  This  patient,  a  young  man  about  'I'l  years  old,  presented 
himself  at  the  Manhattan  Eye,  Ear  and  Throat  Clinic  complaining  of 
difficult  nasal  breathing  as  a  result  of  trauma  occurring  some  years 
ago.  He  had  consulted  a  number  of  surgeons  in  another  city  con- 
cerning the  advisability  of  a  submucous  resection  of  the  nasal  sep- 
tum. Owing  to  the  type  of  septal  deformity  present  they  considered 
that  it  could  not  be  done  in  a  manner  to  insure  satisfactory  breathing 
space  without  a  strong  probability  of  increasing  a  slight  sinking  of 
the  cartilaginous  portions  of  the  nose  which  was  already  present.  I 
was  in  thorough  accord  with  his  previous  consultants,  but  realized 
that  something  must  be  attempted  by  someone,  and  it  might  as  well 
be  by  me. 

A  submucous  resection  of  the  septum  was  done  under  ether  as 
local  anesthesia  was  refused.  The  operation  progressed  very  satis- 
factorily until  1  attempted  to  remove  the  high  portion  of  the  tre- 
mendously thickened  and  hardened  cartilage,  when  with  the  forceps 
engaged  the  power  of  my  hand  was  not  sufficient  to  force  the  blades 
through  for  a  bite,  and  a  twist  of  the  instrument  was  necessary.  I 
distinctly  felt,  with  the  fingers  of  my  free  hand  on  the  nose,  a  decided 
sinking  at  the  moment  the  twist  was  made. 

The  result  gave  good  breathing-space  with  an  increased  external 
deformity  (depression).  The  deformity,  however,  did  not  annoy 
him  for  al^out  a  year.    He  then  returned  to  have  it  corrected. 

The  operation  for  transplantation  of  the  section  of  rib  was  per- 
formed as  in  case  1,  with  this  exception:  It  was  found  that  a  piece 
of  rib  sufficiently  long  to  extend  from  the  tip  to  the  root  of  the 
nose  made  the  bony  portion  of  the  nose  too  high  and  resulted  in  a 
grotesque  appearance  when  placed  in  position.  A  short  piece  of  rib 
section  was  then  tried  bridging  from  the  beginning  of  the  bony 
portion  of  the  nose  to  the  tip.  This  was  not  quite  satisfactory  so 
another  section  was  placed  under  it,  giving  a  slight  boost  and  the 
desired  result  obtained.  This  unusual  orocedure  is  the  reason  for 
placing  this  case  on  record.  I  wish  to  thank  Dr.  Tolin  E.  Alackenty 
for  advice  and  assistance  at  this  operation. 

2T  East  Fifty-seventh  Street. 


UNUSUAL  COURSE  OF  PUS  IN  THE  NECK  OF  A  CASE 
OF  MASTOIDITIS. 

1)k.  John  \\".  Dukkkk,  Brooklyn,  X.  \'. 

The  following  case  of  mastoiditis  i."-  reported  because  of  the  un- 
usual course  taken  by  the  pus  in  the  tissues  of  the  neck. 

A.  D.,  age  -"iO,  ga\e  the  following  history.  .Mioiit  januarv  'i'i 
he  had  neuralgic  pains  in  the  right  side  of  the  head  which  became 
severe  enough  on  March  4  to  keep  h'm  from  business.  On  March 
22  the  ear  l)egan  discharging  and  the  discharge  continued.  At 
the  time  the  discharge  began  a  swelling  appeared  behind  the  au- 
ricle. After  two  weeks  this  swelling  disappeared  and  a  few  days 
later  a  swelling  appeared  in  the  upper  part  of  the  neck  at  the 
tip  of  the  mastoid  and  increased  in  size. 

The  patient  came  under  my  care  April  20.  The  right  auditory 
canal  was  filled  with  thick  pus  and  there  was  sagging  of  its 
pastero-superi(jr  wall.  In  the  upper  part  of  the  neck  just  below 
the  mastoid  and  extending  a  short  distance  over  its  tip,  but  not 
over  the  body  of  the  mastoid,  was  a  red,  soft,  fluctuating  swelling 
about  the  size  of  a  large  hen's  egg.  There  was  no  swelling  or 
edema  over  the  body  of  the  mastoid.  There  was  ncj  auricular  ten- 
derness, no  tenderness  over  the  antrum  or  body  of  the  mastoid, 
and  only  slight  tenderness  over  the  swelling  in  the  neck.  The 
temperature  was  98.2°. 

Urine  examination  :  A'olume  in  twenty- four  hours  1,900  cc. ; 
acid  in  reaction.  Sp.  gr.  1.034;  urea  l.T  grams  i)er  100  cc. :  sugar 
3.0  grams  per  100  cc. ;  albumen,  trace. 

Immediate  operation.  An  incision  of  the  fluctuating  tumor  in  the 
neck  opened  a  large  abscess  cavity  which  extended  about  two  and 
one-half  inches  below,  and  about  one-quarter  of  an  inch  over,  the 
tip  of  the  mastoid.  The  pus  was  not  in  the  deep  tissues  of  the 
neck  but  directly  under  the  skin  and  external  to  the  sterno-mastoid. 
The  usual  mastoid  incision  was  then  made  and  the  periosteum 
elevated.  In  the  bone  directly  over  ^he  antrum  and  the  outer  part 
of  the  canal  wall  was  a  necrotic  spot,  about  one-half  inch  in 
diameter,  which  was  filled  with  granulations.  Extending  under 
the  periosteum  from  this  spot,  and  over  the  bone  and  fibers  of 
the  sterno-mastoid.  was  a  sinus  that  connected  with  the  upper 
part  of  the  abscess  cavity  in  the  neck.     The  cortex  was  removed, 
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and  the  bod}-  of  the  mastoid  was  tound  broken  down  and  fdied 
with  pus  and  granulations  and  the  cells  in  the  tip  were  congested. 
Below  the  antrum  and  between  the  lateral  sinus  and  the  canal 
wall  were  some  deep  cells.  These  were  uncovered  thoroughly  but 
were  not  curetted  because  of  the  fear  of  injuring  the  facial  nerve. 
The  bone  over  the  upper  part  of  the  sinus  and  over  the  dura  of 
the  tempero-sphenoidal  lobe  near  the  sinus,  was  gone,  and  sinus  and 
dura  were  covered  with  granulations.  These  were  not  disturbed 
but  the  bone  was  further  removed  in  all  directions  until  healthy 
dura  and  sinus  were  found.  The  mastoid  cavity  was  cleaned  out 
thoroughly  and  packed  with  plain  gauze.  On  April  24th  the  pa- 
tient complained  of  difficulty  in  swallowing.  There  was  no  pain 
or  sensation  of  a  swelling  in  the  throat ;  he  merely  had  to  make  an 
effort  to  swallow.  If  he  held  the  larynx  up,  swallowing  was 
easier.  It  was  first  learned  at  this  time  that  this  symptom  was 
present  two  days  before  the  operation.  The  first  dressing  was 
done  on  the  2-lth  and  when  the  packing  was  removed  at  least  two 
drahms  of  thick  pus  welled  up  from  the  deep  cells  that  were  be- 
tween the  sinus  and  the  canal  wall.  The  irrigation  passed  from 
these  cells  into  the  patient's  throat.  The  rest  of  the  wound  ap- 
peared healthy. 

Until  May  1  at  each  daily  dressing  a  large  amount  of  pus  came 
from  the  deep  cells  and  the  irrigation  passed  into  the  patient's 
throat,  ^^'hen  he  swallowed,  air  came  through  the  deep  cells  in 
the  wound,  but  the  patient  could  not  force  air  through.  Efforts 
were  made  to  locate  the  opening  in  the  throat,  but  without  success. 
At  this  time  deep  fluctuation  was  detected  low  down  in  the  neck 
behind  the  sterno-mastoid  and  a  large  abscess  was  opened,  under 
local  anaesthesia.  In  irrigating  this  abscess  the  solution  went  into 
the  patient's  throat  and  came  through  the  deep  cells  in  the  mastoid. 

On  May  4  the  mastoid  wound  was  healing  well,  there  was  practi- 
cally no  pus  in  the  deep  cells  below  the  antrum,  and  the  irrigation 
did  not  pass  from  them  into  the  throat  or  into  the  wound  in  the 
neck  behind  the  sterno-mastoid.  There  was  still  a  great  deal  of 
pus  coming  from  this  neck  wound. 

On  May  7  erysipelas  appeared  around  the  wound  and  involved 
that  half  of  the  face  and  head. 

The  temperature  for  the  first  ten  days  after  the  operation,  to 
April  29th.  did  not  go  above  99.0.  The  next  three  days.  April  30 
to  May  2,  it  reached  101.4.  From  that  time  until  the  death  of  the 
patient  on  May  7.  it  did  not  go  above  100. 

142  Clinton  Street. 
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Dk.  Robert  H.  Fowler,  Xew  York  City. 

The  patient.  John  M..  came  to  Dr.  MacKenty's  clinic  at  the 
Manhattan  Eye,  Ear  and  Throat  Clinic  in  December,  1915.  His 
chief  complaint  was  obstruction  in  breathing.  Examination  re- 
vealed a  polypoid  ma^s  completely  occluding  the  right  nostril.  A 
piece  of  this  growth  was  snared  oft'  and  sent  to  the  laboratory 
which  reported  "fibroma,  hard  in  part;  round  cell  infiltration." 

There  was  a  good  deal  of  debate  at  the  time  as  to  whether  the 
growth  was  benign  or  malignant.  Operative  procedures  were 
decided  upon  and  the  patient  was  induced  to  have  the  growth 
removed,  although  he  was  informed  that  the  operation  would  be 
a  serious  one.  In  January,  1916,  under  general  anesthesia,  a  pos- 
terior tampon  was  inserted  and  the  anterior  part  of  the  growth 
was  removed  with  a  snare ;  then  the  tampon  was  removed  and  the 
growth  was  seized  with  adenoid  forceps  through  the  naso-pharynx 
and  removed  in  two  masses,  each  about  the  size  of  a  man's  finger. 
(Specimen  presented.) 

The  patient  sustained  extreme  shock  and  hemorrhage  at  the  time 
of  operation,  the  flow  of  blood  being  so  profuse  after  removal  of 
the  first  part  of  the  growth  that  he  was  threatened  with  exsan- 
guination  before  the  completion  of  the  operation.,  However,  as 
soon  as  the  removal  of  the  mass  was  completed  the  hemorrhage 
lessened  and  it  was  possible  to  examine  the  site  of  the  growth 
before  packing  oft'  the  cavity.  A  large  part  of  the  ethmoid  cells 
came  away  with  the  mass,  and  the  ethmoid  cavity  was  left  open. 

The  pathological  report  on  the  specimen  was :  "Complex 
growth ;  fibromatous  infiltration  of  polyps,  with  inflammatory  in- 
vasion. Vessels  well  formed ;  verv  highly  vascular,  a  point 
against  its  being  sarcoma." 

A  proliferation  of  the  pieces  which  remained  behind  took  place 
about  a  month  after  the  operation.  To  check  this,  several  injec- 
tions of  trichloracetic  acid  were  made  by  the  method  that  Dr. 
Harmon  Smith  has  described,  and  since  last  summer  tiie  patient 
has  had  no  treatment  except 'that  he  has  used  ichthyol  ointment 
from  time  to  time  to  improve  the  condition  of  the  membrane,  on 
which  huge  scabs  formed  soon  after  the  operation. 

Previous  to  operation  the  patient's  weight  had  been  stationary'' 
at  110  pounds  for  two  years,  but  since  then  he  has  gained  twenty 
pounds  and  his  general  health  is  excellent. 

*Read  before  the  New  York  Academy  of  Mediciiip,  Section  on  Rhinology 
and  Laryngolog-v.   Feb.   28,   1917. 
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The  three  points  of  interest  in  this  case  are  (1)  The  size  of 
the  growth,  it  being  as  large  as  two  lingers,  displacing  the  septum 
and  totall}'  occluding  the  nares. .  (2)  Method  of  removal,  the  ade- 
noid forceps  being  applied  posteriorly.  (3)  The  hemorrhage  was 
extremely  severe  until  the  growth  had  been  removed,  when  it  sud- 
denly lessened. 

11    East    Forty-eighth    Street. 


REPORT  OF  TWO  CASES  OF  ATROPHIC  RHINITIS 
TREATED  WITH  ICHTHYOL  OINTMENT.* 

Dr.  Robert  H.  Fow'lkr,  Xew  York  City. 

The  first  case  illustrates  the  treatment  of  simple  atrophic 
rhinitis.  The  patient  came  to  the  clinic  at  the  Xew^  York  Dis- 
pensary ten  months  ago,  Avith  a  history  of  seven  years  of  un- 
successful treatment  for  nasal  disease.  There  was  at  the  time  a 
great  deal  of  scabbing  in  the  nose  and  throat.  The  chief  com- 
plaints were  headache  and  lack  of  sleep.  The  patient  stated 
thai  for  seven  3'ears  he  had  used  aqueous  douches  in  the  nose, 
and  he  was  then  using  salt  and  water  three  or  four  times  a  day. 

Examination  revealed  the  characteristic  scabbing  of  atrophic 
rhinitis,  but  there  w^as  not  the  odor  of  ozena.  The  patient  was 
directed  to  discontinue  the  use  of  douches,  and  was  instructed 
to  use  an  ointment  consisting  of  ichthyol.  grs.  20;  menthol, 
grs.  2 ;  and  petrolatum,  2  ounces.  This  to  be  applied  three  times 
a  day  on  cotton  in  each  nostril. 

The  patient  has  followed  this  treatment  regularly  and  has 
had  no  operation.  The  membranes  of  l)oth  nose  and  throat  are 
now  clear  of  scabs,  and  he  asserts  that  he  is  able  to  omit  the 
treatment  for  a  week  without  the  recurrence  of  the  scabs.  He 
sleeps  well,  has  no  headaches,  and  his  weight  has  increased 
from  i:>9  to  152  pounds. 

Without  going  into  a  definition  of  the  term,  atrophic  rhinitis, 
it  may  be  said  that  there  is  a  well-defined  number  of  cases  that 
appear  m  our  clinics  characterized  by  a  change  in  the  appear- 
ance of  the  mucous  membrane  of  the  nose  and  naso-pharynx. 
In  the  milder  cases,  the  mucous  membrane  of  the  nose  is  luster- 

*Reported  by  invitation,  before  the  Section  on  Laryngolog-y  and  Rhinoi- 
ofvy,  Xew  York  Academy  of  Medicine,  February  2S,  1917. 
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less ;  in  the  more  severe  types,  crusts  are  present ;  the  patient 
complains  of  an  obstruction  in  breathing;  pharyngitis  sicca  is 
almost  invariably  present;  epistaxis  is  a  frequent  complication. 

A  remarkably  large  number  of  the  patients  presenting  these 
symptoms  give  a  history  of  having  used  salt  and  water  or  some 
other  form  of  nasal  douche.  This  gives  apparent  relief,  but  is 
not  permanently  beneficial.  Some  of  these  cases  require  oper- 
ative measures,  and  here  the  ichthyol  treatment  may  be  used 
before  and  after  the  operation  to  improve  the  condition  of  the 
mucous  membrane;  on  the  other  hand,  there  are  cases  which 
may  be  entirely  relieved  by  the  use  of  the  ichthyol  ointment. 

In  ozena,  the  same  treatment  relieves  the  scabbing  condition 
and  does  awa}'  with  the  chief  symptom,  namely,  the  odor,  so 
long  as  the  patient  continues  the  treatment.  Ijut  if  it  is  neglected, 
the  symptoms  will  recur. 

The  procedure  of  stopping  the  nasal  douche  and  employing 
an  ointment  instead  is  not  only  efficacious  in  the  milder  cases 
of  atrophic  rhinitis,  but  in  cases  where  operative  procedure  is 
required  it  is  a  distinct  aid.  For  instance,  in  man}"  cases  of 
ethmoiditis.  the  best  preparation  for  the  oj)eration  is  a  course 
of  this  treatment  to  first  improve  the  general  condition  of  the 
membrane. 

To  repeat :  The  use  of  the  nasal  douche  continued  over  a 
long  period  of  time,  injures  the  mucous  membrane  of  the  nose; 
while  a  bland  sah'e  applied  to  the  mem1)rane  lessens  the  ten- 
dency to  scabbing  and  hastens  the  return  to  a  normal  condition. 

The  second  case  was  t3'pical  ozena  occurring  in  a  woman  22 
years  of  age.  who  first  came  to  the  clinic  four  months  ago  com- 
plaining of  a  disagreeable  odor  from  the  nose,  extending  over  a 
period  of  two  years,  during  which  time  she  had  been  using  salt 
and  water  as  a  nasal  douche.  Examination  revealed  scabs  an 
inch  and  a  half  long  throughout  both  nostrils  and  on  the  pos- 
terior pharyngeal  Avail.  The  characteristic  odor  of  ozena  dom- 
inated the  neighborhood  of  the  patient ;  her  cheeks  were  pale, 
and  she  was  very  anemic.  Six  weeks  after  giving  up  the 
douche  and  using  the  ichthyol  ointment,  the  scabbing  ceased 
There  is  now  no  odor,  and  the  general  healtli  of  the  patient  is 
markedly  improved. 

There  is  no  claim  that  this  is  more  than  a  palliati\-e  treatment 
so  far  as  ozena  is  concerned.  The  object  is  simplv  to  improve 
the  condition  of  mucous  membrane,  not  bone. 

Jl  East  Forty-eighth  Street. 


A  CASE  OF  ACCESSORY  TONSILS. 

Dr.  J.  A.  Hagemaxx,  Pittsburgh,  Pa. 

In  January,  HUT,  the  writer  performed  tonsillectomy  upon  a 
young  lady  to  preclude  the  recurrence  of  tonsillitis,  from  which 
she  had  repeatedly  suffered.  The  operation  and  subsequent  re- 
covery presented  nothing  extraordinary.  But  several  weeks  later 
she  complained  of  some  discomfort  at  the  right  side  of  the 
throat.  Examination  revealed  curvilinear  fissures  about  five- 
sixteenths  of  an  inch  in  length  on  either  side  of  the  soft  palate 
and  ranging  evenly  with  the  anterior  pillars.  The  left  one 
would  escape  cursory  view,  while  the  right  one  was  character- 
ized by  redness  and  slight  infiltration  of  the  approximate  edges. 
A  curved  probe  was  readily  inserted,  and  a  little  manipulation 
revealed  the  presence  of  a  tonsillar  mass,  about  equal  to  a  pea 
in  volume,  in  each  cavity.  The  invasion  of  infectious  material, 
causing  slight  local  inflammation,  led  to  the  discovery  of  this 
unconformity.  After  removal  an  unmistakable  cavity,  entirely 
separate  from  the  tonsillar  fossa,  was  in  evidence.  The  wounds 
soon  cicatrized. 

The  apertures  which  appear  near  the  caputal  extremity  early 
in  the  embryonic  development  of  all  vertebrates  are  the  prefig- 
urement  of  the  so-called  branchial  clefts  through  which  water 
continuously  passes  outward  after  transcurring  the  mouth  in 
the  lower  vertebrates,  such  as  fishes.  In  this  manner  oxygen 
is  extracted  from  the  water  by  the  venous  blood  flowing 
through  the  gills,  and  thus  under-water  breathing  is  accomplish- 
ed. Among  ampliibians  much  the  same  sub-aquatic  breathing 
arrangement  is  persistent  throughout  life.  It  is  plausible  that 
the  human  tonsils  are  bated  survivals  of  respiratory  organs 
that  functionated  at  an  early  stage  of  man's  phylogeny.  The 
human  foetal  unfoldment  is  in  effect  a  compendious  record  of 
man's  developmental  metamorphoses.  Early  in  his  embryonic 
evolvement  he  successively  assumes  and  relinquishes  the  char- 
acteristic traits  of  his  primordial  ancestry.  Occasionally  one 
or  more  of  such  traits  endure  post-natal,  and  even  throughout 
the  individual's  life.  Fistulous  communication  of  the  pharynx 
with  the  external  surface  of  the  neck  and  persistence  of  the 
thyro-glossal  duct,  both  unsuppressed  lineaments  of  piscine  an- 
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cestry,  are  not  absolutely  infrequent.  Rarely,  however,  does 
one  come  upon  supernumerary  tonsils.  These  are  presumptively 
likewise  due  to  persistence  of  embryonic  vestigial  media,  an 
atavistic  recrudescence  of  organs  one  time  performing  sub- 
aquatic  oxygenation,  then  ranged  in  collateral  pairs,  each  sup- 
plemental to  a  pristine  branchial  cleft. 
Highland  Building. 


THE  CLINICAL  ASSOCIATION  OF  AMERICAN 
PERORAL  ENDOSCOPISTS. 

On  Xovember  1,  191T,  the.  Clinical  Association  of  American 
Peroral  Endoscopists  was  organized  in  Philadelphia. 

The  purpose  of  this  new  society  is,  in  the  words  of  its  Consti- 
tution: "The  study  of  diseases  and  accidents  occurring  in  the 
respiratory  and  upper  digestive  tracts,  of  borderline  conditions  and 
their  treatment,  medical  and  surgical,  by  direct  inspection." 

The  Association  also  aims  to  impress  on  the  internist  and  general 
practitioner  the  value  of  bronchoscopy  and  esophagoscopy  as  diag- 
nostic methods  of  precision  so  as  to  make  possible  the  accurate 
ocular  study,  in  the  living  subject,  of  pathological  conditions  of  the 
esophagus  and  lungs. 

The  officers  of  the  Association  are  the  following: 

President:   Dr.  Chevalier  Jackson,  Philadelphia. 

Vice-president:  Dr.  Hubert  Arrowsmith,  Brooklyn,  Xew  York 
City. 

Secretary-treasurer:  Dr.  Henry  Lowndes  Lynah.  Xew  York  City. 

Members  of  the  executive  committee:  Dr.  \Volf  Freudenthal, 
Xew  York  Citv.  and  Dr.  Samuel  Iglauer,  Cincinnati. 


Dr.  Henry  Lowndes  Lynah,  X'^ew  York,  has  been  appointed  Pro- 
fessor of  Direct  Lar}-ngoscopy,  Bronchoscopy,  Esophagoscopy  and 
Intubation  at  the  X'ew  York  Polyclinic  Medical  School. 

Major  Ewing  \\'.  Day.  Pittsburg,  Pa.,  is  Chief  of  Division  of 
Head  Surger\".  Base  Hospital,  Camp  Lee,  \  a. 

Dr.  H.  ^^^  Loeb.  St.  Louis,  has  been  commissioned  a  major  in 
the  Army  ^Medical  Corps  and  is  at  present  in  Washington. 

Dr.  W.  H.  Roberts.  Pasadena,  Calif.,  has  been  commissioned  a 
captain  in  the  Army  Medical  Corps. 
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AMERICAN  LARYNGOLOQICAL  ASSOCIATION. 

(Continued  from   page  860.) 

Discussion  of  Dr.  Ralph  Butler's  paper  continued. 

Du.  W.u,Ti:u  F.  Chappei.l.  New  York  City:  I  would  like  to  call  atten- 
tion to  the  case  of  a  iJatient,  a  man  forty-five  years  old.  His  present 
illness  began  one  month  before  admission,  wiien  he  became  hoarse. 
This  continued  and  was  followed  by  dyspnea,  at  first  on  exertion,  later 
continuous.  His  only  complaints  were  hoarseness  and  dyspnea.  When 
he  entered  the  hospital  a  tracheotomy  was  done  at  once,  as  the  vocal 
cords  were  immobile  and  almost  in  contact.  The  Wassermann  and  X-ray 
of  chest  were  both  negative.  Salvarsan  was  given  twice  and  had  no 
effect.  Two  weeks  after  admission,  under  suspension,  the  left  vocal 
cord  was  removed  with  scalpel  and  punch.  Three  weeks  later,  as  there 
was  not  space  enough  between  the  cords,  the  left  recurrent  laryngeal 
nerve  was  cut  at  the  entrance  into  the  larynx.  In  ten  days  the  trache- 
otomy tube  could  be  removed.  When  seen  two  months  after  the  last 
operation,  he  was  at  work  and  breathing  easily.  Cutting  the  nerve  not 
only  allowed  the  vocal  cord  to  recede  into  the  cadaveric  position,  but 
caused  an  ati'ophy  of  that  side  of  the  larynx  which  gave  still  further 
space.  The  man  was  to  report  if  he  had  any  difficulty,  and  has  not  as 
yet,  so  it  is  presumed  he  is  well.  Several  physical  examinations  and 
nerve  reflexes  were  negative. 

Dr.  GREE:?f field  Si.inER,  St.  Louis:  I  would  like  to  add  the  record  of 
a  case  seen  in  consultation.  A  physician,  twenty-eight  years  of  age,  who 
developed  acute  laryngitis,  apparently  a  grippe,  and  with  it  a  very  violent 
dyspnea  which,  upon  inspection,  showed  bilateral  posticus  paralysis. 
The  cords  were  almost  in  the  median  line.  The  glottis  was  represented 
by  a  slit  through  which  you  could  have  dropped  an  old-time  silver  five 
cent  piece.  The  recovery  was  not  exactly  uneventful.  It  required 
some  six  weeks,  during  which  time  he  became  excited  about  something  and 
smothered  almost  to  death.  Nine  or  ten  months  later  he  developed  an- 
other infection,  laryngitis  developed,  and  again  posticus  paralysis,  and 
through  the  three  attacks  I  saw  him  in  consultation. 

Dr.  Brysox  Dflavax,  New  York  City:  Several  years  ago  I  was  called 
In  to  see  a  case  at  St.  Luke's  Hospital  suffering  with  dyspnea,  and  I 
found  a  marked  abductor  paralysis.  I  was  obliged  to  do  an  immediate 
tracheotomy.  The  obstruction,  however,  was  not  entirely  due  to  the 
laryngeal  box.  At  a  certain  distance  below  the  larynx,  in  the  trachea, 
we  also  found  constriction,  and  endeavored  to  overcome  it  by  insertion 
of  a  long  tracheotomy  tube.  The  child  died  of  exhaustion  and  was  found 
to  have  a  large  tubercular  lymph  node  pressing  upon  the  trachea,  which 
was  evidently  the  cause. 
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Dr.  W.  B.  Chajiuerlix.  Cleveland:  I  have  in  mind  such  cases  as  occur 
in  the  early  stage  of  locomotor  ataxia.  My  attention  was  attracted  to 
this  a  number  of  years  ago  by  a  patient  who  was  found  unconscious  in 
the  street  and  taken  to  the  police  station  on  the  suspicion  of  being 
drunk.  After  the  usual  delay  it  was  discovered  that  he  was  not  drunk 
but  ill.  On  examination  we  found  complete  abductor  paralysis  and  other 
signs  of  locomotor  ataxia.  I  then  went  over  to  the  City  Hospital  and 
made  a  routine  examination  of  all  tabetics  we  had  there,  and  was  sur- 
])rised  at  the  number  of  cases  in  which  we  received  no  history  of  this 
condition,  where  we  found  paralysis. 

Some  few  days  ago  I  had  a  patient,  a  man  about  thirty-five  years  old, 
an  Italian,  who  came  with  a  history  of  dyspnea  and  difficult  respiration, 
especially  on  exertion.  I  thought,  of  course,  of  the  possibility  of  a  for- 
eign body,  but  examination  showed  bilateral  abductor  paralysis.  I  wished 
to  refer  the  man  to  the  hospital,  but  he  disappeared.  Some  four  weeks 
later  the  consultant  told  me  that  he  found  the  man  in  an  acute  attack  of 
dyspnea  from  which  he  succumbed  in  a  short  time. 

Some  Clinical  Observations  on  the  Lingual  Tonsil.  By  Gule.viield  Sll'der, 
:M.   D.,   St.   Louis. 

The  diagnosis  of  lingual  tonsillitis  is  simple  in  acute  follicular  cases. 
Should  it  not  assume  the  follicular  markings,  it  is  often  overlooked, 
particularly  when  the  mass  is  not  enlarged.  It  is  recognized  under  these 
conditions  by  its  color  alone.  The  mass  may  be  much  enlarged  in  acute 
or  chronic  cases,  which  is,  of  course,  easily  recognizable.  Not  so  easily 
interpreted  is  an  occasional  small  slightly  reddened  follicle.  These  are 
often  the  origin  of  the  symptoms. 

The  prognosis  for  singers  and  speakers,  according  to  the  writer's  ex- 
perience, should  be  guarded.  A  lingual  tonsil  which  easily  becomes  a 
disturbing  factor,  either  from  the  work  of  singing  or  speaking  or  from 
infection,  must  be  considered  most  seriously.  He  does  not  believe  that 
the  singing  or  speaking  voice  can  be  developed  to  any  great  extent  under 
these  conditions. 

The  treatment  of  lingual  tonsillitis  in  the  acute  follicular  stage  is  like 
that  for  the  faucial  tonsils  under  like  conditions.  For  the  subacute  or 
chronic  state,  Avith  or  without  enlargement,  nothing  has  been  so  satis- 
factory as  applications  of  a  small  amount  of  silver  nitrate  saturated  in 
fifty  per  cent  glycerin.  Salicylic  acid  saturated  in  ninety-five  per  cent 
alcohol  is  helpful,  and  does  not  taste  so  unpleasant.  These  may  be  made 
daily  or  as  seldom  as  ten  days.  For  the  enlargement,  galvanocautery 
destruction  has  seemed  best.  Hemorrhage  following  surgery  of  the  lin- 
gual tonsil  is  more  difficult  to  manage  than  any  in  the  upper  air  passages. 

Many  of  these  observations  have  been  made  and  recorded  in  more  or 
less  this  form.  The  association  of  lingual  tonsillitis  w^ith  thyroid  gland 
disturbance  and  with  glossodynia,  he  believes  has  not  hitherto  been  re- 
corded. 

It  is  his  interpretation  of  clinical  laryngology  that  the  lingual  tonsil 
plays  a  major  role. 


UIO  sitciKTN'  i'K()Ci:i;i)i.\<".s. 

DISCISSION. 

Dk.  Ai.bkut  G.  Gi;tchi;i.[..  Worcester:  I  am  very  much  interested  aiul 
impressed  with  this  account  of  the  lingual  tonsil.  The  disease  undoubt- 
edly has  certain  lesions  that  we  probably  do  not  appreciate.  There  is 
no  question  that  there  is  definiteness  about  it  and  its  lesion.  I  would 
like  to  call  attention  to  three  points  which  have  impressed  themselves 
ui)on  my  experience:  first,  its  relation  to  the  nervous  system;  second, 
to  hemorrhage:  and  third,  to  cough. 

There  is  no  question  but  that  trouble  in  this  region  would  cause 
cough,  but  still  I  think  that  continued  cough  should  not  be  attributed 
to  such  a  lesion  without  a  most  thorough  e.vamination  of  the  lungs. 
Simple  examination  of  the  sputum,  without  any  examination  of  the 
lungs  whatever,  will  often  show  the  real  cause  of  the  trouble. 

Du.  Hknuv  L.  Sw.vi.n,  Xew  Haven:  1  have  often  seen  how  many  times 
the  sources  of  little  lesions  and  the  inconveniences  that  patients  have 
suffered  from  could  be  attributed  to  and  explained  by  conditions  found 
in  the  lingual  tonsil.  The  circulation  of  the  lingual  tonsil  is  peculiar — 
or,  rather,  its  relation  to  the  veins  of  the  base  of  the  neck  is  peculiar. 
The  veins  from  the  surface  of  the  tongue  gather  together  into  certain 
large  vessels  deep  down  in  front  and  underneath  the  lingual  tonsil.  The 
sudden  occurrence  of  a  feeling  of  fullness  is  perfectly  explicable  when  you 
consider  these  venous  branches  which  gather  together  underneath  the 
lingual  tonsil. 

It  is  equally  a  fact  that  emotional  stress,  like  an  irritable  plexus,  is 
sometimes  evidenced  by  this  feeling  of  a  lump  in  the  throat,  and  this 
condition  which  I  have  described  explains  it. 

It  is  perfectly  possible  to  have  a  lingual  tonsil  cough  and  a  bronchitis 
existing  in  the  same  person.  If  one  treats  the  bronchial  part  and  not 
the  lingual  tonsil,  he  is  falling  far  short  of  his  duty. 

Dk.  .J.  P.wsoN  Cl.\kk.  Boston:  ]My  experience  has  been  that  the  en- 
largement of  the  lingual  tonsil  is  observed  most  frequently  in  middle 
aged  women.  The  enlai-gement  of  the  lingual  tonsil  in  children,  in  my 
experience,  is  a  very  rare  condition. 

I  have  had  to  remove  the  lingual  tonsil  in  several  cases,  and  have  used 
Myles'  lingual  tonsillectome.  I  have  also  used  the  wire  loop.  If  this 
loop  can  be  used  it  is  better,  because  you  are  less  liable  to  have  hemor- 
rhage. I  have  not  had  hemorrhage  in  any  of  my  cases.  I  remember  be- 
ing called  late  one  night  to  see  a  case  for  bleeding,  where  another  physi- 
cian had  removed  the  lingual  tonsil  that  day.  The  bleeding  was  not 
violent,  but  persistent,  and  I  had  a  little  diflBculty  in  stopping  it. 

Dr.  Tho-m.as  HriuiAKi).  Toledo:  I  think  there  is  no  question  about  the 
intimate  association  between  acute  throat  conditions  and  acute  thyroid- 
itis, because  I  think  we  find  many  cases  in  which  we  are  able  to  suc- 
cessfully treat  the  subacute  or  chronic  conditions.  It  is  most  helpful  in 
the  reduction  or  checking  of  thyroiditis. 

In  a  ten-year-old  child,  four  years  after  removal  of  her  tonsils  and 
adenoids,  her  lingual  tonsils  were  found  enormously  enlarged.  There 
was  no   suggestion   of   recurrence   of   either   tonsillar   or   adenoid   tissue. 
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but  these  large  masses  were  a  mechanical  obstruction  to  swallowing. 
I  clipped  off  portions  of  the  lingual  masses,  and  following  that  there 
was  no  improvement  and  relief  from  dysphagia. 

Dr.  Robert  C.\Myi.ks.  New  York  City:  There  are  several  points  about 
the  lymphatic  tissue  at  the  base  of  the  tongue.  It  seems  to  me  that  a 
very  interesting  one  is  whether  the  removal  of  the  tonsils  in  early  life 
does  not  by  some  vicarious  attempt  on  the  part  of  the  lingual  tonsil  to 
supply  the  physiologic  function  of  the  tonsil,  result  in  their  becoming 
hypertrophied  in  this  attempt. 

It  has  been  my  habit  for  many  years  to  remove  lingual  tonsils  in  a 
little  different  way  from  that  originally  indicated.  On  account  of  some 
hemorrhages  and  cicatricial  tissue,  I  have  tried  to  devise  some  method 
of  obviating  both;  one  was  to  take  out  every  other  lymphatic  tonsil  with 
a  guillotine  and  leave  an  intermittent  one.  That  aided  me  very  much  in 
relieving  the  scar  tissue.  I  have  also  left  islands  of  tissue.  In  using 
the  guillotine  one  should  not  press  too  deeply.  If  you  go  beneath  the 
tonsil  you  are  more  liable  to  have  hemorrhage  than  if  you  put  the  i)roper 
pressure  on  the  guillotine,  which  makes  it  possible  to  remove  as  much 
as  you  may  elect. 

Dk.  Bi  kt  R.  Shihi-ky.  Detroit:  The  importance  of  this  relationship 
of  Waldeyer's  ring  to  the  thyroid  is  certainly  a  very  exact  and  definite 
thing,  but  the  key  to  the  whole  situation,  to  my  mind,  is  infection.  And 
while  my  paper  which  was  referred  to  by  Dr.  Sluder  was  written  five 
years  ago,  I  have  followed  up  carefully  a  large  series  of  cases  since  that 
time.  Of  course,  as  Dr.  Sluder  says,  no  one  expects  to  treat  cases  in 
this  manner  and  not  have  the  proper  surgery  of  the  thyroid  attended 
to  when  that  is  necessary. 

In  regard  to  cases  of  hemorrhage  from  the  throat,  1  think  perhaps 
there  are  a  great  many  mistakes  made  by  not  properly  examining  the 
chest.  We  know  full  well  that  twenty-five  per  cent  of  all  cases  of  pul- 
monary tuberculosis  have  hemorrhage  at  some  time  or  other  during  the 
course  of  that  disease,  and  it  seems  to  me  that  it  is  just  a  matter  of 
not  thinking  of  that.  We  should  always  have  a  very  thorough  and  com- 
plete chest  examination  wherever  there  has  been  hemorrhage  from  the 
throat. 

Dr.  Johx  ^Iackenty,  New  York:  I  believe  that  any  infection  in  the 
throat  may  have  secondary  expression  in  the  thyroid.  This  was  brought 
home  to  me  very  forcibly  by  the  case  of  a  man  wath  a  foreign  body  in 
the  esophagus.  I  put  in  the  bronchoscope  and  failed  to  get  the  foreign 
body,  but  found  the  spot  where  the  body  had  rested.  This  man  was 
very  ill,  with  a  high  temperature  and  pulse,  and  had  a  tender  enlarged 
thyroid  gland.  I  was  positive  there  was  pus  in  the  neck,  and  opened 
the  neck  and  went  down  and  found  no  pus.  I  then  opened  the  thyroid 
gland,  and  in  the  center  of  the  gland  I  found  a  large  abscess  which 
was  secondary  to  the  condition  in  the  esophagus. 

On  another  occasion,  following  the  removal  of  the  tonsil,  there  was 
considerable  local  infection  and  the  patient  developed  acute  thyroiditis. 
So  I  believe  we  may  say  that  any  infection  in  the  throat  or  nose  may 
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have  secondary  manifestations  in  the  thyroid,  either  simple  or  suppura- 
tive. 

With  regard  to  the  question  of  bleeding  of  lingual  tonsil,  I  have  found 
benefit  from  forcibly  pulling  the,  tongue  forward  and  holding  it  in  that 
position  for  a  time. 

Uk.  Max  A.  Goijjstkin,  St.  Louis:  in  reference  to  Waldeyer's  ring. 
I  think  it  has  been  rather  insignificantly  looked  into,  and  Sluder's  observa- 
tion about  the  relationship  to  systemic  Infections  taking  place  through 
this  small  lower  lymphoid  mass  ought  to  give  us  much  food  for  thought. 
We  are  doing  a  lot  of  operative  work  in  the  faucial  tonsil,  and  our  enuclea- 
tions are  coming  thick  and  fast.  We  know  that  even  Avhen  the  faucial 
tonsil  has  been  thoroughly  encapsuled,  we  do  have  recurrences  of  sys- 
temic infections;  and  it  is  likely  that  many  of  those  infections  come, 
noi  through  the  lingual  tonsil,  but  through  the  lymphoid  masses  which 
lie  about  the  pillars.  There  is  some  possibility  that  such  observations 
as  were  presented  by  the  essayist  may  give  us  an  opportunity  to  think 
of  this  radical  surgery  when  the  time  comes  for  the  pendulum  to  swing 
the  other  way. 

Dr.  Swain  has  pointed  out  on  previous  occasions  that  the  mass  of 
lymphoid  tissue  is  rather  dependent  for  its  pathology  and  inflammation 
more  on  the  intense  venous  relationship  than  on  the  lymphatic.  I  think 
that  variosities  are  sometimes  as  frequent  in  lingual  tonsil  as  are  the 
acute  and  chronic  follicular  inflammatory  reactions,  but  those  are  things 
this  paper  has  brought  forth,  and  I  believe  that  the  development  of  this 
particular  phase  of  Waldeyer's  ring  will  give  us  a  little  closer  insight 
into  the  whole  pathology  of  this  lymphoid  area. 

Dr.  Greexfiei.i)  Sluoer,  St.  Louis  (closing  the  discussion):  I  feel  that 
a  very  substantial  addition  to  the  paper  has  been  given  by  Dr.  Swain 
in  his  explanation  of  the  globus  hystericus.  I  did  not  know  the  net- 
work arrangement  of  the  veins  beneath  the  lingual  tonsil,  and  it  is  not 
recorded  in  any  of  the  anatomies  I  know  of. 

Dr.  Clark  spoke  of  the  enlargement  of  the  lingual  tonsil  in  children 
being  rare.  That  is  not  my  observation.  The  enlargement  of  the  lingual 
tonsil  in  children  is  a  very  frequent  manifestation. 

I  have  seen  the  faucial  tonsil  take  on  the  recurrent  inflammatory  re- 
action with  sore  throat  after  faucial  enucleation. 

That  the  chest  must  be  investigated  in  cases  of  cough  seems  to  me 
to  be  self-evident. 

Some  Points  in  the  Surgical  Treatment  of  Goiter.  By  .T.  E.  :\1.\ckenty. 
M.  D.,  New  York. 

The  writer  emphasizes  the  need  of  laryngologists,  and  especially  the 
younger  men.  to  take  up  the  surgery  of  the  neck. 

He  considers  all  treatment  with  rest  as  a  basis  as  deceptive,  and  the 
delay  engendered  pernicious.  He  does  not.  however,  advocate  surgery 
in  all  cases.  In  all  progressive  cases,  short  of  already  advanced  toxi- 
cosis, some  surgical  effort  should  be  undertaken,  such  as  boiling  water 
injections  into  the  glajid,  ligation  of  one  or  more  poles,  removal  of  half 
the  gland,  with  or  Avithout  ligation  of  the  remaining  poles,  etc. 
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In  well  developed  and  progressive  toxic  goiter  nothing  short  of  the 
ablation  of  three-fourths  to  seven-eighths  of  the  gland  can  be  relied 
upon  to  effect  a  cure.  No  operation  should  be  considered  until  after  the 
patient  has  been  under  observation  in  bed  for  a  length  of  time,  and  has 
undergone  a  careful  general  examination. 

Clinic  calorimetry  is  now  used  to  differentiate  the  active  periods  of  the 
disease  and  to  accurately  determine  the  degree  of  benefit  from  any  sur- 
gical or  medical  treatment.  Early  operation  is  most  important.  Local 
anesthesia  should  be  rarely  used,  and  never  for  any  extensive  operation. 
Deep  anesthesia  is  not  requisite.  Rapidity  of  technic  must  be  combined 
with  gentleness  of  manipulation  or  it  is  valueless. 

By  complete  operation  is  meant  removal  of  from  one-half  to  seven- 
eighths  of  the  gland.  In  operating  the  four  important  things  to  be  con- 
sidered are:  The  parathyroids,  recurrent  laryngeal  nerves,  hemorrhage, 
and  the  amount  of  gland  tissue  to  be  removed. 

These  are  considered  in  detail.  Free  drainage  with  a  liberal  opening 
is  important,  and  permits  continuous  saline  irrigation  through  the 
tubes,  which  is  often  exceedingly  valuable. 

Thyroidemia  may  be  avoided  by  attention  to  the  following  points: 
Careful  preliminary  treatment,  rest,  overfeeding,  etc.;  the  reduction  of 
a  minimum  of  fear  on  the  part  of  the  patient,  light  anesthesia,  non- 
traumatic surgery,  the  judicious  selection  of  the  proper  operation  and 
correct  time  of  operation;   alkalies  and  water  before  operation,  etc. 

The  following  types  of  hyperthyroidism  are  bad  risks: 

1.  Where  the  disease  is  progressive  in  spite  of  rest. 

2.  Cases  showing  no  remissions. 

3.  Appearance  of  psychosis. 

4.  Very  active  symptoms  in  cases  with  small  glands. 

5.  Marked  exophthalmus. 

Xo  case  should,  however,  be  refused  some  form  of  surgical  help,  pro- 
viding it  can  be  establihsed  that  the  disease  is  not  in  its  terminal  stage. 

mscussiox. 

Dr.  Joiix  F.  BARNinr.L.  Indianapolis:  It  would  be  a  fatal  mistake  to 
attempt  any  sort  of  operative  procedure  in  a  case  in  which  the  heart 
is  so  dilated  or  hypertrophied  as  not  to  be  able  to  withstand  the  opera- 
tion. The  mortality  from  simple  cases  ought  to  be  pretty  nearly  one 
hundred  per  cent. 

I  know  of  no  other  operation. in  surgery,  except  brain  surgery,  where 
a  competent  anesthesia  is  more  useful  than  in  this  operation. 

Every  precaution  must  be  taken  to  preserve  the  parathyroids,  and  this 
is  best  done  by  leaving  a  portion  of  the  capsule  posteriorly.  The  capsule 
in  this  operation  I  believe  is  the  anatomic  structure  which  must  be 
borne  in  mind  more  than  anything  else,  and  if  one  loses  his  capsule  and 
works  outside  the  glandular  capsule,  he  is  lost  for  the  whole  operation, 
and  he  cannot,  therefore,  be  certain  as  to  whether  he  will  injure  the 
nerve  or  remove  one  or  more  parathyroids.     Hence,   his  procedure  must 
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keep  the  surgical  and  glandular  capsule  in  mind  all  the  time,  and  if  he 
works  between  them  it  is  almost  imi)Ossible  either  to  injure  the  recur- 
rent laryngeal  nerve  or  to  take  away  the  parathyroid  glands. 

The  patient  is  already,  in  toxic  cases,  badly  run  down,  and,  therefore, 
clean  and  bloodless  surgery  here  is  the  thing.  Shock  does  not  occur 
often  if  you  do  not  lose  much  blood. 

The  amount  of  a  gland  to  be  removed  is  an  important  Question,  re- 
quires the  greatest  knowledge,  and  it  is  here,  I  think,  that  consultation 
is  often  necessary.  To  remove  three-quarters  or  seven-eighths  of  a  gland 
that  does  not  need  that  much  taken  away  is  a  mistake.  To  leave  it  if 
seriously  diseased  is  equally  a  mistake. 

There  are  often  other  glands  involved  along  with  this  gland,  and  if 
that  fact  is  not  ascertained  before  operation  and  operation  undertaken, 
the  operator  will  almost  certainly  have  a  death,  because  to  remove  a 
toxic  thyroid  does  not  in  such  instances  cure  the  case. 

The  gland  must  not  be  handled  roughly  or  pulled  up  unnecessarily  with 
heavy  instruments  by  the  operator  or  those  helping  him.  It  must  be 
handled  gently,  because  if  there  is  toxemia  there  may  because  of  rude 
handling  of  the  gland  be  unnecessary  toxicity  after  operation. 

Dk.  Thom.\.s  Hri!i:Ai;i>.  Toledo:  I  see  many  of  these  cases  before  and 
after  operations  with  reference  to  voice  interference  and  difficulty  in 
respiration.  Fortunately,  most  of  the  cases  in  which  there  is  an  impair- 
ment of  the  vocal  action,  usually  unilateral,  improve  within  a  reasonable 
time  after  operation.  In  others  a  supplemental  action  takes  place  in  the 
opposite  vocal  cord,  ultimately  producing  good  voice,  but  with  permanent 
impairment  of  movement  of  the  cord  on  one  side. 

Dr.  H.mjmox  S.mtth.  New  York  City:  T  have  tried  to  ascertain  in  how 
many  cases  the  nerve  was  involved  previous  to  or  during  the  course  of 
the  operative  procedure.  I  have  reached  no  decision  which  enables  me 
to  make  any  statement  relative  to  the  positive  number,  but  a  great  many 
were  involved  previous  to  the  operation.  There  was  a  paresis  and  not  a 
paralysis.  I  expect  to  make  some  renorts  relative  to  it  in  due  course 
of  time. 

Dr.  Johx  E.  j\I.\(  kkxty.  New  York  (closing  the  discussion"):  The  rea- 
son for  two  tubes  is  that  when  yo\i  take  out  more  than  half  the  gland 
you  have  the  trachea  dividing  the  field.  If  you  wish  to  secure  complete 
drainage,  you  must  put  a  tube  on  either  side  of  th's  tube. 

I  believe  the  involvement  of  the  laryngeal  nerve  interferes  to  some 
extent  with  the  finer  quality  of  the  voice — as  for  singing  or  public 
speaking. 

I  have  injured  the  nerve  on  one  side  and  had  im|)airment  of  the  voic? 
for  a  fair  length  of  time,  which  was  always  recovered  from,  so  far  as 
speaking  was  concerned. 

The  Mayos  report  considerable  percentage  of  nerve  involvement  before 

operation.     I  have  examined  cases   pretty   carefully,   and   have   not   been 

'  able  to  corroborate  this.     In  a  few  cases  there  seems  to  be  some  lack  of 

proper  tone  or  movement  of  the  cord,  but  not  to  the  extent  the  Mayos 

report   in   their  examination  of  cases  before  operation. 
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Dk.  Chaklks  W.  Rkhakdso.n.  Washington:  We,  as  citizens  of  the 
United  States,  have  benefitted  to  an  unusual  extent  from  our  citizenship 
in  this  country,  more  so  than  citizenship  in  any  other  country  as  indi- 
viduals. We  have  profited  by  this;  our  success  has  been  great,  our  com- 
torts  have  been  manifold,  and  it  is  no  more  than  right  that  we  should 
assume  the  duties  and  obligations  of  citizenship,  and  offer  our  services 
fully  to  our  country,  and  encourage  all  those  with  whom  we  come  in 
contact  with  this  spirit  of  enthusiasm.  We  must  stand,  gentlemen,  for 
our  country,  for  democracy,  and  for  the  suspension  of  this  horrible  war, 
as  soon  as  we  can;  and  by  giving  aid  and  comfort  and  doing  our  utmost 
by  enlisting  ourselves  and  causing  others  to  enlist,  we  can  bring  this 
about. 

Dr.  Hakkis  F.  Mo.'^hkk.  Boston:  What  the  government  asks  of  us  today 
is  a  wholesale  coming  into  their  ranks  without  any  reservation  whatever. 
They  say  they  can  make  no  promises.  On  the  side  they  intimate  that 
perhaps,  probably  even,  the  special  rnan  will  be  used  for  special  work, 
but  no  promises  are  given,  so  that  you  have  to  make  up  your  minds 
whether  you  will  go  on  with  the  feeling  of  a  slacker  and  wait  until  you 
are  asked  to  do  special  work,  or  go  in  today  and  run  your  chances  of 
being  put  to  work  with  which  you  are  unfamiliar.  The  only  way  out 
of  that  is  to  stay  in  this  imcomfortable  position  until  some  action  is 
taken  toward  the  forming  of  a  special  base  hospital.  When  you  read 
the  report,  if  you  do,  you  will  find  that  was  recommended.  If  you  talk 
with  the  men  from  Washington  you  will  find  they  feel  that  will  come. 
Major  Lister  said  that  will  probably  »ome,  if  Pershing  carries  over  the 
amount  of  men  he  is  supposed  to  carry  over,  within  the  next  six  months. 
I'ntii  that  time  I  am  unhappy,  and  1  feel  very  many  of  you  are  unhappy. 
I  do  not  know  what  to  do.  It  is  a  much  easier  thing  to  go  in  and  a 
much  harder  thing  to  stand  out.  I  for  one  am  going  to  stand  out  imtil 
the  time  comes  to  go  in  and  do  the  work  I  think  I  am  more  able  to  do. 

Dr.  Robkkt  C.  Myi.ks,  New  York  City:  I  have  had  some  very  peculiar 
experiences  lately  at  the  New  York  Polyclinic  where  we  have  three  hun- 
dred specialists,  and  a  lot  of  them  have  joined  this  corps,  and  I  wish 
you  could  see  some  of  the  work  they  are  doing.  It  is  so  far  removed 
from  their  specialty  that  they  know  nothing  about  it.  It  is  simply 
ridiculous.  I  do  not  know  what  I  could  do  if  I  was  sent  down  to  the 
Mexican  border  to  treat  dysentery.  According  to  what  we  hear,  that 
Avill  all  be  corrected  later.  There  ought  to  be  some  action  or  activity, 
some  committee  formed  or  appointed  with  a  medical  office  to  plan 
some  law  to  relieve  the  situation.  The  eye  and  ear  are  two  of  the  most 
important  organs  in  war. 

Dr.  Joskph  H.  Bryan.  Washington:  This  is  a  very  important  matter 
for  us  as  citizens  and  as  specialists,  but  we  must  remember  that  we  are 
at  a  very  grave  crisis,  and  every  man.  young  and  old.  every  woman  and 
every  child,  has  got  to  come  forward  and  do  something.  This  is  no 
child's  play.  This  war,  according  to  the  best  thinkers  and  the  best  ob- 
servers, is  not  going  to  be  over  this  fall,  this  winter,  or  even  next,  and 
every  resource  of  this  country  has  got  to  be  utilized.     I   have  gone  into 
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the  Officers'  Reserve  Corps,  having  served  some  years  ago  in  another 
branch  of  the  service.  Of  course,  it  is  a  very  hard  thing  to  do,  to  go 
in  and  abandon  the  care  and  responsibility  I  have,  but  nevertheless  I 
feel  that  having  served  once  it  is  my  duty  to  go  there  again.  I  have 
gone  in  voluntarily  and  am  willing  to  accept  any  position.  I  have  ac- 
cepted a  subordinate  rank;  I  can  serve  as  Captain  just  as  well  as  Major, 
and  am  perfectly  willing  to  do  that,  but  we  are  all  in  bounden  duty  to 
do  something  to  help  out  in  this  crisis.  On  the  other  hand,  I  think  if  the 
matter  is  brought  very  forcibly  to  the  attention  of  the  Surgeon  General 
of  the  United  States  Army  by  these  various  societies,  representing  that 
men  of  experience,  men  who  have  developed  these  specialties  of  the  eye, 
ear,  nose  and  throat,  are  best  fitted  to  Avork  in  the  base  hospitals  or 
some  hospital  devoted  to  the  treatment  of  diseases  resulting  from  in- 
juries, and  that  they  can  best  serve  their  government  if  their  services 
are  utilized  along  these  lines.  I  am  sure  the  Surgeon  General  will  treat 
you  courteously  and  possibly  do  something  along  those  lines.  Of  course, 
you  must  remember  that  the  war  department  has  been  working  on  a 
basis  of  a  hundred  thousand  men,  and  has  to  work  now  on  a  basis  of 
over  two  million  men,  and  have  not  got  the  system  or  force  to  combat 
these  difficulties.  They  are  swamped  with  work  at  present.  But  if  we 
will  take  the  stand  and  assert  that  our  services  are  best  utilized  along 
the  lines  on  which  we  have  been  working,  I  believe  some  impression  will 
be  made  upon  them.  In  the  meantime  we  can  all  go  in  and  serve  our 
countrj',  to  the  best  of  our  ability. 

Dr.  Burt  R.  Shurly.  Detroit:  It  will  undoubtedly  be  necessary  to 
establish  a  number  of  base  hospitals  of  the  eye,  ear,  nose  and  throat. 
We  have  one  by  way  of  example  in  the  British  army  now  located  at 
Folkestone,  which  has  done  very  wonderful  service  for  the  British  army. 
If  we  could  have  a  base  hospital  on  the  foreign  service,  and  one  in  this 
country,  or  more  as  will  be  necessary,  and  organize  the  eye,  ear,  nose 
and  throat  hospitals  of  the  various  large  cities  as  they  are  already  or- 
ganized, and  have  a  definite  method  of  referring  all  cases  from  these 
five  hundred  bed  base  hospitals  or  the  general  hospitals  to  the  special 
hospitals,  we  would  undoubtedly  be  able  to  organize  and  establish  a 
splendid  service  for  the  army  of  the  United  States  at  home  and  abroad. 

It  seems  to  me  that  this  wonderful  scientific  usefulness  simply  requires 
organization  and  authority.  Without  the  authority  of  the  Surgeon  Gen- 
eral's office  we  can  do  nothing  whatever,  because  there  must  be  a  definite 
plan  of  work,  and  the  organization  must  be  a  definite  one,  and  follow 
along  a  very  definite  plan,  which  has  been  worked  out  with  very  great 
detail  by  the  Surgeon  General's  office. 

Undoubtedly,  the  organization  and  equipment  of  an  eye,  ear,  nose  and 
throat  hospital  would  require  special  organization  and  equipment.  These 
are  things,  which  have  never  been  done  before  in  this  country.  There- 
fore, it  does  seem  to  me  the  time  has  come  when  a  committee  from 
these  various  societies  should  organize  and  send  out  at  least  two  base 
hospitals.  There  could  be  forty-eight  highly  trained  eflBcient  specialists 
to  care  for  certain  cases  sent  from  the  various  base  hospitals  which  the 
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ordinary  eye,  ear,  nose  and  throat  man  on  the  staff  of  this  hospital  would 
not  be  able  to  properly  care  for. 

Dk.  Joseph  H.  Bryan,  Washington:  I  ^vould  like  to  emphasize  one 
fact.  In  case  this  committee  is  appointed,  and  I  hope  it  will  be,  the 
matter  can  be  brought  directly  to  the  attention  of  the  Surgeon  General, 
and  the  fact  emphasized  that  the  men  who  are  highly  trained  in  the 
various  specialties  will  be  wasted  if  they  are  sent  on  the  ordinary  staffs, 
and  the  point  made  that  now  there  is  actually  a  very  great  waste  of 
good  material  to  be  sent  on  duty  of  that  kind  when  the  younger  men 
can  be  utilized  for  that  purpose,  and  that  we  as  highly  trained  specialists 
should  be  called  upon  to  do  the  work  as  outlined  by  Dr.  Shurly. 

Dr.  Charles  F.  Richardson,  Washington:  If  we  appoint  this  com- 
mittee, which  I  hope  will  be  done,  I  am  sure  the  Surgeon  General  and 
assistants,  both  of  the  army  and  navy,  will  listen  to  that  committee  and 
will  do  all  that  that  committee  wishes — that  is,  within  reason. 

Every  man  knows  what  his  duty  is  to  himself,  to  his  family,  and  to 
his  country,  but  there  is  one  fact  that  stands  paramount.  The  e.xample 
of  the  class  of  men  that  represents  this  society  to  the  younger  medical 
men  throughout  the  country  is  a  great  one,  and  should  not  be  lost  sight 
of.  If  you  can  go  about  among  the  younger  medical  men  and  say,  "I 
am  already  in  the  service,"  that  young  man  is  going  to  think,  and  he 
is  more  apt  to  offer  himself  to  the  service  of  his  country  if  he  knows 
that  we  have  already  offered  ourselves  freely  to  our  government,  to  be 
used  as  the  government  sees  fit.  And  I  hope  that  the  men  of  this  society 
will  offer  themselves  freely  for  the  service  of  their  country  to  be  used 
as  the  army  authorities  may  see  best  and  fit  to  make  use  of  them. 

Dr.  D.  Brysox  Delavan.  New  York  City:  I  represent  that  type  which 
does  not  know  just  what  to  do.  I  do  not  know  what  my  place  is.  For 
a  year  and  a  half  I  struggled  to  establish  a  hospital  in  Paris  for  the 
repair  of 'injuries  of  the  head  and  face.  At  the  end  of  the  first  year 
sixty  thousand  men  were  needing  repair  in  that  department  alone,  simply 
from  France  and  Belgium.  I  am  chairman  of  the  E.xecutive  Committee 
of  the  American  Red  Cross  Hospital  in  Paris,  managed  by  Dr.  Blake. 
The  nearest  member  of  my  family  last  week  got  an  ambulance  unit  that 
is  on  its  way  to  the  front,  and  each  week  a  certain  number  of  us  go 
to  the  Naval  Recruiting  Station  and  examine  ears  and  throats.  In  other 
words,  not  knowing  what  to  do,  like  all  the  rest,  we  are  willing  to  take 
the  first  thing  that  comes  to  hand  and  do  the  best  we  can.  Dr.  Shurly 
has  touched  the  keynote  when  he  said  that  organization  is  needed. 

Dr.  Max  A.  Goldsteix,  St.  Louis:  Without  much  circumlocution  I 
would  suggest  that  there  be  a  propaganda  of  education  to  put  us  all  in 
a  position  to  study  the  question  as  carefully  as  we  know  how.  This 
might  be  developed  by  the  committee  already  urged.  Personally,  at  the 
present  time,  I  should  like  to  place  at  your  service  for  this  organization 
and  its  committee,  the  Laryngoscope  and  its  editor,  for  any  publicity 
work  you  require  whenever  and  as  often  as  you  require  it,  and  to  place 
at  your  disposal  furthermore  the  mailing  list  of  the  office  of  the  Laryn- 
goscope, which  includes  the  names  of  three  thousand  men  of  this  country. 
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Final  Conclusions  Regarding  Amputation  of  the  Epiglottis  for  Tuber, 
culosls.     By   Lom.Nzo  B.  L(k  kakd,  -M.  D.,  Denver. 

Amputation  of  tlie  epiglottis  is  as  safe  a  procedure  as  tonsillectomy, 
in  over  four  luindred  cases,  in  tlie  majority  of  whom  vitality  was  reduced 
to  the  lowest  ebb,  not  a  single  direct  fatality   resulted. 

The  objection  most  frequently  advanced  is  that  no  operative  procedures 
aie  justified  unless  the  lesion  is  so  circumscribed  as  to  be  cai)able  of 
complete  excision. 

It  must  be  borne  in  mind  that  in  nine  cases  out  of  ten  the  sole  object 
is  palliation,  and  ussually  in  |)atients  upon  whom  all  other  methods  of 
treatment  have  failed. 

Even  when  a  cure  is  considered  possible,  removal  of  all  involved  tissue 
is  not  invariably  essential  to  success.  It  has  been  demonstrated  re- 
peatedly that  when  an  epiglottis  is  universally  infiltrated,  and  only  the 
upper  half  or  two-thirds  is  removed,  the  stump  rapidly  recedes  to  normal. 
It  is  rare  that  the  disease  recurs  in  the  stump. 

Healing  of  the  stump  is  usually  rapid  and  complete,  regardless  of 
the  extent  or  rapidity  of  progress  in  the  complicating  i)ulmonary  and 
laryngeal  lesions,  hence  the  question  of  advisability  of  operating  in  this 
>nanner  hinges  upon  two  questions:  in  incurable  cases  what  amount  of 
relief  may  be  anticipated,  and  in  cases  otherwise  hopeful,  what  influence 
will  the  operation  have  upon  the  accompanying  laryngeal  lesions? 

A  number  of  patients  are  living  upon  whom  the  operation  was  per- 
foi'med  from  ten  to  twelve  years  ago,  as  a  palliative  procedure,  and  in 
whom  the  resultant  unexpected  improvement  in  lungs  and  larynx  was  so 
complete  that  eventual  arrest  ensued. 

The  improvement  in  accompanying  lesions  can  be  ascribed  in  large 
part  to  the  same  influence  that  occasions  pulmonary  betterment:  the 
removal  of  i)ain,  increase  in  nourishment  taken,  improved  sleep,  and 
lessened  cough. 

Another  important  factor  is  the  increased  accessibility  of  the  larynx 
to  treatment.  After  the  epiglottis  is  removed  it  is  often  easy  to  destroy 
by  galvanocauterization  lesions  that  were  previously  completely  hidden. 
It  is  a  fact  that  a  surprising  subsidence  in  these  accompanying  processes 
is  frequently  observed. 

The  chief  indication  for  amputation,  however,  is  and  must  remain,  the 
relief  of  pain,  without  thought  to  the  eventual  cure  of  either  laryngeal 
or  pulmonary  diseases. 

The  one  great  contraindication,  in  the  author's  experience,  is  that 
form  of  epiglottic  involvement,  either  infiltrative  or  ulcerative,  in  which 
the  process  is  beginning  to  involve  the  base  of  the  tongue  or  the  pharyn- 
goepiglottic  folds. 

The  entire  lateral  walls  and  base  of  the  tongue  may  and  usually  do 
break  down  within  a  few  weeks  after  the  very  first  signs  of  disease  be- 
come manifest.  In  these  cases  only  is  amputation  absolutely  contrain- 
dicated.  In  all  others,  if  pain  exists  and  is  uncontrollable  by  other 
treatment,  excision  is  advisable.  No  bad  effect  upon  the  general  health 
has  been  observed.  Complete  anesthesia  can  be  obtained,  and  the  opera- 
tion itself  need  not,  in  the  average  case,  require  more  than  a  half  minute. 
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Ozena  and  Asphyxiating  Gas.  By  Maiuki.  Natieu.  INI.  D.,  Paris,  France. 
The  writer  finds  a  melanclioly  pleasure  in  presenting  the  lamentable 
history  of  a  young  soldier,  in  that  he  feels  that  the  recital  of  his  case 
goes  to  prove  conclusively  that  ozena  is  but  a  local  manifestation  of  a 
constitutional  condition,  a  fact  which  Natier  had  repeatedly  maintained 
in  previous  communications. 

In  October,  191."),  a  soldier,  twenty-four  years  of  age,  who  had  always 
been  in  perfect  health,  no  hereditary  or  venereal  affection,  received  five 
bullet  wounds  and  was  rendered  unconscious  by  a  bomb  of  asphyxiating 
gas.  His  mask  had  dried  up  and  was  valueless.  He  recovered  conscious 
ness  only  to  fall  into  rei)eated  syncope.  He  was  carried  to  the  rear, 
transferred  to  Vitry  le  Francois,  where  he  had  to  remain  three  weeks 
because  of  his  febrile  condition.  He  suffered  most  excruciating  pains 
from  his  nose  to  the  bifurcation  of  his  bronchi,  and  received  special  care. 
Five  weeks  after  the  accident  he  was  removed  to  Paris,  to  a  base  hos- 
pital, where  he  remained  six  months.  During  all  this  time  he  could  not 
swallow  except  with  most  excruciating  pains.  He  then  was  admitted. 
March  18,  1916,  to  the  Salpetriere,  where  his  extreme  muscular  weakness, 
respiratory  troubles,  ozena  and  vomiting  were  noted.  On  October  25th 
the  writer  first  saw  him  and  noted  remarkable  collapse  of  both  alae, 
ozena  active,  marked  anemia.  The  collapse  of  the  alae  cavised  insomnia 
and  mouth  breathing,  with  pain.  To  relieve  this  the  patient  put  pieces 
of  a  match  in  each  nostril  on  going  to  sleep.  The  ozena  was  noticed 
three  or  four  months  after  the  accident  for  the  first  time.  Irrigations 
with  warn)  salt  water,  while  causing  pain,  was  followed  by  amelioration. 

As  the  i)atient  was  always  well  until  his  injuries,  the  writer  feels  jus- 
tified in  tracing  the  causal  factor  of  his  ozena  to  the  asphyxiating  gas 
and  the  subsequent  functional  disorders. 

Ordinarily  ozena  is  considered  inseparable  from  old  and  far  advanced 
atrophic  rhinitis  traceable  back  to  the  first  years  of  life,  the  atrophy 
slowly  developing. 

In  this  soldier  the  determining  cause  was  at  the  time  sudden  and  vio- 
lent, the  effect  cruel  and  deplorable.  That  the  unfortunate  man  did  not 
succumb  immediately  or  in  the  general  delay  at  the  arrival  of  succor  is 
marvelous.  The  poor  fellow  was  fortunate  in  that  he  did  not  develop 
tuberculosis,  as  thousands  of  others  do.     The  patient  recovered. 

The  writer  says,  in  his  opinion  ozena  is  not  a  true  mobid  entity, 
idiopathic  or  real,  but  a  unique  and  always  a  symptomatic  expression 
of  a  profound  localized  disturbance  of  the  general  health.  Once  again  it 
is  verified,  and  supports  the  assertion  that  ozena  is  but  a  consequence, 
distant  more  often,  but  also  under  color  of  exceptional  events  of  the 
l)hysiologic  calamity.  The  cause  of  the  latter  is  of  less  importance.  Its 
intensity  merits  consideration. 

We  are  compelled  to  discard,  as  he  has  always  done  in  his  studies  of 
the  subject,  the  various  theories  more  or  less  fantastic,  and  in  partic- 
ular the  microbic  theory,  invoked  to  explain  the  production  of  ozena. 


920  SOCIETY  PROCEEDINGS. 

(1)  Sarcoma  of  the  Nasal  Septum;  (2)  Laryngoepiglottidean  Cyst.  By 
Max  a.  Goldstein,  M.  D.,  St.  Louis. 

Male,  aged  fifty-six  years.  Eighteen  months  ago  began  to  be  troubled 
with  occasional  obstruction  of  left  side  of  nose,  continuing  about  a 
month,  followed  by  relief  and  then  recurrence.  Xo  history  of  epistaxis. 
Latterly  two  or  three  nosebleeds,  not  very  profuse.  No  headache  or  pain 
of  any  kind.     Loss  of  fifteen  pounds  in  weight  In  six  months. 

Nasal  Examination. — Mass  on  septum  obstructing  left  side.  Right  sur- 
face of  septum  infiltrated  and  thickened,  causing  some  obstruction  on  that 
side.  Nasopharynx  negative.  Throat  negative.  No  evidence  of  involve- 
ment of  the  accessory  sinuses. 

Operation. — September  26,  1916,  mass,  together  with  the  entire  septum, 
being  extirpated.  Recurrence  after  one  month.  Histologic  examination 
of  mass  showed  round  cell  sarcoma. 

A    CASK    OF    LARYX(;OEPl(;LOTTIDf:AX    CYST. 

Boy,  twelve  years  old,  came  under  observation  September  27,  191.5.  Had 
been  hoarse  since  he  was  one  month  old.  This  hoarseness  had  been 
ascribed  by  family  physician  to  a  "cold."  No  laryngologic  examination 
had  at  any  time  been  made.  The  condition  seemed  to  remain  quiescent 
all  these  years  until  shortly  before  the  boy  was  brought  to  the  writer  for 
examination,  at  which  time  he  had  become  very  dyspneic.  The  dyspnea 
w^as  quite  marked;  patient  anemic  and  frail,  not  cyanotic,  and  unable 
to  speak  above  a  whisper.  There  had  not  been  much  difliculty  in  swal- 
lowing. No  regurgitation  of  food.  Laryngeal  examination  showed  a  mass 
the  size  of  a  walnut  on  the  left  side,  involving  the  laryngoepiglottidean 
region.  There  was  no  fever.  Mass  was  yielding  to  touch  and  could 
easily  be  palpated  with  the  finger.  IMass  incised,  the  contents  consisting 
of  clear,  yellow,  sticky  fluid.  Subsequent  examination  of  vocal  cords, 
examination  of  which  was  heretofore  impossible  because  of  obstruction 
of  view  by  the  mass,  was  negative.  Boy  regained  the  use  of  his  voice, 
though  through  habit  he  would  speak  in  an  undertone.  No  recurrence 
of  cyst  to  date,  and  boy  now  speaks  in  normal  voice. 

The  following  officers  were  elected  for  the  ensuing  year  (Fortieth  An- 
niversary): Dr.  J.  SoLis  CoiiEN,  Honorary  President;  Di;.  Thomas  H. 
Halsted,  President;  Dr.  John  E.  Rhoaoes.  First  Vice-President;  Dr.  D. 
Crosby  Greene,  Second  Vice-President;  Dk.  Hahmox  Smith,  Secretary; 
Dr.  J.  Payson  Clark.  Treasurer;  Dr.  Joseph  H.  Bryax.  Librarian.  Coun- 
cil: Dr.  Thomas  Hubbard.  Dr.  Alex.xxder  JIacCoy,  Dr.  Thomas  R. 
Prexcit,  and  Du.  Jos?:pii  L.  Goodalk. 
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Meeting  of  Octoher  2,  lUll. 

Herman  B.  Cohex,  Reporter. 


Etiology  and  Specific  Treatment  of  Hay  Fever.      Di:.  A.  Pakkeu  Hitchexs. 

Dr.  Hitchens  emphasized  the  importance  of  a  diagnosis,  obtained  by 
(1)  a  thorough  rhinoscopic  examination  to  exclude  any  abnormality;  (2) 
a  specific  diagnosis,  dependent  upon  the  season  of  the  year,  spring  and 
summer  producing  the  pollens  of  common  grasses,  fall  the  pollen  of  rag- 
weed. The  author  suggested  a  button,  containing  a  cover-glass  coated 
with  a  glycerine  mixture,  by  which  means  the  particular  pollen  inhaled 
may  be  identified;  (.3)  skin  tests  made  similar  to  vaccines,  using  a  tablet 
triturate  of  pollen.  At  the  end  of  an  hour  and  again  in  24  hours,  the 
reaction  is  noted  as  is  also  the  pollen  used.  Negative  tests  may  show 
an  immediate  area  of  redness  but  which  does  not  increase  in  size. 

Prophylaxis.  An  initial  dose  of  extract  containing  0.0025  mg.  nitrogen 
given  two  or  three  months  before  the  season;  subsequent  in.iections  at 
o  to  7  day  intervals.  Phophylactic  injections  are  not  successful  in  every 
case. 

Treatment  in  season.  Individual  consideration  is  necessary,  as  the 
period  of  relief  varies.  Few  persons  are  relieved  for  24  hours  only  and 
In  these  cases  daily  doses  are  necessary.  Normal  periods  of  relief  are 
five  days.  The  author  then  went  into  the  history  of  hay  fever  with  a  view 
of  determining  the  exciting  causes.  Many  causes  have  been  mentioned, 
e.  g.,  external  irritant  dust,  plant  emanations,  various  odors,  atmospheric 
conditions,  solar  heat,  constitutional  defects  of  hay  fever  patients,  nervous 
diathesis.  Dr.  Hitchens  enumerated  the  uric  acid  theory  of  1868;  the 
bacterial  theory  of  1869;  the  pollen  theory  of  Blackley  followed  by  the 
nasal  theory  (nasal  disease)  ;  the  three  factor  theory,  a  combination  of  the 
existing  opinions,  requiring  three  elements  viz:  constitutional  defect, 
pathological  nasal  condition  and  external  irritant.  The  last  mentioned 
theory  persists  to  the  present  day.  The  work  of  Dunbar  in  1903  was  then 
reviewed;  his  experimental  work,  corroborating  the  work  of  Blackley;  his 
work  upon  the  chemistry  of  the  polleii  determining  the  exciting  cause  or 
special  substance  causing  the  symptoms  of  hay  fever.  The  special  sub- 
stance found  was  an  albuminous  body  or  tox-albumen.  This  latter  sub- 
stance Dunbar  was  able  to  demonstrate  as  being  thermostable;  acid  stable. 
Enzymes  such  as  pepsin  and  trypsin  were  unable  to  destroy  it.  Lastly,  it 
is  precipitated  by  complete  saturation  with  ammonium  sulphate.  The 
toxin-antitoxin  theory  of  Dunbar  was  soon  attacked  from  the  anaphylaxis 
standpoint  and  it  is  now  agreed  that  the  symptoms  of  hay  fever  are  merely 
a  manifestation  of  hypersusceptibility  of  the  tissues  to  the  albumen  of 
certain  pollens. 
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Trcatniful  hi/  pdUcn  vaccine.  This  treatment  has  given  further  evidence 
in  favor  of  the  anaphylactic  nature  of  hay  fever.  Dr.  Hitchens  went  into 
details  in  the  i)rei)aration  of  the  vaccine.  He  claims  that  88  per  cent,  of 
patients  treated  have  reported  entirely  free  from  symptoms  or  are 
markedly  benefited.     Dr.   Hitchens  gave  the  following  conclusions: 

1.  Hay  fever  is  due  to  a  protein  constituent  of  the  pollen  of  plants. 

2.  The  hay  fever  attacl?^  is  a  manifestation  of  hypersusceptibility  to 
this  protein  and  the  disease  is  to  be  classed  among  the  anaphylactic 
phenomena. 

3.  By  means  of  very  simple  skin  tests  the  exact  varieties  of  pollen  to 
which  an  individual  is  hypersusceptible  may  be  determined. 

4.  It  is  a  -.veil  known  fact  that  hypersusceptible  animals  may  be  de- 
sensitized by  the  use  of  minute  doses  of  the  protein  to  which  they  are 
susceptible. 

■T.  In  like  manner  hay  fever  patients  may  be  desensitized  to  the 
j)ollens  to  which  they  are  hypersusceptible  by  the  subcutaneous  injection 
of  extracts  from  these  pollens. 

6.  By  the  rei)eated  injection  of  proper  pollen  extracts  before  the  sea- 
son a  certain  percentage  of  patients  may  be  immunized  to  hay  fever. 

7.  At  least  80  per  cent,  of  the  patients  receiving  pollen  vaccines  may 
expect  considerable  relief  or  entire  freedom  from  symptoms  throughout 
their  season. 

A  discussion  of  Dr.  Hitchens'  paper  was  entered  into  by  the  follow^ing 
men : 

Dr.  George  W.  MacKenzie  was  unwilling  to  commit  himself  to  any 
one  form  of  treatment  in  hay  fever.  In  the  last  three  or  four  years  he 
has  been  using  or  injecting  a  filtrate  of  the  patients  nasal  secretions. 
He  claims  to  obtain  positive  results  in  90  pei  cent,  of  his  cases.  If  a 
pollen  is  present  on  the  nasal  mucous  membrane,  he  states  that  it  will 
be  present  in  the  secretion  collected  for  the  filtrate. 

Dr.  Otis  Stickny  uses  an  electro-cautery  to  desensitize  the  membrane. 
He  thought  that  the  general  condition  of  the  patient,  particularly  the 
gastro-intestinal  tract,  should  be  looked  after. 

Dr.  Lewis,  with  the  use  of  vaccine,  gets  relief  in  To  per  cent,  of  cases; 
none  are  absolutely  cured.  Some  relief  is  obtained  with  bacterial  vac- 
cines. He  advocates  surgical  interference  where  ncessary.  In  15  per 
cent,  of  cases  he  obtains  no  relief  whatever  from  the  use  of  vaccine. 

Dr.  Stein  of  Lancaster,  in  quoting  15  cases  in  seven  years,  obtained 
improvement  in  8  cases  and  slight  improvement  in  7.  In  the  i)resent 
year  he  lias  obtained  five  clinical  cures  and  one  failure. 

Dr.  Stauffer  wished  to  have  an  explanation  of  dog  emanations. 
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Dr.  Gile  emphasized  the  importance  of  diagnosing  the  case  of  hay 
fever.  He  stated  that  some  cases  of  rhinorrhea  are  often  mistaken  for 
hay  fever.  Some  cases  are  due  to  polypi:  therefore,  a  thorough  rhinologic 
examination   is  necessary. 


Meeting  of  Xoirviber  0.  tUll. 
SYMPOSIl'-M   OF  THE   LARYNX. 

Anatomy  of  the  Larynx.      Di:.  Roi'.kkt  F.  Ridi'-vth. 

Ur.  Ridpath  emphasized  the  following  points:  The  larynx  should  be 
considered  the  root  of  a  tree;  the  bronchi  and  their  branches,  the  branches, 
of  a  tree.  In  this  manner  the  study  of  this  portion  of  the  respitory 
organs  becomes  simplified. 

Secondly,  the  incompleteness  of  the  tracheal  cartilages  permit  the  rings 
to  come  together  in  the  act  of  respiration.  The  cricoid  ( signet )  ring 
being  the  only  complete  ring  of  cartilage  of  the  larynx.  Concerning 
the  thyroid  cartilage:  u])  to  the  age  of  puberty  it  remains  practically  the 
same  siz.  It  acts  as  a  shield  to  the  vocal  bands.  Particular  emphasis 
was  laid  upon  the  motion  of  the  arytenoids  in  their  articulation  with 
the  cricoid.  The  motion  as  carried  out  by  these  cartilages  is  three- 
fold, viz.  downward,  forward  and  inward,  resulting  in  the  approximation 
of  the  vocal  bands.  The  reverse  motion  produces  relaxation  or  the 
opening  of  the  vocal  bands.  This  latter  motion  of  upward,  backward 
and  outward  is  produced  by  the  posterior  crico-arytenoid.  The  epiglottis 
and  glottic  region  were  clearly  described. 

Emphasis  was  laid  upon  the  difference  in  production  of  tone  and 
pitch  of  the  voice,  the  latter  being  produced  by  the  tightening  of  the 
thyro-cricoid  ligament  simulating  the  tightening  of  the  strings  of  the 
violin.  Tone  is  dependent  upon  the  individual  anatomy  and  is  aided  by 
other  methods. 

The  speaker  concluded  with  the  description  of  the  sinuses  pyriformi 
and  the  aryepiglottic  folds.  It  is  these  latter  folds  that  overlap  or  cover 
the  orifice  to  protect  the  larynx  from  foreign  bodies  and  not  the 
epiglottis. 

Physiology  of  the  Larynx.       Dr.   Hkrmax  B.  Cohex. 

Dr.  Cohen  emphasized  the  kno-wledge  of  the  cartilage  articulations  in 
order  to  understand  the  workings  of  the  larynx,  the  two  main  articula- 
tions being  the  crico-arytenoid  and  the  crico-thyroid.  It  was  the  cricoid 
that  is  the  movable  cartilage  and  not  the  thyroid.  The  sole  opener  of 
the  larynx  is  the  posterior  crico-arytenoid  and  the  closers  of  the  larynx 
are  the  lateral  crico-arytenoid,  the  thyro-arytenoid,  the  vocales  and  the 
single  muscle,  the  transverse  arytenoid.  The  tensors  of  the  cords  are  the 
two  crico-thyroids.  which  bring  the  cricoid  to  the  thyroid.     In  discussing 
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the  muscles  of  ])honation  in  comi)arison  to  the  muscles  of  respiration 
with  particular  reference  to  the  importance  of  these  two  groups  of 
muscles,  the  former  was  conceded  as  being  subordinate  to  the  latter. 
The  fact  was  brought  out,  that  it  was  the  posterior  crico-arytenoid  that 
was  so  commonly  affected  in  unilateral  paralysis  of  the  larynx.  The 
large  source  of  nerve  supply  with  especial  reference  to  the  recurrent 
laryngeal  nerve  was  then  given  in  detail.  The  epiglottis,  as  was  mentioned 
earlier,  is  not  essential  for  the  protection  of  the  laryngeal  orifice  from 
foreign  bodies  but  does  assi.st  in  the  modification  of  the  voice. 

Pathology  of  the  Larynx.      I)i;.  Xatii.v.v  P.  Staiifer. 

The  speaker  mentioned  as  the  most  common  diseases  in  the  ordr  of 
frequency  the  following:  Tuberculosis,  diphtheria, papilloma,  carcinoma; 
edemas;  foreign  body,  lues,  typhoid  or  post-typhoid  paralysis.  Describing 
each  in  detail  he  emphasized  the  ulceration  of  tuberculosis  as  conglomer- 
ate. He  warned  the  physicians  that  where  there  was  sudden  hoarseness  in 
typhoid  fever  to  be  prepared  with  a  tracheotomy  set.  Dr.  Stauffer  con- 
cluded with  quoting  a  few  cases  as  presenting  possible  effects  of  in- 
fantile paralysis. 

Prese.xtatiox  of  Patients. 
Dr.  Fielding  O.  Lewis  presented  a  case  of  laryngostomy  on  a  young 
man  for  stenosis  following  the  swallowing  of  Sloan's  liniment. 

A  second  case  of  laryngostomy  performed  upon  a  boy,  19  years  of 
age,  the  boy  having  received  a  severe  injury  by  falling  on  a  stage,  and 
striking  his  larynx.  This  patient  had  a  web  across  the  cords  with  a, 
small  opening  in  the  web. 

A  third  patient,  luetic,  32  years  of  age.  Stenosis  of  the  larynx.  He 
also  had  a  tracheotomy  performed. 

Dr.  Edgar  J.  Stein  presented  a  patient  with  total  laryngectomy  fov 
dyspnea,  aphonia  and  pain  due  to  carcinoma.  Preliminary  tracheotomy 
was  performed.  Operation  performed  five  years  ago  and  at  the  present 
time  the  patient  is  comfortable  and  is  able  to  take  care  of  himself. 

Dr.  Robert  F.  Ridpath  presented  a  man  complaining  of  hoarseness  due 
to  papilloma  on  a  vocal  cord,  its  attachment  being  by  a  pedicle,  causing 
the  small  tumor  to  disappear  and  hide  beneath  the  cord. 

Dr.  Rowand  read  a  report  on  a  case  of  acute  emi)hyse.matous  swelling 
on  the  anterior  aspect  of  the  larynx. 

Patient,  female,  32;  sudden  coughing  spell:  temporary  closure  of  the 
glottis  followed  immediately  by  complete  relief.  Few  days  later  she  com- 
plained of  a  lump  in  the  throat  and  a  constant  tickling  and  desire  to 
cough.  Examination  revealed  a  round  swelling  on  the  anterior  aspect 
of  the  thyroid  cartilage  near  the  cricoid  articulation.  Pressure  caused 
severe  coughing  and  discomfort  and  slight  crepitus  Avas  elicited.  Dur- 
ing the  next  six  or  seven  weeks  the  patient  used  iodine  ointment  and 
gentle  massage.  About  two  months  later  the  condition  disappeared  as 
suddenly  as  it  came  on.  There  has  been  no  recurrence.  Dr.  Rowland 
diagnosed  the  case  as  an  emphyscniatou.s  ci/st  based  upon  the  following 
facts:  Slight  crepitus,  transient  duration,  its  onset  during  a  coughing 
spell,  and  its  sudden  disappearance. 
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